
Patient N^e: Date:

Are you allergic to any medications? NO □ YES □ Please list

Past Medical History
Yes No Yes No Yes No

Diabetes □ □ Osteoporosis □ □ Blood Clots □ □
Chest Pain/Ai^ina □ □ Asthma/COTD Q O Peripheral Vascular Disease □ □
High Blood Pressure □ □ Stroke/CyA/TIA Q Q Tuberculosis □ □
Hean Disease □ □ Seizures 1  1 r~l Depression *□ □
Heart Aoack □ □ HIV/AIDS Q O Congestive Heart Failure * □ □
High Cholesterol □ □ Hepatitis r~l n Thyroid Disease □ □
Pacemaker □ □ Stontach Ulcer n n Other (nlease list helow)

Headaches □ □ Liver Disease □ □
Kidney Stones □ □ Heart Palpitations □ □
Kidney Disease □ □ Arthritis □ □
Cancer □ □

1

1X

□ □

Carrent Medications

R05 (-) Please check ail CURRENT positive findings
CoaaitDlionl Weight.loss □ Fevers □ Chilis Q Poor appetite □ Fatigue □ Weightgain □ Insonmia Q Ni^t sweats □
Eyes Bluny vision □ ^epain □ Eyediscfaaige □ Eyeretbiess 0 Decrease in vision □ Diyeyes □ Double vision □
ENT Sore throat □ Hoarseness □ Ear pain □ Hearing loss □ Ear discharge □ Nosebleeds □ Tinnitus □ Sinus problems □
Cat^ovaseulsr Chest pain Q Palpitations 0 Rapid heart rate Q Heartmurnnir Q Poor circulation Q Swelling in the legs or feet Q
Respirator' Shortness of breath 0 Chroniccough Q Coughing up blood Q History of Tuberculosis Q Excess sputum production Q

Nausea □ Vomiting □ Diarrhea □ Ccnstipaiion □ Blood in the stool □ Frequent heartburn O Trouble swallowing □ •Gastrointeainil

Genitottitnaiy Increased urihaiy fiequency O Blood in the urine Q Incontinence D Painfbl urination □ Urinary retentimi D Frequent UTIs Q
Skin RashO Hives □ l^rloss □ Skin sores or ulcers □ Itching Q Skin thickening □ Nail changes □ Mole changes □
Mosadoikeletsl Joint pain □ Muscle aches □ Frequent leg cramps □ Muscle weakness □ Bone pain □ Joint swelling □ Back pain □
Pjychiairic AnxicQr □ Depression □ Alcohol or drag dependence □ Suicidal thoughts □ Panic attacks O Useofanti^epressants □
Ecdocritio Goiter □ Heat intolerance □ Cold intolerance □ Increased thirst □ Change in skin pigment □ Excess sweating □

Seizures □ Tremors □ Migraines □ Numbness □ DizzinessATertigo □ Loss of balance □ Slurred speech □ Stroke □
Hem/LympfiElic Low blood count □ Easy bruising □ Swollen lymph nodes □ Transfusions □ Prolonged bleeding □ Blood clots □
Allergic/Ifflnsa Allergic reactions D H^ fever Q Frequent infections D Hepatitis 0 HIV positive 0 Positive luberculia skin test (PPD) O

Social History: Marital Status.
Non-Smoker (never smoked) □
Alcohol consumption: Never □

Occupation (or most recent job held)
Ex-Smoker □ Cuirent Smoker □ How many packs per day?,
Occasional □ Frequent □

Family History: (Please list aiQr known medical problems)
Fatfien ,
Siblings: ;

Mother:

Your Children:

Additional Information: Use this space to provide any additional information which may be important to your health care.

Signature of Reviewing Physician Date Signature of Patient Date

E/M UiUveniQf: Forpncetieal B'McodiHgediicattoa, visitusatwvnv.BMiwiversity.com


