MEDICAL HISTORY FORM

Name: .

Birthday: o e

» MEDICATIONS

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

M edf&&iﬁon

Dose

Todays Date:
Physician:

Times Per Day

T —

» ALLERGIES OR REACTIONS TO MEDICINES/FOODS

JOTHER AGENTS .

Reaction of Side Lffe et

_1,1,{ erhu;z e/Foo d/Other Age;rr

» SURGICAL HISTORY

Please list all surgeries, date of surgery, performing surgeon.

Operation

Date | Swgeon




» PERSONAL MEDICAL HISTORY

Please mmcwtc whether you havc had any oi the folluwm;, medlcal condlllons with approximate date of'lllneqs or dlagnom

Conilition Date 0)‘" Tllness or C’omizfz(m Drzre r)f Ilness or
| Dicgnosis B Diagnosis
Congenital Hearl Emphysema
HEgE———— Dlseqse — —| T e e e e ey Wit ey £ A i — R S P
BT eCIfy__ype Ulcers -
" Heart Attack | T Coagulation: (Oleeding/clotting) | S
N — | . disorder,bloodgclots | .
High Blood Pressure Cancer )
""Congestive Heart S T T ity e |
- ra[IUle R v e o b et e bt b ot e s e L= o
I Ilgh Cholesterol Alcoholism
" Diabetes B Adhriis
Stroke T Seizures
Kidney Disease h R  Montal lllness - i
“Fhyroid problems o Other | T T
» HOSPITALIZATION HISTORY
Please list the approximate date and reason for each hospitaljzation.
" Date | Reason for o s'mmhzrmof: -

» GYNECOLOGICAL HISTORY (WOMEN ONLY)

When was your last mz%nstrual period?
At what age did you start having periods?
Do you have any concerns about your periods? _
How many children do you have? ___
When was your last pap smear? ___

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

Have you ever had an abnormal mammogram? ___

.




» FAMILY HSTORY

'

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

conditions.
Condition. | ~ Relative ~ Condition | _  Relative
" Congenital Heart Emphysema -
. e le.s‘lﬁ(l - e - Sy e -
*Speeify Type Ulcers
“Heart Attack N “Coagulation: (bleeding/clotting) |
prene—— " L disorder, blood clots e
High Blood Pressure Cancer
“Congestive Heart | T *Bpecify Type N ]
| Lailure | _ | S
High Cholesterol Alcoholism
" Diabetes o T Arihritis I
Stroke ) T Seizures N S
““Kidney Disease | Mental [lness T

> SOCIAL HISTORY- SUBSTANCES

Tobacco Use

Cigarettes:

Never Smoked
Current Smoker: packs/day

Other Tobaceo (current & in past) D Pipe

Drug Use

Quit: Date

S

Other

# of years

oCigar o Snull’ o Chew

o Current a Quit 0 Never

Do you use any recreational drugs (marijuana, cocaine, meth, ect)? O No o Yes

Have you ever used recreational drugs in the past?

» SOCIOECONOMICS

Occupation:

Education Completed: O Gradc School
o High School

Marital Stalus:

oSingle

o Matried

 No o Yes

o College
o Graduate School

o Separated 0 Divorced

o Widowed 0 Co-habiting o Engaged

Spouse/Partner’s Name:

Number of children;

Who lives at home with you?




Do you have any communication concerns? o Yes oNo

If so, please explain R . L

> SAFTY

Do you use a seatbelt? a Yes o No

Da you use a bike helmet regularly? 0 Yes o No o NA

Ts violence at home a concern? o Yes aNo

Do you feel safe in your current relationship? o Yes o No aNA

Do you have a gun in your home? 1 Yes o No

Do you have a living will? o Yes nNo

Do you have a Healthcare Power of Attorney | o Yes oNo

Do you have any communication concerns? o Yes oNo

If so, please explain__ . —
> SEXUALITY "' B

o Yes o No

Are you sexuality active?

Birth control method: e _____oNone needed

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

Have you ever had a sexually transmitted disease (STD’s) © Yes oNo

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

PDate
Cholesterol Check s

Colonoscopy e

Prostate Exam (Men Only)

BRone Density Study n___._“__
Eye Exam (if diabetic) i

Foot Exam (if diabetic) e

> IMMUNIZATIONS

Please indicate your most recent immunizations, Include your best estimate of the month and year for each.

llepatitis A _ Pneumonia (Pneumovax)

ITepatitis B __ Shingles (Zostavax) e

Tetanus ) ~ Other



