MEDICAL HISTORY

NAME DOB, SEX
ALLERGIES
WELIGHT: Usual Recent Weight Change Date Last Tetanus Booster ADVANCE DIRECTIVE: Yes No
FAMILY MEDICAL HISTORY
HAVE YOU OR ANY BLOOD RELATIVE YOU [BLOOD RELATIVE RELATION TO YOU DECEASED | IF YES,
EVER HAD YES NO | YES NO (MOTHER, FATHER, ETC.) YES NO AGE
ALLERGIES, ASTHMA
ANEMIA
BLEEDING TENDENCIES 4
HEART TROUBLE
HIGH BLOOD PRESSURE / STROKE
CANCER
GLAUCOMA
DIABETES
ARTHRITIS / GOUT
PEPTIC ULCER
KIDNEY OR BLADDER PROBLEM
ALCOHOL / DRUG PRCOBLEM
EMOTIONAL PROBLEM/ NERVOUS BREAKDOWN
HABITS
TOBACCO: CIGARETTES PIPES CIGARS AMT / DAY # YRS SMOKING, # YRS STOPPED:
ALCOHOLIC BEVERAGES: USUALLY DAILY WEEKENDS, NEVER TYPE WEEKLY AMT. HOW LONG
SUBSTANCE ABUSE: SUBSTANCE(S) ABUSED CURRENT HISTORY PREVIOUS HISTORY
SURGICAL PROCEDURES AND HOSPITAL ADMISSIONS
SURGICAL PROCEDURES - CHECK ANY YOU HAVE HAD LIST HOSPITAL ADMISSIONS & REASON FOR: DATE
TONSILLECTOMY * DATE GALL BLADDER DATE
APPENDECTOMY DATE STOMACH SURGERY DATE
HYSTERECTOMY DATE HEMORRHOIDECTOMY DATE
VASECTOMY DATE PLASTIC SURGERY DATE
WOMEN
BIRTH CONTROL PILLS: PAST, PRESENT. IUD: PAST PRESENT, HOW LONG, PREGNANCIES: #
LIVE BIRTHS: # PERIODS: FREQUENCY DATE OF LAST PAP SMEAR DATE OF LAST MAMMOGRAM
BREASTS: SELF EXAM? YES NO DO YOU CURRENTLY HAVE A GYNECOLOGIST?Y____N NAME
IMMUNIZATIONS
DATE DATE DATE DATE
DPT/TETRA/DTaP HIB
CHICKEN POX DT
TBITINE IPV/IOPYV
INFLUENZA VAX MMR
PNEUMONIA VAX HBV
OTHER

PLEASE DESCRIBE ANY QTHER FACTS YOU FEEL MAY

BE
IMPORTANT TO YOUR HEALTH HISTORY: (USE BACK OF

FORM IF NECESSARY)

TO THE BEST OF MY KNOWLEDGE, THE PRECEDING INFORMATION [S ACCURATE AND COMPLETE

DATE

RIGNATIIRE
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) Single Dilymed
Name Age Married ' Widow(er) Date

Occupation All Previous
Occupations
List all States in
Birth Place Birthdate which you have lived
Education: years High School years College years Post Grad

NOTE: This is a confidential record of your medical history and will be kept in this office. Information
contained here will not be released to any person except when you have authorized us to do so or by court
order.

Date of last physical examination
Please List all Symptoms

I To the best of my knowledge, the questions on this form have been accurately answered. [ understand that
providing incorrect information can be dangerous to my (my child’s) health. Tt is my responsibility to
2. inform the doctor’s office of any changes in my (my child’s) medical status. I also authorize the healthcare
staff to perform the necessary health care services I (my child) may need.

