Name

HEALTH HISTORY
(Confidential)

Age

Birthdate

What is your reason for visit?

Date of last physical examination

Today's Date

MpiemS:-your CUTe

[IChitis

[[]Depression

[]Dizziness

[[JFainting

[CJFever

[CJForgetfulness

[[JHeadache

[JLoss of Sieep

[JLoss of weight

[[INervousness

[[INumbness

[Jsweats

MUSCLE/JOINT/BONE

Pain/Weekness/Numbness

D Shoulders, arms or hands

[[]Back, neck or hips

[JLegs or fest

GENITO-URINARY

B Blood in Urine

[TJFrequent Urination

DLack of Bladder Control

[JPainful Urination

GASTROINTESTINAL

[[]Poor Appetite [[IBleeding Gums
[]Bloating [IBlurred Vision
[[]Bowel Changes [JcCrossed Eyes
[]Constipation []pifficuity Swallowing
[ |Diarrhea [Joouble vision
[ JExcessive Hunger [Jearache
D Gas D Ear Discharge
[[JHemorrhoids []Hay Fever
[Jindigestion [ JHoarseness
[[INausea [JLoss of Hearing
[]Rectal Bleeding [INosebleeds
[[]stomach Pain [IPersistant Cough
DVomiting DRinging in Ears
[]vomiting Blood [1Sinus Problems
CARDIOVASCULAR [ ]Vision - Flashes
[Jchest Pain [[Jvisien - Halos
[JHigh Blcod Pressure SKIN
[Jirregular Heart Beat []Bruise Easily
[Jtow Blood Pressure [JHives or Rash
[[]Poor Circutation [ Jitching

[[]Rapid Heart Beat
[]sweliing of Ankles
DVaricose Veins

DChange in Moles

DScars

EYE, EAR, NOSE, THROAT

MEN only

[[]Breast Lump
[JErection Difficulties
[ Jtump in Testicles
[]Penis Discharge
E[Sore on Penis
[Jother

WOMEN only
[JAbnormal Pap Smear
[]Bleeding Between Periods
DBreast Lump
[[JExtreme Menstrual Pain
[IHot Fiashes
[INipple Discharge
[JPainful Intercourse
[[]Vaginal Discharge

[Jother

Date of last menstrual period

Date of last pap smear
Have you had a mammogram?

Are you pregnant?
Number of Children

DSD:‘E that won't heal

AJALLERGIES & 7

(To medications or Substances} —

Phone:

Pharmacy Name:

“Mark(x) conditions you have or have had inthe past. .. .. = ...
[:]A!DS [C]Chemical Dependency [IHigh Cholesterol []Prostate Problems
[JAleoholism [JChicken Pox [CIHIV Positive [JPsychiatric Care
[[JAnemia D Diabetes [IKidney Disease [ JRheumatic Fever
[JAnorexia [CJEmphysema [JLiver Disease [[]Scarlet Fever
[[JAppendicitis []Epilepsy [JMeasles []stroke
[CJArthritis [[]claucoma [IMigraine Headaches [Jsuicide Attempt
[JAsthma [ ]Goiter [IMiscarriage [Thyroid Problems
[]Bleeding Disorders [[JGenorrhea [IMononucleosis [[Jronsiitis
[]Breast Lump [Jcout [IMuttiple Sclerosis [[JTuberculosis
[]Bronchitis [[JHeart Disease [JMumps [JTyphoid Fever
[[]Bulimia [ JHepatitis []Pacemaker [Juicers
[]Cancer [[JHemia []Pneumenia [[Jvaginal Infections
[Jcataracts [JHerpes []Polio [[JVvenereal Disease

AMILY HISTOR \&alth information. about your famil




Relation Age

State of Health

Cause & Age at Death

ather

Mother

Brothers

Sisters

Mark (x) if, your blood relatives had any of the following:
Disease Relationship to you

[JArthritis, Gout

[[JAsthma, Hay Fever

[]Cancer

[Jchemical Dependency

D Diabetes

[[JHeart Disease, Strokes

[[JHigh Blood Pressure

DKidney Disease

[JTuberculosis Caffeine |

[Jother Tobacco ]

Have you ever had a blood transfusion? Drugs ]

[Jyes, date? Dno Other J
-_""“HOSP%TALlZAT]ONS e LR PR L, L s ® i B RN ikt

: Hospltal S ~Year - Reason for hospitalization & oufcome -

Serious llinesses/lnjuries Cutcome |Date

OGCUPATIONAL CONCERNS DRI
|- exposes you fo:the following '

Stress Hazardous Substances
Heavy Lifting Other
Your Occupation:

| certify that the above information is correct to the best of my knowledge. | will not hold my doctor or
any members of his/her staff responsible for any errors or omissions that | may have made in the

completion of this form.

Signature

Date

Reviewed By

Date




