[bookmark: _GoBack]CANCER CARE CENTER OF TUSCALOOSA            
DATE_____________________		                                  Primary Care Physician_________________
Referring Physician_____________________

Name:____________________________		PRESENTING SYMPTOMS: Check all that apply
Date of Birth:______________________                             Shortness of Breath___		      Chills___
Phone Number:____________________                             Fever__			Headaches___
Cell Number:_______________________                           Cough__ 			   Nausea_____
Contact Person:_____________________                          Sore Throat__			Constipation__
SSN:______________________________                           Difficulty Swallowing__	         Weight Change___
Pharmacy:__________________________                         Night Sweats__		                   Diarrhea____ 
Other Physicians:____________________                          Sores/Rashes___            Urination Difficulty____
__________________________________                           Bruises/Bleed Easily__                      Pain_______   
                                                                                                      
ALLERGIES:________________________                             Other:_________________________________
_________________________________

Current Medications:________________		SOCIAL HISTORY: Check all that apply
_________________________________		Married__ Single __ Divorced __ Widowed __
_________________________________		Number of Children ______
_________________________________		Alcohol/ Drug Use___________
							Tobacco Use ___
MEDICAL ILLNESSES: Check all that apply		Occupation_____________________________

Diabetes____      Hypertension_____			FAMILY HISTORY: Check all that apply
Stroke _____       Seizures _______			Diabetes___ Seizures __ Hypertension__
Cancer _____      Heart Problems____			Heart Problems__Stroke__Blood Disorders____
Other _________________________	                             Cancer (type and relation)__________________                                   						              _______________________________________

Surgeries:__________________________________________________________________________________________________________________________________________________________________

Physical Exam __________________________________________________________________________________________________________________________________________________________________________

Assessment & Plan: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________                    				
								      	__________________M.D.