> PATIENT SIGNATURE
4,
5. PHYSICIAN’S REVIEW SIGNATURE
Routine Check-up - No Symptoms [
If Living If Deceased Has any blood Please encircle
Age Health aE Cause relative ever had: No or Yes Who
Father Cancer No Yes
Mother Tuberculosis No Yes
Brother or Sister 1. Diabetes No Yes
2. Heart Trouble No Yes
3. High Blood
4. Pressure No Yes
Husband or Wife Stroke No Yes
Son or Daughter 1. Epilepsy , No Yes
2. Insanity No . Yes
3. Suicide No Yes
4.
PERSONAL HISTORY
ILLNESSES: Have you ever had High or low blood pressura No Yes
PLEASE ENCIRCLE ALL ANSWERS No Yes Colitis or otherbowel disease ________ No  Yes  SURGERY: Have you had
Moasles No Yes Hemarhoids or any rectal disease No  Yes Tonsillectomy No  Yes
Germnan Measles No  Yes NervousBreakdown______ No  Yes Appendectomy No  Yes
Mumps No Yes Food, chemical or drug poisoning No Yes Any other oparation - No  Yes
Chicken Pox No  Yes Hay taver or Asthma No Yes Type Year,
Whooping Cough No Yes Hives or Eczema No Yes Type. Yaar
Scarlet faver or Scarlatina No VYes Frequentinfectionsorbolls _______ No  Yes Type Year
Diphtheria No Yes AIDS No  Yes
Smallpox No Yes Any other diseass No Yes
Preumonia No Yes ALLERGIES: Are youallergic to Do you smoke No  Yes
Infiuenza No  Yes Peniciiiin or Sulfa No Yes Howmanyperday,
Pleurisy No Yes Aspirin, Codelne or'Morphine—_ No Yes
Rhaumatic Fever or Heart Disease No Yes Mycin or other Antibloties _____ No Yes .
» . _— Merthiolate or Mercurechrome Na Yos Have you sver been advised to have
Arthritis or Rheumnatism No Yes Any other drug No Yas any surgical operation which has
Any bone or]ulqtdisease No Yes Any foods No Ves not been dona No Yes
NeuritisorNeuralgia_______________ No Yes Adhesive Tape No Yes
Bursits, Scialica orLumbago.________ No  Yes Nail polish or other cosmetics _________ No  Yes  Have you been hospitalized for
Polio or Meaingitis = No  Yes Tetanus Antitoxin or Serums No  Yes any inass No Yas
Nephuitis No  Yes \JuRIES: Have you had any
GononheaorSyphils_____________ No  Yes Broken or cracked bones No Yes Givedetalls:
Gallbladderdisease ______ No Yes Sprains No Yes
Angmia No  Yes Lacerations No  Yes
Jaundica No  Yes Dislacations No ' Yes
Bladder disease No  Yes Concussion, of haad injury No  Yes
Epilepsy i No  Yes Ever been knocked unconscious No Yes
Migraine headaches No Yes WEIGHT: Now One Year Ago
Tubarculosis No Yes Maximum When
Diabetes No Yes THANSFUSIONS; Have you ever had
Cancer No  Yes Bloodor PlasmaTransfusion______ No  Yes
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DO YOU NOW HAVE OR HAVE YOU HAD WITHIN THE PAST YEAR:

Frequent or severe headaches

Fainting spelis

DizZiness on changs of position

Unconscious Spells

Blurred Vlision

Double Vision

Spots before eyes

Infected eyes

Pain behind eyas

Any change in vision

Do you wear glasses

When were they last checked

Earaches

Discharge from Ears

Ringing in ears

Decrease in hearing-

Recurrent nose bleeds

Recurrent head colds

Sinus Troubls

Hay fever
Strange persistent odors

Strange taste or loss in taste

Persistent hoarsenass

Difficulty swallowing

Enlarged glands

Recurment sore threats

Recurrent sores in mouth

Soreness or bleeding ¢f gums on brushing

Chest pain

Angina pectoris

Coughed up blood

Pain in arm(s)
Night sweats

Do you have a persistent cough or throat clearing not associated
with a known illness {lasting more than 3 weeks)

