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My Family Doctor,




                                                       My Family Doctor

                                                        Kenneth J. Varano D.O.





                                                      PO Box 1025

                                                         Brodheadsville, PA 18322

                                                       (610) 681-3300 Fax (610) 681-3343  
Patient History

DATE: ______________________

NAME________________________________AGE________HEIGHT_________WEIGHT_________

PREVIOUS DOCTOR__________________________​​​​​​​​​​​​​​​​​​​​​​​​________________________________________
SOCIAL HISTORY


SMOKING________ALCOHOL_________NUMBER OFCHILDREN___________________

MEDICAL HISTORY

____cancer (type                          )


               ____kidney disease

____heart disease




____high cholesterol

____stomach/intestinal disorders


              ____seizures

____diabetes





____hepatitis

____high blood pressure




____tuberculosis

____COPD/asthma




____arthritis

____stroke





____other_________________________

Surgeries, hospitalizations, transfusions____________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Prescription Coverage:                                  Do you have Advance Directives?                                      

FAMILY MEDICAL HISTORY

____diabetes


____heart disease


____arthritis

____cancer


____COPD/asthma

               ____stroke

____kidney disease

____GI disorders


____hypertension




other__________________________________

ALLERGIES___________________________________________________________________

CURRENT MEDICATIONS

PHARMACY USED ___________________________________________________________________
Emergency Contact_____________________________ Phone #_________________________________

Relationship of Emergency Contact________________________________________________________
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