MEDICAL HISTORY FORM

Birthday:

» MEDICATIONS

Todays Date:

Physician:

* Please list any medicines that you currently take regularly (including noapreseription, herbals, vitamins).

Medicétion

Dose

Times Per Day

» ALLERGIES OR REACTIONS TO MEDICINES/FOODS/OTHER AGENTS .

Reaction of Stde Effect

_Medicineg/Food/Other Agent

» SURGICAL HISTORY

Please fist all surgeries, datc of surgery, performing surgeon.

~ Qperation

__ Date




» PERSONAL MEDICAL HISTORY

P!mse mmcaie whethcr you hav:: };ad any of the fb][owmg medlca! condltlons with appr oxunate date of |Ilne<'.s or dxagnoqm

Condlition | Daute of Illness or Condition Date of Illness or
| Disgnesis | .|  Dlag«osis
Congenital Heart Emphysema
 Disease _
*8pecify Type Ulcers
Heart Attack o Wﬂéoagulaticn: {Meeding/clotting} - I
o _ digorder, blood clots . o
High Blood Pressure Cancer
Congestive [Heart *Specily Type R
Ffli;ul‘e nnnnnnnnn e nwis i pam i s s
High Cholesterol Alcoholism
Diabetes Arthritis
Stroke Seizures
Kidney Discase ) Motital lness
"“Thyroid problems N Other )
» HOSPITALIZATION HISTORY
Pleage list the approximate date and reason for each hospitalization
- Date | Reasmz for Ho mgﬂ_z{zmimn o

» GYNECOLOGICAL HISTORY (WOMEN ONLY)
When was your last mcnstruai peried?
At what age did you stast having periods?
Do you have any concerns about your periods? .
How many childrendo youbave?

When was your last pap smear?

When was your last mammogram? .
Have you ever had an abnormal pap smear?

Huve you cver had an abnormal mammogrem?




» FAMILY HSTORY

i

Pleasc indicate the family member(s), (parents, grandparents, siblings, aunts, uncles), if any, affected by the following medical

conditions.
 Condition Relative Condztzon I{elattve
‘Congenital Heart Emphysema
SU— E)i"ea"b s s st « v 1 e — oo e e 1 rive evtennssrentos st i A o A TG 100 7Y DY e s i an o e s
*Specrfy Type Uleers -
Heart Attack | Coagulation: (bleeding/clotting) | o
L A A TR AR5 S AR 315 & 41 A1 o+ i £ disaz’d{:r’ bIOGd CiOtS + penrarasnen -
High Blood Pressure Cancer
“Congestive Heart Speoily Tvpe -
" Failure
High Cholesterol Alcoholism
"""""" Diabetes Arihritis o
Stroke Seizures
Kidney Disease o Mental llness o
Other '

» SOCIAL HISTORY- SUBSTANCES

Tobacco Use

Cigarettes: Quit: Date

Never Smoked
Current Smoker: packs/day

Other Tobacco (current & in past) 0 Pipe

Drug Use

1

# of years

oCigar o Snuff’ o Chew

g Current 3 Quit 0 Never

Do you usc any recreational drugs (marijuana, cocaine, meth, ec)? 0 No o Yes

Have you ever used recreational drugs in the past?

» SOCIOECONOMICS

Occupation:

v No o Yes

Education Completed: o Grade School
o High School

Marital Status:

Spouse/Partner’s Name:

Number of children:

Who lives at home with you?

oSingle

0 College
o Graduate School
o Divorced

0 Married O Separated

o Widowed n Co-habiting 0 Engaged



Do you have any communication concerns? o Yes o No

Ifso, please cxplain s

» SAFTY
Do you use a seatbelt? | o Yes o No
Do you use a bike helmet regularly? : o Yes o No o NA
Is violence al home a concern? o1 Yes aNeo
Do you {eel safe in your current relationship? | o Yes 0o No aNA
Do you have a gun in your home? 11 Yes o No
Do you have a living will? aYes O No
Do you have a [ealthcare Power of Attorney 0 Yes o No
Do you have any cormmunication concerns? o Yes oNo
If so, please explain
» SEXUALITY
Are you sexuality active? o Yes zNo

Birth control method: 0 None needed

If sexuality active, do you practice safe sex? 0 Yes oNo i NA

Have you ever had a sexually transmitted disease (§TD’s}) 0 Yes oNo

> HEALTH MAINTENCE
Please indicate when, if ever, you last had the following.

Date
Cholesterol Check

Colonoscapy

Prostate Exam (Men Only)

Rone Density Study

Eye Exam (if diabetic)

Foot Exam (if diabetic) i

> IMMUNIZATIONS

Please indicate your most recent immunizations, Include your best estimate of the month and year for each,
liepatitis A __ Pneumonia (Pneuwmovax)

Hepatitis B Shingles (Zostavax) i

Tetanus ~ Other ST



