Eric M. Orenstein, M.D., P.C.

705 S. Greenville West Drive Suite 102 C

Greenville, MI 48838

Phone # 616-225-2663

MEDICAL HISTORY INFORMATION

Patient’s Name: ________________________________________________Age_______ 

Primary Care Physician: ___________________  Referral Source: __________________

Are you right or left-handed?   Right     Left         Occupation: ______________________

Reason for visit: __________________________When did symptoms occur?_________

Is this a result of an accident or injury? (circle one) Yes   No         

If injury describe how it occurred: ____________________________________________

The accident location was: __________________________________________________

Past Medical History

Allergies / Sensitivities: ____________________________________________________

Last Tetanus Shot: ________ 

Current Medications: ______________________________________________________

________________________________________________________________________

Past Surgeries (include dates): _______________________________________________

________________________________________________________________________

Review of Systems: (circle if yes)

Cancer
Rheumatic Fever
Seizure/Convulsions/Epilepsy

HIV/AIDS
High Blood Pressure
Sickle Cell disease or Trait

Asthma/wheezing
Stroke
Arthritis

Bronchitis  
Phlebitis/Blood Clots
Mental/Emotional Problems

Emphysema
Diabetes
Head or Neck Injury

Pneumonia
Thyroid Disease
Physical Impairment

Tuberculosis
Hepatitis/Jaundice
Handicap

Heart Attack
Cirrhosis
Pregnant

Angina/Chest Pain
Ulcer
Bleeding Tendency

Congenital Heart Dx
Bowel Disease
Skin Disorder

Arrhythmia
Kidney Disease
Health Problems Not Listed

Congestive Heart Failure
Urinary Infection
None of the above Listed 

Heart Murmur
Anemia


Rheumatic Heart Dx
Muscular Disease


Family History: (circle if yes)

Diabetes
Epilepsy
Anesthetic or Surg. Complications

Heart Disease
Bleeding Tendency
Muscular Disease

High blood pressure
Tuberculosis
Nervous System Disorder

Stroke
Kidney Disease
Lung Disease

Social History

Smoking: (Circle One) Yes     No                Packs per day ______ Alcohol: Yes   No

Authorized Signature: _____________________________________________________ 

