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	G2Endo Endocrinology  & Metabolism


Name_________________________________  Date:________________   Phone Number: ____________________________  Email:____________________________________
Have you ever been seen by another endocrinologist?  If so, please list here: __________________________________
What Medical Problems do you have or have you had in the past?  
1.________________________________________		4..___________________________________            	7..________________________________________
2._______________________________________		5. ___________________________________ 	8. ____________________________________________
3._______________________________________		6. __________________________________
Have you ever had any surgeries?  If yes,  please List below: ______________________________________________________________________
CURRENT MEDICATIONS AND DOSING: 
1._____________________________________________________________________	6.________________________________________________________________________________
2._____________________________________________________________________	7.________________________________________________________________________________
3._____________________________________________________________________	8.________________________________________________________________________________
4._____________________________________________________________________	9.________________________________________________________________________________
5.____________________________________________________________________	10._______________________________________________________________________________
Any Medication Allergies?  _______________________________________________________________________________________________________________________
Pharmacy and  number : ____________________________________________________________________________________________

FAMILY HISTORY:   Do you have a FAMILY History of any of the following:  If so, who has had the issue?
Diabetes/Pre-Diabetes__________________________________________________________________________________________________________________________________
Heart Disease (including heart attacks)_______________________________________________________________________________________________________________
Hypertension ____________________________________________________________High Cholesterol______________________________________________________________
Kidney Stones_____________________ _High Calcium levels in the blood /Parathyroid Disease________________________________________________________
Increased unwanted hair _________________________________________Infertility_________________________Low Testosterone______________________________
Thyroid Disease __________________________________________________________________________________________________________________________________________
Pituitary Disease__________________________Cancer/Malignancies_______________________________________________________________________________________
Osteoporosis or Bone Problems ___________________________________________________________  Blood clotting ___________________________________________
Rheumatoid Arthritis/ Lupus/ Other arthritis ____________________________________________  Skin problems___________________________________________
Crohns Disease/Ulcerative Colitis/ Celiacs Disease _______________________________________  Obesity__________________________________________________

Do you smoke or use tobacco? __________ If yes, how many packs a day?_________________  Do you drink alcohol? _________________ If yes, how much/how often?______________  Do you take any herbal medications? _________________________________________________________________________
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