FIRST NAME:

PATIENT MEDICAL HISTORY

Ml:

Date of Birth:

/

LAST NAME:

Today’s Date:

Sex: M /F Social Security Number:

CURRENT MEDICATIONS (include all non-prescription products)

QNo Current Medications

1. 2. 3.
4. 5. 6.
7. 8. 9.
10. 11. 12.

ALLERGIES (include medication, food, latex and environmental allergies)

UNo Known Allergies

Allergy 1: Reaction: Severity: dmild Umoderate Usevere
Allergy 2: Reaction: Severity: Umild Omoderate UOsevere
Allergy 3: Reaction: Severity: dmild Umoderate UOsevere
Allergy 4: Reaction: Severity: dmild Umoderate Usevere
Allergy 5: Reaction: Severity: dmild Umoderate Usevere
PERSONAL MEDICAL HISTORY (check all that apply)

UADHD UCancer: UHigh cholesterol UPsoriasis
UAlcoholism UCrohn’s Disease UKidney stones UPulmonary
UAllergies, acoprD UKidney disease embolism
Seasonal UDementia ULupus URheumatoid
UAnemia or other UDepression ULiver disease arthritis

blood disease UDiabetes: 1 or 2 UProstate USeizures
UAnxiety UDiverticulitis UMacular USevere
OArrhythmia UDVT (Blood clot) Degeneration headaches
(irregular UGERD (acid UNeck pain USleep apnea
heartbeat) reflux) UNeuropathy UStomach disease
UArthritis UGlaucoma UOsteopenia UStroke
UAsthma UHeart attack (M) /Osteoporosis UThyroid disease
UBack pain UHeart disease UParkinson’s ULung disease
UBipolar UHepatitis disease

UBladder problems UHIv UHigh cholesterol

/ Incontinence QHiatal hernia UPeripheral

UBleeding UHigh blood vascular disease

problems pressure UPeptic ulcer




Patient History, Page 2 Today’s Date:

FIRST NAME: MlI: LAST NAME:

OTHER MEDICAL ISSUES (not listed above):

Last Menstrual Period: Date: UNormal QAbnormal
Mammogram: UYes UNo Date: UNormal QAbnormal
Pap: dYes No Date: UNormal OAbnormal
DEXA (Bone Density): dYes UNo Date: UNormal QAbnormal
Colonoscopy: Yes UNo Date: UNormal QAbnormal

SURGICAL HISTORY (list all prior surgeries and approximate dates):

HOSPITALIZATIONS:

Year: Hospital: Reason:
Year: Hospital: Reason:
Year: Hospital: Reason:
Year: Hospital: Reason:
Year: Hospital: Reason:

FAMILY HISTORY:

Mother: UHigh Blood Pressure UDiabetes WCancer UOther: UN/A
Father: UHigh Blood Pressure UDiabetes Cancer UOther: UN/A
Brother: UHigh Blood Pressure UDiabetes UCancer UOther: LN/A
Sister: UHigh Blood Pressure Diabetes Cancer UOther: N/A
Grandmother(M): dHigh Blood Pressure Diabetes Cancer UOther: UN/A
Grandfather(M): QHigh Blood Pressure Diabetes Cancer Other: CN/A
Grandmother(P): High Blood Pressure Diabetes Cancer UOther: CN/A
Grandfather (P): UHigh Blood Pressure Diabetes UCancer Other: CN/A

IMMUNIZATIONS:
Influenza (18 years of age and older)? UYes UNo If yes, date:
Pneumococcal (65 years of age and older)? QYes UNo If yes, date:
DPT/TdaP/Tetanus? UYes UNo If yes, date:
MMR: If yes, date: Shingles (Zoster/Shingrix): If yes, date:
COVID: If yes, date(s):

Current Community Services?Yes UNo
Current Home Health or Hospice Services?UYesUNo
Any Device with 2 way visual and voice communication (cell phone, tablet)? QYes UNo




Patient History, Page 3 Today’s Date:

FIRST NAME: MlI: LAST NAME:

SOCIAL/CULTURAL HISTORY:
Education Level: dElementary High School Vocational dCollege Graduate/Professional

Occupation:

Preferred Language: Interpreter Needs? Yes UNo

Are there any vision difficulties that affect your communication? Yes UNo

Are there any hearing difficulties that affect your communication? UYes UNo

Are there any limitations to understanding or following instructions (written or verbal)? dYes ONo

Current Living Situation (check all that apply): QSingle Family Home Multi-generational household QALF QILF
UHomeless UShelter USkilled Nursing Facility LOther:

Smoking/Tobacco Use: Current dPast WNever

Type: Amount/Day: Number of years: Quit Date:
Alcohol: Type/Frequency: Past History of Alcohol Abuse?
Recreational Drug Use: Current Past UNever Type: Are you sexually active? Yes UNo

Are there any safety concerns in the home: Weapons? QYes (No | Pets? Yes No | Obstructions? UYes No
Do you feel safe in your home? UYes UNo Is anyone physically or emotionally abusing you? Yes No

Are there any financial issues that directly impact your ability to manage your health? QYes UNo

How often do you get the social and emotional support you need? UAlways UUsually Sometimes URarely Never

Do you have any spiritual needs that affect your health? UYes UNo

Comments (Please feel free to comment on any answers marked “yes” above:

OFFICE USE - ADDITIONAL NOTES:




