
, MEDICAL HISTORY: DATE: I I

Name, ---'- _ Age__ Sex: M F Birthdate II

oSingle oMarried oDivorced oWidOWed oSeparated I If married, spouse's name _
Children's names and ages, ~ ~---------

Allergies to Medications, X-Ray Dyes, or Other Substances

(If yes, please list name of medicine and type of reaction):

"Medlcatlons (Prescription, Over-the-Counter, Vitamins; Herbs, etc.)

o No DYes

Drug name Dose Drug name Dose

PaSt Medical History and Review of Systems

',Please circle if you have had problems with any of the following:

.' '\;Highblood pressure
2. Diabetes

, .3. Cancet::- _

,4: Hcan disease
, 5:~ pain/chest tightness
, 6. Shortness of bceath '

7. Swollen ankles
,8. Palpitations
9. Lightheadedness

.' '10. Frequent urination
H. Rheumatic fever
12. Asth,ma

13. Bronchitis
14. Pneumonia
IS. Persistent cough
16. T.B.
17. Hay fever
18. Abdominal discomfort
19. Iudigestion

, 20. Nausea
21. Vomiting
22. Constipation
23. Dianbea
24. Blood in stool
25. Ulcers

26. Owtge in bawd habits
27. Unexplained Weight gain!loss
28. Hemorthoids
29. GaI1 bladder disease
30. Colitis

, 31. Hepatitis or jaundice
32. Thyroid disease
33. Head or neck radiation
34. Headache
35. Kidney diseases
36. Kidney stones
37. Difficulty urinating

38. Arthritis
39. Low back problems
40. Skin diseases
41. Blood disorders
42. Venereal diseases '
43. Anxiety
44. Depression
45. Anemia
46. Alcohol abuse
47. Drug abuse
48. Gout
49. ---
50. _

..... ' WOMEN ONLY

FLOW: a HEAVY aMEDJUM a LIGHT
DO YOU 'HAVE a TENSION a DEPRESSION BEFORE PERIOD
DO-YOU HAVE 0 CRAMPS a PAIN WITH PERIOD
DO YOU HAVE HOT FLASHES? ' aNO aYES
HISTORY OF ABNORMAL PAP aNO oYES TYPE OF TREATMENT:

MENSfRUAL msroRY
AGE AT ONSET OF PERIODS
,USUAL DURATION OF PERlO"'D,...'".---'DAYS
,CYCLE (START TO START) DAYS
DATI;; OF LAST'PERIOD _
PREGNANCIES , __,-
CHll.DREN BORN ALIVE (HOW MANY )
CESAREAN SECTIONS (HOW MANY , STILL BORN (HOW MANY=_-,

, PREMATURES (HOW MANY) MISCARRIAGES (HOW MANY__-,
ANY COMPLICATIONS? aNO aYES,:-- ~ _

(CONTINUED ON BACK)



... & ...~... ..........H. CUIU LJUpp.lJ un:: UalQ VI;

Operations: _

Hospitalizations other than for surgery:

Immunization history-have you had: Pneumovax immunization? - a No a Yes When?--;;- _
Hepatitis B? _a No ayes_ When? -Flu immunization? a No a Yes When? _
Other?__ a No a Yes When? Tetanus immunization? - a Noa Yes When? _

When was your last:
Pap sme>r? Breast exam? Stool eheek for blood? -,-_
Mammogram? Cholesterol eheek? Prostate exam?

Prowlures-have you had: Arthroscopy? a No a Yes When? "'C;::"o-;I-on-o-sco-p-y;;?-a::-;"N;O-oa Yes When?
Upper G.!.? a Noa Yes When? Lower G.I.? a Noa Yes When? CT Scan? a Noa Yes When-;?,-----
MRI's? a Noa Yes When? Chest x-ray? a Noa Yes -When? Eehocardiogram? a Noa Yes When?
Stress test? a No a Yes When? Other? ----

Family HistQry
Has ~y member of your family (including parents, grandparents, and siblings) ever had the following?

Which family me,mbers Whieh family members

a N/A

If yes, explain: _

If yes, explain: ~

If yes, explain: _

If nol, why OOI? _
a N/A
If yes, how many packs per day?
If yes, how mUeh per week?
If yes, how many cups per da~y?,------
If yes, how many cups per day? _
a N/A

a Yes a No
a Yes aNo
a Yes a No
a Yes a No
a Yes D No
a Yes a No
a Yes a No

a Yes a No
a Yes a No

a Yes a No
a Yes a No

a-Yes a No

a Yes a No
a Yes a No
a Yes a No
a Yes a No
a Yes a No

Prevention
Do you wear sear belts?
Do you wear a bike helmet?
Do you smoke?
Do you drink alcobolic beverages?
Do you drink coffee?
Do you drink lea?
If there is a gun in your home, do you keep il

uDIQaded and oul of children's reaeh?
Do you use drugs"! (marijU3;la, cocaine, crack, elc.)
Have you ever- engaged in any aerivity whieh has

put you at risk Of gening AIDS?
Do you wish to be lested for AIDS?
Have you ever worked with chemicals, paints,

asbestos, or other hazardous Jnaterial?
Are you in a relationship in which you hve been

physically hurt (e.g., slapped, kicked: punehed,
bruised) by your parmer?

Do you ever feel afraid of your partner?
Do you have a "living will"?
Do you have a donor card? .
Have you ever visited the denlist?
Have you ever had an eye exarn?
Method of birth control? _

Physician Signature Date Physician SignalUre Date

Physician Signature Date Physician Signature Date

Physician Signature Date Physician Signature Date


