
Carlos A Plata MD – Pablo Rodriguez MD 

Patient History Update 

Name:____________________________________ Date___/_____/_____ 
 

What happened since you were here last? 

 
Yes No 

If yes, please specify 

Have you been seen by other health care 

providers? 
0 0 

 

Have you had any X rays, labs or other 

procedures? 
0 0 

 

Have you had any serious infection? 0 0  

Have you been told to have a new chronic 

disease (diabetes, hypertension, heart disease..) 
0 0 

 

 

Have you been in a hospital or had surgery? 0 0  

 

Has any relative developed any serious disease since your last visit? _________________________________ 

Has your work, marital status, smoking, alcohol use changed since last visit? __________________________ 

ANY REACTION OR ALLERGY TO MEDICATIONS SINCE LAST VISIT? ____________________ 

 

Since last visit, has any of your medications been changed?   If yes,  please list the changes of medications: 

Name of medication New, Change,  

Stop 

Name of prescribing  

provider 

Why was medication  

modified? 

    

    

    

    

    

 Much worse Worse Same Better Much better 

Compared to last visit, you feel today 0 0 0 0 0 
                                                                                  

________________________________________________________________________________________ 
 

Since last visit, have you had any of the following problems: Please fill one circle per line
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Weight   

Changes 
0 0 0 0 0 

Fever 0 0 0 0 0 

Fatigue 0 0 0 0 0 

Headache 0 0 0 0 0 

Burning  

pain in feet or 

hand 
0 0 0 0 0 

Muscle 

weakness 
0 0 0 0 0 
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Dry eyes 0 0 0 0 0 

Sores in  

 mouth 
0 0 0 0 0 

Dry mouth 0 0 0 0 0 

Cough 0 0 0 0 0 

Chest pains 0 0 0 0 0 

Palpitations 0 0 0 0 0 

Shortness  

of breath 
0 0 0 0 0 
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Leg  

swelling 
0 0 0 0 0 

Nausea 0 0 0 0 0 

Heartburn 0 0 0 0 0 

Diarrhea 0 0 0 0 0 

Pain  

to urinate 
0 0 0 0 0 

Rash 0 0 0 0 0 

Easy  

bruising 
0 0 0 0 0 

 


