Patients Name:

Reason for Visit:

HEALTH HISTORY

(CONFIDENTIAL)

Date of last Physical Exam:

SYMPTOMS: Check any symptoms you currently have or have had in the past:

General
(Chills
[JDepression
[JDizziness
[Fainting
[Fever
[JForgetfulness
[lHeadaches
[JLoss of Sleep
[JLoss of weight
[INervousness
[JNumbness
[ISweats

Muscle/Joint/Bone
(pain, weakness, numbness)
OArms [JHips

[JBack [JLegs

[JFeet [IJNeck
[JHands [JShoulders

Genito-Urinary
[IBlood in Urine

[JFrequent Urination
[INo bladder control
[(Painful urination

Gastrointestinal
[JAppetite poor
[IBloating
[JBowel Changes
[IConstipation
[IDiarrhea
[JExcessive hunger
[JExcessive thirst
OGas
[JHemorrhoids
[Indigestion
[JNausea

[JRectal bleeding
[IStomach pain
[(Vomiting
[JVomiting blood

Cardiovascular
[JChest pain

[JHigh blood pressure
[Irregular heartbeat
[JLow blood pressure
[Poor circulation
[JRapid heart beat
[ISwelling of ankles
[IVaricose Veins

Eye/Ear/Nose/Throat
[IBleeding gums
[JBlurred vision
[ICrossed eyes
[IDifficulty swallowing
[JDouble vision
[JEarache

[JEar discharge

[JHay Fever
[JHoarseness

[JLoss of hearing
[I[Nosebleeds
[JPersistent cough
[JRinging in ears
[ISinus problems
[JVision flashes/halos

Skin

[IBruise easily

[Hives

[Iitching

[JChange in moles
[JRash

[IScars

[ISore(s) that won’t heal

Men Only
[IBreast lump

[JErection diff.
[JLump in testicles
[JPenis discharge
[ISore on penis
[JOther:

Women Only
[JAbnormal Pap Smear

[] Bleeding between periods
[IBreast Lump

[JExtreme menstrual pain
[JVaginal discharge

[JHot flashes

[INipple discharge

[JPainful intercourse

[]Other:

Date of last period:

Date of last pap smear:

Date of last mammogram:

CONDITIONS: Check any conditions you have or have had in the past:

[AIDS [JChemical dependency [JHigh Cholesterol [JProstate Problem
[JAlcoholism [IChicken Pox [JHIV Positive [IPsychiatric Care
[JAnemia [IDiabetes [Kidney Disease [JRheumatic Fever
[JAnorexia [JEmphysema [JLiver Disease [IScarlet Fever
[Appendicitis [Epilepsy [IMeasles [IStroke
[Arthritis [JGlaucoma [IMigraine Headaches [JSuicide Attempts
[JAsthma [IGoiter [IMiscarriage [JThyroid Problems
[IBleeding Disorders [IGonorrhea [IMononucleosis [JTonsillitis
[IBreast Lump [Gout [IMultiple Sclerosis [JTuberculosis
[IBronchitis []Heart Disease (OMumps [Typhoid Fever
[JBulimia [JHepatitis [JPacemaker [Ulcers
[ICancer [JHernia [JPneumonia [JVaginal Infections
[ICataracts [JHerpes [JPolio [IVenereal Disease
MEDICATIONS (List any you are DOSAGE FREQUENCY ALLERGIES to medications/substances

currently taking- may continue on the
back of this sheet)

Preferred Pharmacy Name:

Phone:




PATIENTS NAME:

(All information is strictly confidential)

FAMILY HISTORY Fill in health information about your family

Check if any blood relatives had any of the following

Relation Age Age at death Cause of death m Disease Relationship to you
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brother Cancer
Chemical Dependency
Diabetes
Heart Disease, Strokes
Sister High Blood Pressure
Kidney Disease
Tuberculosis
Other
HOSPITALIZATIONS
Year Hospital Reason for Hospitalization

Have you ever had a blood transfusion? []Yes [[No If yes, please list dates:

PREGNANCY HISTORY

# of pregnancies # of live births

Complications (if any)

HEALTH HABITS: Check which substances you use and describe how often you use them

Caffeine

Tobacco

Drugs

Alcohol

Other

OCCUPATIONAL CONCERNS: Check if your work exposes you to the following

Stress

Hazardous Substances

Heavy Lifting

Other

Your

Occupation:

SERIOUS ILLNESS/INJURIES

DATE OUTCOME

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

form.

Signature:

Date:




