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NAME: 										DOB:
Please complete this form, it will reviewed during your appointment.
MEDICAL HISTORY (any past or current diagnosis): 




SURGICAL HISTORY (any past or recent surgeries): 


CHILDHOOD ILLNESSES (check all that apply):
	Measles	Mumps		Chicken Pox		Mononucleosis			Other
	
FAMILY HISTORY:
Is there any MS or autoimmune diseases in the family?  		YES		NO  If so, who?

Father Medical History (alive/deceased): 
Mother Medical History (alive/deceased):
MEDICATIONS (over the counter, vitamins, prescription) and DOSE:







ALLERGIES (medicine, food, etc): 
	
SOCIAL:	
Born:  
Raised:  
Relationship status: 
Children If so, how many and age: 
Occupation and occupational status (retired, disabled, applying for disability, etc): 
	
	
Insurance (list all please): 
	
Primary Care Physician (name, office number, fax)
	
	
Pharmacy (name, number, fax)
	
	
How did you hear about MS Center:
	
	
Do you or have you used tobacco products? If so, what type, how much, and for how long.
	
	
Do you drink alcohol: If so, how much?
	
Do you use illicit drugs?
	
Any 3rd world travel?
	
	
Do you exercise? If so, how often and what types.
	
Do you drink caffeine? If so, how much per day.
	
Additional information you would like to make physician aware of:
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