Patient Name: _

HEALTH

HISTORY

To help us meet all your health care needs, Pleasc fill ont hoth sides of this form complewely in ink. This is 1 confidential record of your
medical history and will be kept in this office.

Today's date;
Highest level in school

Ceoupation — ..

Previous occupations __

Mhartial srams

Tahits:

Smoking (type & amount per day) __

Il former smoker, date quit

Alcohol (bype & amount per week) )
slreet drugs (type & amount per day)

Lisnal weight

Pleaze list all altergies (foods, dmugs, envimn_ﬁicmj

Chief Complaints

When was your last physical exam?__ _

MName of doctor _

Birthdate A S

Patient #

Flease Hst all serious illnesses, operations, and other
hospitalizations you have experienced and indicate vear

these tecmed;

. none

Please list all medicines YU are currenthy tukjr;g (inclugde

nonprescription dnigs):

1101E

Please list (in order of importance) the present heulth concerns, symptoms, or problems you arc gxperiencing:

Past Medical History

Have you ever had the following: (Circle “no™ or *yes”, leave blank if uncertain)

Poeumonia no - yes
Rhenmatic Fever i yes
Heart Disease no vyes
Arthtiriz noooyes
Venereal Disease no o yes
Anemia noc  yes
Bladder Infections no  yes
Epilepsy o0 yes
Blood or Plasma noooyes

Transfusions no - yes
Thyroid Disease ne yes

I'amily History

Migraine headaches
Tubercubosis
Diabetes
Cancer

Folio
Glaucoma
Bemorrheids
Asthma

Stroke
Bronchitis
Kidney Disense

no  yes
no Yes
mr  yes
no yes
no ves
o yes
o YOS
no  yes
oo yes
no yes
no  ves

Has any blood relative had any of the foliowing: (Circle “no” or “yes", leave blank if nncertain)

CUICET i i jale)
CHabeies e i l¥]
Heart Disease ... no_.
High blood pressure..... no..
Leukemia covveeeeooeere no....
High Chotesterol......... LGt
L 11 ot ...

.. ¥ES
.- ¥ES
. YO8

yes
Vi
yes
yes

Relationship

Bleeding wendency ...
Anemia ...,
OBEsllY v,
Depresgion ... veeeeen,
High Cholesterol ...
Kidney Dhsease ...

Hives or Eczema oo yes
AIDS or HFY + no  yes
High ur low blood
pressure no  yes
Back rouble o yes
Ulcer ngo oyes
[ntecticus Mono no o yes
Hepatitis oo yos
Mitral Valve Protapse no  ves
Bleading tcmdency no o yes
Any aother discase
Relationship
no.... yes
MO VES e
no.... yes
no._ yes
no... yes
NG ¥E8 e
B0 ... ¥E5

MEMLCES TRIMT MG rizepazs



Family History {cont.)

Father
Mother
Siblings

Spouse
Children

Present age,
or age of death

Do you have now or have you had within the pust year:
(Circle “no™ or “ves”, leave blank if uncertain)

Weakness or paralysis
Tire easily or weakness
Recent weight changes
Change in appetite
sensitivity to cold or heat.
Persistent fever

Night sweats or hot flashes
Skin rash

Skin trouble or changes
Change in nails or hair
Headuchas

Easy bleeding or bmising
Dioarble vision

Blusred vision

Eve pain

Infecled eyes

Do you wear glasses

When was your last aye exam

Einging in the ears
Discharge from ears
Ear pain

Decrease in hearing
Frequent noseblecds
Frequent colds
Sinus troutle

Loss of smell
Persislent hoarseness
Sore throat

Sore tongue or gums

Lump or discharge from breast

Chronic or frequent cough
Shortness of breath

X

L
ni
no
no
i
1T
e
Nex
o
no
no
no
41¥]
Th
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T

o
no
oo
no

LN
TG
o
il
e
My

Tk
no

VEE
Y5
yes
ves
Vs
yes
Y
yes
YEs
YES
VES
Yo
yes
vy
yes
yes
yes

VEes
VES
¥ES
YES
ye
ves
Yer
ves
yesu
yes
yes
yes
VES
YES

Bloody spotim
Wheezing

Chest pain or discomlornt
Purple: fingers or lips
Swelling of hands or feey
Difficulty in breathing
Palpitations of the heart
L& cramps

Enlarged vieing
Difficulty swallowing
Tlearthurn,

Frequent belehing
Abdominal cramping
Nausen

Yomiting

If living, health {gowl, fair, poor)
if deceased, canse of death

ncy
[F18)
no
[119]
ou
o
T
Ny
no
[
no
N
no
§14]
o

Yomited or coughed up bMlosd ne

Chronic diarrhea

Chreonde constipitlion
Eectal bleeding

Black tarry stools

Lark unne

Yeltow Jaundice
Frequent wimation {day)
Frequent urination (night)
Increase in thirst

Painful arination
Leaukage of urine
Difficuliy in starting unne
Blood in urine

Lack of sex drive
Hemuorrhoids

Lackaches

_wﬁgnature of patient or parent it minor

no
o
i1
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o
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nes
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no
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yenr
yeu
Ve
¥
¥Es
VES
VES
yiu
yes
yeu
yes
VES
Ves
yes
yes
ye
Yes
yes
yes
yes
s
ves
yis
YES
Ve
yey
Vs
yes
yes
yes
yes
Yo

Toint puint or stiffness ne yes
Swollen joints no  yoy
Muscle crumps B ves
Sleeplessness oo yes
Seizures no Ve
Mepression noo oyes
Memory loss no  yes
Poor coordination no ves
Dizzaness or famling

spells n:  yes
A livingr will or

advance directive oo yes
Men only;
Discharge from pents oo oves
Pain or Twnp in testicles no  yes
Impotence oo ves
Women only:
Apc period began __
How many days do peticuls bast?
Hlow many days betwsen periods?
Is the flow heavy” oo yes
Dy you bleed or spot

between periods? no yes

Date of last period?
Dute of last pelvic exam?___
Date of las! mammopgram?
Number of pregnancies
Number of {full tenn hirths
MNumber of preterm births




