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Patient Name: ______________   Date of Birth: ____________ 

Tobacco Use 

Do you currently smoke? □YON 

Did you ever use tobacco? ::JV ON 

Quit date: 

How many years have you smoked? 

Years 

Cigarettes Per Day? 

__ Cigarettes daily 

Do you use chewing tobacco?□ YON 

If yes, how many times a day? 

__ Times a day 

How many years have you chewed? 

Years 

Do you or have you used a Vaping 

Device? □ YON 

If yes, how often per day? 

__ Times a day 

Drug Use Caffeine Use 

Do you currently use recreational 

or street drugs? DY D N D None 

If yes, list: D Occasional 

D Moderate 

Have you ever used recreation or 

street drugs? DY ON D Heavy 

If yes, list: # of cups/cans per day? 

Type of Caffeine? 

□Coffee

□Tea

□ Soda

□ Energy Drinks
t-----------------+-----------------; 

Alcohol Use 

None 

D Occasionally 

Moderate 

Heavy 

D How many drinks per week? 

Nutrition- Diet 

Normal Diet 

D Low Salt Diet 

Low Carb Diet 

Low Calorie Die t 

D Other: 

Please enter any other additional information below about your health that you would like your provider to know. 

Patient Signature (Parent, Guardian or Caregiver Signature) 

I
Signed: 

October 23, 2019 

Date: 
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