
PROBLEM LIST 

 
Patient Name: Date: 
DOB: SS#: SC#: 
Male:                             Female: Marital Status: 
Tobacco: Alcohol: Street Drugs: 
Allergies: 
  
 
 Onset 
Date: 

Significant Illnesses/Medical Conditions: 

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 
 
Referral 
Date: 

Specialist Referred Conditions: 

  
  
  
  
  
  
  
  
  
  
  
  
 


