
Date of Birth:_____/_____/________

Tetanus: Foot Examine:

Pneumonia Vac: Eye Examine:

Flu Vac: Dental Examine:

Chest X-ray:
EKG:

Mother: Sister:
Father: Brother:

Tobacco: Y  /  N Alcohol: Y  /  N 

Marital Status: Y  /  N Children:

Occupation: Birth Place:

Exercise: Diet:
Living will: Y  /  N EMS-NO CPR OR DNR:  Y  /  N

Health History

Name:______________________________________

Address:____________________________________ Sex:          Male          Female

Emergency contacts

Name: Phone:  (       )          -
Address: Relationship:

Medical Problems

Past Surgical History

Health Care Maintenance and Procedures

Family History

Social History



Medication: Dosage: How take: Basal Pattern

Time

12:00 AM

1:00 AM

2:00 AM

3:00 AM

4:00 AM

5:00 AM

6:00 AM

7:00 AM

8:00 AM

9:00 AM

10:00 AM

11:00 AM

12:00 PM

1:00 PM

2:00 PM

3:00 PM

4:00 PM

5:00 PM

6:00 PM

7:00 PM

8:00 PM

Total Basal:

Insurance Company: CHO: Insulin

Policy Number:
Other insurance: ISF Ratio:

Policy Number:

Name:_____________________________________ Date of Birth:_____/_____/________

Health History

Allergies, Intolerances and Reactions to Medication

Medications

Medical Insurance Information

Insulin

Providers

Name Specialty Phone





rn:

Units/hr

n Pump


