
 

 

HUNTSVILLE INTERNAL MEDICINE ASSOCIATES 
250 CHATEAU DRIVE, SUITE 220 
HUNTSVILLE, ALABAMA 35801 

(256) 881-1989 

PREPARE FOR DR. KELLY LYNN 
 

NEW PATIENT INFORMATION 
 
NAME:       DATE OF BIRTH:  

 
REASON FOR TODAY’S VISIT:  

 
 
 
 
 
 
LIST ANY CHRONIC MEDICAL PROBLEMS:  

 
 
 
 
 
 
LIST ANY PREVIOUS SURGERIES: 

 
 
 
 
 
LIST ALLERGIES TO MEDICINES:  

 
 
 
 
LIST CURRET MEDICATIONS:  

 
 
 
 
 
 
CIRCLE ANY OF THE FOLLOWING DISEASES THAT HAVE OCCURRED IN YOUR FAMILY: 

 
STROKE   HEART ATTACKS   CANCER 

DIABETES   HEART FAILURE    HIGH BLOOD PRESSURE 

TUBERCULOSIS   MENTAL ILLNESS   LUNG DISEASE 

KIDNEY DISEASE  ARTHRITIS    ANEMIA 

ALZHEIMER’S   OSTEOPOROSIS   OTHER PLEASE LIST: 

 

 



 

 

OCCUPATION:  MARITAL STATUS:   NUMBER OF CHILDREN:  

 

 

DO YOU SMOKE?   DO YOU DRINK ALCOHOL? 

 

PLEASE CIRCLE ANY OF THE FOLLOWING SYMPTOMS THAT YOU HAVE: 

 
GENERAL:  FATIGUE,    FEVOR OR CHILLS,    WEIGHT GAIN OR LOSS,    SLEEP DISTURBANCE 

SKIN:  RASH,   ITCHING,   LESIONS 

HEENT:  VISION CHANGES,   HEARING CHANGES,   EYE OR EAR PAIN,   EYE OR EAR DRAINAGE, SORE 

THROAT,   DIFFICULTY SWALLOWING,   NASAL CONGESTION 

HEART:  CHEST PAIN,   RAPID OR IRREGULAR HEART BEAT,   PALPITATIONS,   PASSING OUT, SHORTNESS OF 

BREATH 

LUNGS:  WHEEZING,   COUGH, SPUTUM,   SHORTNESS OF BREATH,   PAINFULL BREATHING 

GASTROINTESTTINAL:  NAUSEA OR VOMITING,   ABDOMINAL PAIN,   CHANGE IN BOWEL HABITS, RECTAL 

BLEEDING,   HEARTBURN,   CONSTIPATION,   DIARRHEA,   BLACK STOOLS 

URINARY:  FREQUENT URINATION,    PAINFUL URINATION,    URINE  LEAKAGE, URGENCY,    DECREASED 

STREAM,    DIFFICULITY STARTING OR STOPPING STREAM,    FREQUENT NIGHT TIME URINATION 

MUSCULOSKELETAL:  PAINFUL JOINTS,   RED OR SWOLLEN JOINTS,   MUSCLE PAIN OR WEAKNESS 

NEURILOGICAL:  HEADACHES, DIZZINESS, NUMBNESS, TINGLING, TREMOR, SEIZURES, MEMORY LOSS,   

UNSTEADY WALKING 

BREASTS:  PAIN MASSES, DISCHARGE, SKIN CHANGES 

ENDOCRINE:  VOICE CHANGE,   HAIR LOSS,   HEAT OR COLD INTOLERANCE 

PSYCHOLOGICAL:  DEPRESSION,    NERVOUSNESS 

OTHER:  __________________________________________________________________ 

 
HEALTH MAINTENANCE:  WHEN WAS YOUR LAST: 

 

TETANUS SHOT? _______________ PNEUMONIA VACCINE? _______________ 

 FLU SHOT? ____________________ CHOLESTEROL CHECK? ______________ 

PAP SMEAR? __________________ MAMMOGRAM? ______________________ 

BREAST EXAM? ________________ RECTAL EXAM? ______________________ 

PSA? _________________________ COLONOSCOPY? _____________________ 

BONE DENSITY? _______________ 