Chronic or frequent cough on lying down

Wake up at night short of breath

How many bed pillows do you use
Shortness of breath on:
Walking several blocks

One flight of stairs

On lying down

Purple lips or fingers

Palpitations or fluttering of heart

High blood pressure

Swaelling of hands, feet or ankles
At what time of day

Leg cramps on walking or at night

Enlarged veins in legs

Recurrent stomach pain

Belching or heastburn

Relieved by food or medication

Appetite - Good O FairO PoorO

Nausea or vomiting

Vomited biood

Avoid some foods

What kinds

Avoid spices

Abdominal cramping

Color of bowel movement

Any blood in BM

Rectal pain with bowel movement

DO YOU NOW HAVE OR HAVE YOU HAD WITHIN THE PAST YEAR:

Change in size, shape or texture of BM

Describe

Pain on urinating

Ditficulty in starting urination

Do you get up at night to urinate

Hew many times

Urinate more than before

Urinate less than before

Any blood in urine

How many times per day do you urinata

Full feeling of bladder, but only small
amount of urination

No
No
No
No
No
No
No

No
No
Mo

No

No
No
No
No
No
Np
No
No
No
No
No
No
No
No
No
No
No
No
No

No

No

No
No
No
No
No
No
No

No
No
No
No
No

Mo
No
No

No
No

No
No

No

No
No
No

Mo

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yeos
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes

Yes
Yes
Yes
Yas
Yes
Yes
Yes

Yeos
Yes

Yes

Losa urine on coughing or sneezing No  Yes
Discharge from penis No  Yes
Recurrent back pains No  Yes
Backaches No  Yes
Joint pains, No  Yes
Swelling of any joints No  Yes
Redness or heat of any joint No Yes
Tingling or weakness of hands or leet No Yes
Muscls Spasms . No Yes
Loss er change In sensation of hands or feat No Yes
Trembling of any extremity No Yes
Growth in neck or throat No Yes
Hot flashes No Yes
Tiredness without apparent reason, No Yes
Brittleness of nails, No Yes
Dryness of skin No VYes
Easy bruising No Yes
Inability 1o stand heat No  Yes
Inabitity to stand cold No  Yes
Change in hair texture, No Yes
Change in skin texture No Yes
Any skin rash No  Yes
X-RAYS: Have you ever had x-rays of
Chest Mo  Yes
Stomach or colon No  Yes
Gall bladder, No  Yes
Extremities No  Yes
Back No  Yes
Teeth No Yes
Cther No  Yes
EKG: Ever had an electrocardiogram? No  Yes
IMMUNIZATIONS: Have you had
Smallpox vaccination within last 7 years No  Yes
Tetanus shols (not antitoxin which lasts only 2 weeks) No  Yes
Palio shots within last 2 years, No  Yes
DRUGS: Laxatives; never O oce. freq. O dally O
Vitamins; never O] oce. O freq. 3 daily O
Sedatives; never O occ. O freq. O dally 3
Tranquilizars; naver O occ. [0 freq. O daily O]
Sleeping pills, etc.; never O occ. freqg. O daily O
Asplrin, etc.; never O occ. [ freq. O daily O
Cortisone, ACTH; never O oce. 0 freq. O daity O
Thyrold; never O yes, in past, none now O
dally O now on gr. day
Appetite depressants  nevar O occ. O freq. O daily O
Have you ever been treated for drug habits No Yes
Hava you ever taken insulin or tablets for diabetes No Yes
Hava you ever taken hormone table!s or injections Ne  Yes
Have you ever taken Fen-Phen/Redux No Yes
SEX: Entirely satisfactory? No Yes
WOMEN ONLY - MENSTRUAL HISTORY
Age at onsel
Regular? O Yes {1 Ne O Varies
Cycle days (from start to finish)
Flow: Heavy [ Medium O Light O
Number of pads used per period
Any clots passed No Yos
Pains or cramps No Yes
Date of last period
Date of last pelvic exam
Date of last Pap Test
Results: OMNeg. [JPos.
Any discharge from vagina No Yes
If s0, colar
amount
Any itching of vaginal area No Yes
Do you take birth control pills No Yes
How long hava you taken them
Pregnancies:
How many children bom alive
How many still births
How many premature births
How many Cesarean Sections
How many miscarriages
Any cemplications with pregnancy Na Yes
Describa

Cther




