
 Preventative Medicine 
 

Patient Name: _______________________________________   Date of Birth: _____________________ 

 

Date: ___________________________ 

 

Please list the date and location of your most recent: 

              Date / Year:                              Location / Physician: 

Did you have any new surgeries last year? (2017)   YES   NO 
 

If yes, please list procedure and date of procedure: ________________________________________________________ 

 

Influenza Vaccine 

  

 
Pneumonia Vaccine 

  

 
Eye Exam 

  

 
Mammogram 

  

 
Pap Smear 

  

 
Colonoscopy 

  

 
Bone Density 

  



: 
 


