Medical History

Patient Name

Age Birth Date - -

Today's Date

Marital Status: O Single  [OMamied 0O Widowed O Divorced [Other

why s patient here today?

History informnation supplied by: [ Self [JOther

Referred by

Is patfient allergic to or had an adverse reaction to any medications, foods, shell fish or dyes? [Yes O No

iIf yes, list.

Is patient taking any presciiption medications?
O Yes (0 No I[fVes, list.

Is patient taking any non-prescription medications (for
example, aspirin or vitamins)? 0 Yes [0 No [f yes, fist.

[0 0-15 minutes (015 - 30 minutes [0 30 minutes or more

Has patient had any surgeries? [ Yes O No  If yes, list. Year Type of Surgefy
Year Type of Surgery v
Does pdtient exercise? [J Yes [J No Does patient drink alcohol? [J Yes [J No
What type? How often? ([ Seldom | Quit vearsago Type: [OBeer OWine [ liquor
O Somefimes O Weekly (1 Dally How long? How often did or does patient drink?

O Seldom [J Sometfimes [0 Weskly [0 Dally

Does patient use tobacco? [ Yes [ No

What type of woik does patient do?

Quilt years ago Type: OCigaretie Packsper |0 Full Time [ Port Time [ Retired
day for years [J Other Hobbles
How many caffeine drinks does the patient drink per day? Has patient ever used street drugs? O Yes (O No I ves,
O NA O1-2 03-4 O 5 or more type: O Cocaine OMarjuana TOinhalants O Other
Health History
Has patient, parents, grandparents, siblings, or chlidren had or have any of the following? Check all that apply.
Patlert  Fomly Fatlent Formly For Office Use Only
1. Cancer O a 18. Seizure Disorder a 0O
2. Stroke O 0O 19. Muscle Problems O 0
3. Arthritis 00O 20. Emphysema 00
4, Sickle Cell O 0 21. Blood Clots or Bad Veins O g
5. Tuberculosis 0 0 22. Blood Transfusion 0O 0O
6. Asthma OO 23. Stomach Problems O g
7. Hepdatitis O 0 24. Bone/Joint Problems O d
8. Diabetes OO 25. Kidney/Bladder Problems [0 0
9. Headaches O 0 26. Vision Problems O a
10. Anemia o0 27. Hearing Problems O 0
11. Birth Defects O 0O 28. High Blood Pressure o a
12. High Cholesterol O 0O 29. Bleeding Problems 0O 0O
13. Skin Disease O o 30. Rheumdatic Fever O O
14. Heart Disease 00 31. Breast Problems 00
15. Thyrold Disease 00 32. Female Problems O a
16. Blood Disease 00 33. Other 0o 0O
17. Mental Disorders [ [ 34. Other O a

Please turn the page over. The questionnaire continues on the back
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Patient Name Date

Health History Continued Yes No Yes No
Did your mother take medication o Have you had a recent weight gain or loss? O ad

prevent miscamiage? d 0O Have you had X-ray therapy to the neck or head? [ 0O
Have you ever had a tumor? O O Do you have problems with excessive hair growth? [ O
Do you have pelvic Infections or Have you ever had a sexually fransmitted disease? [ O

chronic vaginal discharge? O t Date of last PAP smear
Do you have problems with pelvic pain? O O Were the results normat? O O
Are you sexually active? O O Do you perform breast self exams? O O
Do you have paln with Intercourse? O O Date of last mammogram

Were the results normal? O |
Gynecology Information Have your periods been regular? (O Yes ONo
Age of 1st menstrual period The average flowis: O light [0 Moderate [ Heavy
First day of last menstrual period Do you have pain with periods? [ Yes [J No
Number of days on period Do you have bleeding between periods? [ Yes [JNo
Length of cycle (First day of one to the first day of the  Type of birth control O N/A
next) Age of last period O N/A

Obstetrical History Welght of largest baby
Number of fimes pregnant 0 NJA Did you have anesthesia during child bith? [0 Yes [0 No
Number of living children O N/A If yes, fype
Number of miscamages O N/A Were there any problems with your pregnancy or delivery?
Number of full teri births 0O N/A O Yes(d No If yes, describe
Nurmber of premature births [ N/A
Nurmber of abortions O N/A Any birth defects? [J Yes(J No  If yes, describe

Signature of Person Completing Form:

For Office Use Only

Present lliness / Notes

Review of Systems

HEENT

Neck

Breasts
Respiratory
Cardiac
Gasto-Intestinal
Genito-Urinary
Musculo/Skeletal
. Skin

10. Neuro/Psych
11. Endocrine
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