Coquelet & Punger Family Medicine, P.A.

4640 South 25th Street, Fort Pierce, FL 34981

(772) 466-8884 (P)  ·   (772) 466-8832 (F)

Patient Name_____________________________________________Date_________________

SS#_________________________________DOB___________Age_______Sex____________

Date of Last Physical Exam_______________ Previous Physician________________________

Other Specialist, Chiropractor, etc__________________________________________________

Physician’s Address_____________________________________________________________

Social History: (Circle or Fill in the blank) 

Lives: (circle one)        Alone            Nursing Home           Asst. Living        Other______________

Marital Status:      Married         Widowed           Divorced           Separated            Single
Spouses Name______________________ Primary Lang. Spoken_________________________

Medical Equipment Used:      Cane          Oxygen            Walker           Wheelchair          Nebulizer

Own or rent this equipment? ______________________________________________________

Do you drive?_________ If not, how do you get around?________________________________

Do you use:    Glasses      Hearing Aid

Do you receive Home Health service or meals on wheels? _______________________________

	PERSONAL:
	
	
	
	
	
	
	

	Do you currently smoke?__________________
	Have you smoked in the past?______________________

	If yes, how many packs a day and for how long?____________________________________________

	Do you drink alcohol?_________How often and how many?____________Cups of coffee per day_____

	Do you exercise?____________How often?__________Adult Weight:  Least________Most_________

	Current or previous occupation?__________________________________________________________


Family History:

Does/Did anyone in your family have Diabetes? _______________________________________

High Blood Pressure?__________________________Cancer?___________________________

Heart attack before the age of 50?________________ Other_____________________________

               Name/Age /Cause of Death                    Name/Age/Comp w/Birth?/Breastfed? How long 

Mother:___________________________Children____________________________________

Father:___________________________ Children____________________________________

Brother:___________________________Children____________________________________

Sister:____________________________ Children____________________________________

Chronic Medical Problems: (Diabetes, Hypertension, High Cholesterol, pain)

__________________________________________________________________________________________________________________________________________________________
Operations:  (List and indicate approximate year)

_____________________________________________________________________________
_____________________________________________________________________________
Medications: (Include OTC, Vitamins, Homeopaths)

     Name                   Dose            Directions                 

_____________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Allergic to any medications?  If so list drug and reaction     


               9/15/05
