Name:___________________________________
DOB: _____/_____/_______
Date: _____/_____/_______


Personal Medical History









Confidential
Please check all the medical conditions that you currently have or have had in the past.

	· AIDS

· Alcoholism

· Anemia

· Anorexia

· Anxiety

· Alzheimer’s

· Asthma

· Back Pain

· Bleeding Disorders

· Blood Transfusion

· Breast Lump

· Broken Bones

· Bulimia

· Coronary Artery Disease

· Cancer

· Cataract

· Chicken Pox

· Colon Polyps

· Congestive Heart Failure

· COPD or Emphysema

· Constipation

· Depression

· Diabetes

· Diarrhea

· Diverticulitis
	· Drug Abuse

· Eczema

· Epilepsy

· Gastrointestinal Bleeding

· GERD (stomach reflux)

· Gallbladder Problems

· Glaucoma

· Goiter

· Gonorrhea

· Gout

· Hay Fever

· Heart Disease

· Hemorrhoids

· Hepatitis

· HIV Positive

· High Cholesterol

· Hypertension

· Hypothyroid

· Kidney Disease

· Liver Disease

· Measles

· Migraine Headache

· Mononucleosis (mono)

· Multiple Sclerosis

· Mumps
	· Osteoarthritis

· Osteoporosis

· Parkinson’s
· Pacemaker

· Peptic Ulcer

· Peripheral Vascular Disease

· Pneumonia

· Psoriasis

· Psychiatric Disorders

· Rheumatoid Arthritis

· Rheumatic Fever

· Renal Failure

· Scarlet Fever

· Sexually Transmitted Diseases (STD)
· Sleep Apnea

· Stroke

· Suicide Attempt

· Thyroid Disorders

· Tonsillitis

· Tuberculosis (TB)

· Typhoid Fever

· Urine Stress Incontinence

· Urine Urge Incontinence

· Urinary Tract Infections

· Other

	Female
Last Menstrual Period ________

Number of Pregnancies  ________

Live Births  ________

Miscarriages  ________

Vaginal Deliveries  ________

Cesarean Sections  ________  
	Female
· Vaginal Infections

· Irregular Menses

· Fibroids

· Abnormal Pap Smears

· Cervical Cancer

· Breast Cancer
	Male
· Erectile Difficulty

· Prostate Problems

· Prostate Cancer

· Testicular Cancer


Personal Surgical History
Please check all the surgical procedures that you have had in the past and the dates they were done.
	

General Surgery

Date
· Tonsillectomy

· Cataract Surgery

· Thyroidectomy

· Appendectomy

· Cholecystectomy

· Partial Colectomy

· Hernia Repair

· Hemorrhoidectomy

· Obesity Surgery

· Breast Biopsy

· Mastectomy

· Lumpectomy


Female Surgery

Date
· Hysterectomy

· Tubal Ligation

· Ovary and Tube removal

· Ovary removal



Male Surgery

Date
· Vasectomy

· Prostate Surgery
	

Heart Surgery


Date
· Coronary Artery Bypass

· Aortic Valve Replacement

· Mitral Valve Replacement

· Carotid Endarterectomy

· Coronary Angioplasty

· Coronary Stent Placement



Orthopedic Surgery

Date
· Hip Surgery
· Rotator Cuff Surgery

· Joint Replacement 

· Elbow Surgery

· Knee Surgery



CNS and Spine Surgery

Date
· Neurological Surgery

· Hemilaminectomy

· Laminectomy

· Cervical Vertebral Fusion

Other:


Personal Health Care Maintenance







Confidential
Please answer the appropriate questions to the best of your knowledge.
	All Patients
	Women and Men
	Diabetics

	Last Complete Physical
Last Tetanus Vaccine

Last Flu Vaccine

Last Bloodwork

All Patients Over 50
Have you had Colon Cancer screening? 



Y/N
If yes, when was it done?

How were you screened?

Stool was checked for blood

Flexible Sigmoidoscopy

Full Colonoscopy

Barium Enema

All Patients Over 60
Have you had a pneumonia vaccine?   



Y/N
If yes, when did you get it?


	Women
When was your last Pap Smear?

Women over 40
Have you had a mammogram? 
Y/N
When was your last mammogram?

Women over 50
Have you had a DEXA (bone) scan?       



Y/N
When was your last DEXA scan?

Men over 45
Have you had your prostate checked?





Y/N
When was your prostate last checked?

Have you had your PSA level drawn? 



Y/N
When was your PSA drawn?

	If you have diabetes, please answer all questions to the best of your knowledge.

Do you check your blood sugar? Y/N
What blood sugar readings do you normally get?

When was your last Hemoglobin A1c?

What was the number?

When was your last eye exam?

Have you had a pneumonia vaccine?   



Y/N
If yes, when did you get it?




Medications and Allergies

	Medications
Please list all medications that you are currently taking.  Include any 
over-the-counter medications, vitamin supplements, or herbal remedies.
	Allergies
Please list any allergies
 to medications or substances

	
Medication Name



Dose








 
       

















































































	


Family History










Confidential
Please fill out to the best of your knowledge.
	Mother
	Father
	

	· Good Health

· Fair Health

· Ill Health

· Deceased  at Age:
____
	· Good Health

· Fair Health

· Ill Health

· Deceased at Age: 
____
	· Adopted 

· Early Deaths 
     (before the age of 55)


Please check any conditions that any family members have had.

