Tammy Foster MD

(415) 793-8134
tammyfoster@pol.net

Name: Date of Birth:

Height: Weight:

Primary Care doctor:

Address with zip:

Home phone: preferred? Yes No
Cell phone: preferred? Yes No

Texting ok? Yes No

Email:

Fax:
Pharmacy phone number:

Credit card number:
Exp date:

Emergency Contact:

Please do not leave contact info here if you don’t want it to be used for sensitive
information, including voice messages.

Notes:

Medical and Social History

Strict confidentiality is maintained. Please answer as honestly and thoroughly as possible.

Medical History

1. Please list medical conditions with which you have been diagnosed and what you do for each (include alternative
therapies such as herbal, nutritional, Chinese medicine, acupuncture, etc). If the treatment is a drug, list the name

only. There is space for the doses in a later question. Please note any admission to the hospital overnight, including
for psychiatric or drug or alcohol treatment.



What tests have you had done and when? (lab tests, cholesterol panel, bone density, colonoscopy, stress tests, CT
scans etc)

What immunizations have you had and when? (shingles, pneumonia, flu, hepatitis)

2. Please list symptoms or medical conditions you think you may have, but have not been diagnosed. What do you
do or take for each (if medicines, doses will be listed in a later question)?

3. Please list all surgeries you have had, with year they were done and any residual symptoms related to the disease
being treated. If resolved completely, you may indicate “cured” or “resolved.”

4. Who is your primary care doctor and hospital? For specialty services, please list all doctors that you have a
relationship with, and their specialty, including alternative providers. How often do you see these practitioners?
Are you satisfied with them? Why or why not?




5. Who insures you for medical expenses? How much do you pay for prescriptions? Do you have a “gate-keeper,”
or can you see a specialist without going through your primary doctor?

6. What is your occupation? How many hours per week do you work? How flexible is your schedule?

7. How many alcoholic drinks do you consume per week? When you drink, how many drinks do you typically
consume in that day?

8. Do you smoke? If so, what and how much? Do you use street drugs? If so, what and how often?

9. What exercise do you do and how often? What, if anything, limits you? What restorative activities (meditation,
art, leisure reading, hobbies, etc) do you do and how often?

10. Please list all medications and supplements with dose and start date.




18. Are you sensitive or allergic to any medication or supplement? What happened when you took it?

Please elaborate on any of the above here:

Consent for treatment:

The bridging, urgent, or temporary treatment or consultative advice you are opting to receive comes with the
understanding that you will follow up with your primary care doctor or specialist and pursue further evaluation and
testing as suggested. Without a full and timely examination, without access to all prior records, and without
continuity of care there is always a risk of misdiagnosis or mismanagement. All treatments have potential
complications and you are agreeing to accept the risk of such treatments including allergic reactions, life-threatening
side effects, addiction, drug interactions, etc.

I hereby accept all known and unknown risks associated with opting for this nontraditional method of care today
and for all future encounters.

Signed: Date:




