Medical History ~  Date: /| 1

Bithdate ./ 7

Name________ , . Age
Address — _ C o 8ex: OM OF
‘ : Home phone
Work phone
Occupation ........ : Emergency contact .
o : Phone . ‘
[ Single 0 Married 1 Divorced O Widowed [ Separated

if married, spouse's name
Children’s names and ages

Allergles to Medications, X-Ray Dyes, or Other §ubafances (I No (I Yes
{if yes, please llst name of mediclne and type of reaction):

‘Past Medical Histary & Review of Systems :
" | Please clrcle If you have had problems with or are presently complaining of any of the following:

1. High blood pressure 138, Bronchitis 28, Change In bowel habits 38, Arthrilis
2. Diabetes 14. Pneumonia '27. Unexplained weight . 38, Low back problems
3. Cancer 15. Persistent cough gainfloss - 40, Skin diseases
4, Heart disease 16. T.B. : 28, Hemorrhoids 41. Blood disorders
§. Chest pain/chest 17. Hay fever » 28. Qall bladder disease 42. Venereal disesases
tighitneas 18. Abdominal discomfort 3, Colltis 43, Anxlety
6. Shortness of breath - 19, Indigestion 31, Hepatitis or jaundice 44. Depreasion
7. Swollon ankles . 20. Maugea 32. Thyrold disease 45. Amemia
8. Palpit’atfnhs 21. Vomiting ' 33. Head or neck radiation 48. Alcohol ghuse
7 9. Lightheadedness 22, Constipation 34, Headache 47, Drug abuse
110, Frequent urination 23, Diarrhea 35. Kidney diseases - 48, Gout
| 1. Rheumatlc fever ‘24, Blood i stool 38. Kidney stones 49,

12, Asthma - 25, Ulcers 37. Difficulty urnating 80,

Gynecolntc and Obstetﬂc Histary

Age at onset of penods Frequengy: e Lengthof perlod: . _

Pvegnanctes R . Births: ' ‘ Miscardages: e B

‘Prolongead or abnormal bleedi g [0 No (O Yes {Please describe): '
-} Leakage of urine: . O No O VYes (Please desoribe):

Peivic pain: 0 No - [J Yes (Please dascribe):.
| . jAbnormal discharge: 00 No [0 Yes (Please desoribs):

‘History ofabnormal Pap smear: O No [ Yes (Type of treatment):




Patient Nane: : Date: -/ /

Please List and Supply the Dates of:
| Operations: v

Mospitalizations other than for surgery:

Immunization history-—have you had: ‘ Prieumovax immunization? O No D Yes When? .
Hepatitis B? [ No [ Yes When?_.__  Flu Immunization? [ No [ Yes When? .+
Other? _____ D No [ Yes When? _________ Tetanus immuntzgtlon‘? O No 0 Yes When? e

When was your last: iy : o .

Pap smear? ______ Breast exam? Stool check for blood?
Mammogram? . Cholesterol check? ... Prostate exam?
Family History - :
Has any member of your family (including parents, graindpéarents, and siblings) ever had the following?
' : ‘ - ' Approx. age
, fHness. . - Whieh famlly members? L . when diagnosed

‘Cancer (describe type) _ :
Hypartension (high blood pressure)

Heart disease ’

Digbetes
Strokes .

Mental disease fanxety, depression, etc.) .
Drug or alcohol addiction

Glaucoma
Blegding diseases
Other:. - , v

Medicatlons (Prescription, Over-the-Counter, Vitamins, Herbs, etc.) ‘

Drug name . Dose o Drug nams ' ' Doss

Prevention . : .

Do you wedr seatbalis? O No~ [JYes  If no, why not?

Bo you waear a bike helmet? O Ne [JYes [JN/A

vl Beyey-smeke? - . 8 No -[J¥es  If yes, how many packe per day? I

Do you drink algoholic heverages? 0 Ne [ Yes - If yes, how much per week? ' T

Do you diink coffes? , 0O Ne [ Yes If yes, how many cups per day?

Do youdrink tea? =~ : ' O No [JYes If yes, how many cups per day? -

If there Is-a gun in your home, Is i out of ' o

{ children's reach and unloaded? D No [JYes [OJNA -

Do you uss drugs? (marljuena, cocaine, crack, ete) [ No [ Yes If yes, sxplain:

Have you ever engaged In any activity which has C B '

Put you at risk of getting AlE? » O No [J Yes Ifyes, explain: _

‘Do you wish to be tested for AIDS? - O Ne [0 Yes ' ‘ -

Have you ever worked with chemicals, paints, ’ ' :
asbostos, or othet hazardous material? 0 No [ Yes Ifyes, explain:

-Are you In.a refationship In which you have been

: Ehys’lc,an:y hurt {e.g., slapped, kicked, punched, o
- Dbrulsed) by your partner? 0 No [J Yes
Do you ever feel afrald of your partner? DONo 0O Yes
Do you have a “living wilP? : - 0O No  [J Yes

" | Do you have a donor card? o . 0 No [ Yes
Method of birth.control? -




