






Patients Name: ____________________________________
Adult Summary Form



Date of Birth: _____________________________________







Social Security #: _________________________________


Primary Care Provider:____________________________________ReferringProvider_____________________________
What type of problem brings you here today: ______________________________________________________________
Drug Allergies/Sensitivities: ___________________________________________________________________

Emergency Phone #: _______________________ Contact Person/Relationship: __________________________

	Type
	Chronic Medical Problem List
	Date
	Past Surgical History
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	           Current Medications
	
	Hospitalizations
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Family History of
Y   N                                Family Member

(  ( Bladder Ca           ______________
(  ( Breast Ca              ______________

(  ( CAD                     ______________

(  ( Ovarian CA          ______________                           
(  ( Cervical Cancer    ______________

(  ( Colon CA              ______________

(  ( Skin CA                ______________

(  ( Diabetes                ______________
(  ( Glaucoma             ______________
(  ( HTN                     ______________

(  ( Depression           ______________
(  ( Thyroid Dz           ______________
(  ( Other                    ______________          
(  (                              ______________


	Initial Risk Assessment
                                              Date

( Alcohol                           _________
( Tobacco Use                   _________

Never_____ PPD______ Former_____                               
( Illicit Drug Use               _________                           
( Depression                      _________

( STD’s                             _________

( Domestic Violence         _________                                    
( Pregnancies                    _________          
( Births                             _________

	Social History
( Married       ( Single    ( Civil Union 

( Divorced     ( Widow(er) 

( Lives Alone  ( Separated

Occupation: ______________________

Religious Preference: ______________

Advance Directive?   ( Yes   ( No

If Yes, Date: _________________

Educ.:  ( JHS      ( HS     ( College

 ( Other _________________


Signature: ____________________________________________________________ Date: _________________________
http://www.acponline.org/practiceforms


