
FALLS MEDICAL SPECIALISTS: RHEUMATOLOGY NEW PATIENT MEDICAL HISTORY FORM 

Name: ________________________________________ 
Date of Birth: ___________________________________ 

Referred by (circle):   Self  PCP Other Specialist ______________________ 

Briefly what is bringing you in today: _______________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 

CURRENT MEDICATIONS (include over the counter medications such as ibuprofen, Tylenol, 
vitamins, supplements) 

Medication allergies: __________________________________________________________ 

____________________________________________________________________________ 



Please list additional medical history: ______________________________________________ 

____________________________________________________________________________ 

SURGICAL HISTORY: _________________________________________________________ 

____________________________________________________________________________ 

FAMILY HISTORY: Include any family history of autoimmunity (ex. RA, lupus, Sjogrens, 
scleroderma, psoriasis, inflammatory bowel disease, ankylosing spondylitis, multiple sclerosis, 
celiac, Hashimoto’s/Graves) 
____________________________________________________________________________ 

____________________________________________________________________________ 

SOCIAL HISTORY:  
Occupation: __________________________________________________________________ 

Smoking status:      Never smoker    Former smoker Current smoker cigs/day____ 

Alcohol use (drinks per week): ___________________________________________________ 

Relationship status:       Single Married Divorced  Widowed 



REVIEW OF SYSTEMS: Please check any symptoms that you are currently experiencing
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