	· Alzheimer’s Disease
· Asthma

· Coronary Artery Disease

· Congestive Heart Failure

· COPD or Emphysema

· Depression

· Diabetes

· High Cholesterol

· Hypertension

· Kidney Failure

· Obesity

· Osteoarthritis

· Osteoporosis

· Rheumatoid Arthritis

· Stroke

· Tuberculosis (TB)
	· Lung Cancer

· Skin Cancer

· Breast Cancer

· Ovarian Cancer

· Colon Cancer

· Prostate Cancer

· Thyroid Cancer

· Leukemia

· Lymphoma

· Other Cancer:

· Other Medical Problems:


Social History
Please answer all questions.
	Tobacco Use
Do you use tobacco?  



Y/N

Do you smoke? 



Y/N

Do you want to quit smoking? 

Y/N

Are you a former smoker? 


Y/N

Do you use Dip/snuff? 


Y/N

Alcohol Use

Do you drink alcohol? 


Y/N

Have you ever drank alcohol? 

Y/N

How many drinks per week do you have?
____
Drug Use
Do you use any street drugs? 


Y/N

Do you use marijuana?


Y/N

Do you use methamphetamines?

Y/N

Do you use cocaine?



Y/N

Do you use heroin?



Y/N

Do you use IV drugs?



Y/N
	Caffeine Use
Do you use caffeine?


Y/N

How many cups of coffee per day?
____

How many cans of soda per day?
____

How many cups of tea per day?
____

Marital Status (circle one)

Married
Single

Divorced
Widowed

How many children do you have?
____
Employment Status (circle one)
Full-Time
Part-Time
Unemployed
Retired


 Review of Systems










Confidential
Please check all of the symptoms you are currently having.

	General
· generalized pain

· tiring easily

· lethargy

· fever

· chills

· fatigue

· malaise

· recent weight loss

· recent weight gain

Eyes
· eyesight problems

· seeing double

· blurry vision

· drooping eyelid

· eye pain

· watery eyes

· mucous discharge

· itching eyes

· scratchy eyes

· sensitive to light

· red eyes

· swollen eyelids

Head
· headache

· facial pain

· sinus pain

· cheek pain

· cheek swelling

Ears, Nose, Throat
· loss of  hearing

· earache

· ears feel full

· ear discharge

· ringing in the ears

· nasal discharge

· nosebleeds

· nasal stuffyness

· itching of the nose

· snoring

· horseness

· throat pain

· itching throat

· teeth pain

· bleeding gums

· mouth sores

· TMJ pain

· pain in the jawbone
	Neck
· neck pain

· muscle tightness

· stiffness

· lump or swelling

· swollen glands

· goiter

Pulmonary
· cough

· coughing up phlegm

· coughing up blood

· night sweats

· wheezing

· SOB at rest

· SOB when lying down

· SOB with exertion

Cardiovascular
· chest pain

· palpitations

· slow heart rate

· fast heart rate

· calf pain when walking

· cold extremities

· awake at night SOB

· leg edema

Breast
· breast pain

· breast reddening

· breast swelling

· nipple discharge

· breast lump

· skin changes

Gastrointesitnal

· appetite changes

· difficulty swallowing

· gagging

· pain with swallowing

· heartburn

· nausea

· dry heaves

· vomiting

· vomiting blood

· abdominal swelling

· abdominal pain

· pain when defecating

· black or tarry stools

· red blood in stool

· diarrhea

· constipation

· incontinence of stool

· rectal pain
	Genitourinary
· painful urination

· frequent urination

· blood in the urine

· hesitancy

· urgency

· urinating at night

· pain in the flank

· foul-smelling urine

· incontinence

· weak stream, dribbles

· genital lesions

Female
· may be pregnant

· vaginal pain

· vaginal odor

· vaginal discharge

· “uterus falling out”

· abnormal periods

· bleeding between periods

Male
· testicular symptoms

· penile symptoms

· inadequate erection

Endocrine
· frequent drinking
· excessive sweating

· hot flashes

· flushing

· temperature intolerance

· decreasing height

· hair problems

· eyes bulging out

· sex drive changes

Skin
· dry skin

· itching skin

· color changes

· skin lump

· skin lesions

· skin wound

· mole changes

· nail problems

Heme/Blood
· easy bleeding

· easy bruising
	Musculoskeletal
· diffuse joint pains

· localized joint pain

· joint swelling

· joint stiffness

· bone pain

· muscle cramps

· restless legs

· muscle spasms

· back pain

· back stiffness

· upper back pain radiates

· low back pain radiates

Neurological
· dizziness

· convulsions

· fainting

· confused or disoriented

· facial weakness

· difficulties in speech

· change in handwriting

· motor disturbances

· tingling

· burning sensations

· numbness

· increased sensitivity

· limb weakness

Psychiatric
· sleep disturbances

· insomnia

· sleepwalking

· sleep apnea

· fear

· anxiety

· paranoia

· hostility

· loneliness

· depression

· under stress

· emotions rapidly change

· crying for no reason

· apathy

· no desire to live

· thoughts of death

· not motivated

· hyperactive behavior


I hereby certify that the preceding information is accurate to the best of my knowledge.  I will not hold my physician  or any members of the staff responsible for any errors or omissions that I have made in the completion of this form.

Signed: _______________________________________________
Date: _____/_____/________
Reviewed By:
        you screened?         1c?

 get?questions to the best of you knowledge.he past.









































