OKEENE HOSPITAL MEDICAL CLINIC PATIENT HISTORY (Please Print) MR # (Office Use)
Name: Sex: UM OF  Age DOB

| FOOD & MEDICAL ALLERGIES [INONE O YES—IF YOU HAVE ALLERGIES, PLEASE LIST THE TYPE OF REACTION. |
List:

Past Medical History: Please v below under the “yes” column or “no” column to indicate any problems you have had in the past year.

YES NO YES NO . Usual Weight Ib
: b SkinRash Q@ O Frequent Urination o OB/GYN H|stolry \é/aeiEQé change li'g past year b
, a [ Weaknes_s a ] Difficulty Holding Urine # of Pregnancies 4 of Meals saten dailv?
a d No Appetite G - . . o Y
E ; a a Difficulty Starting Urine # Live Births
a 4 Chills/Sweats u . I Do you exercise?
R A Q3  Painful Urination H ) y ‘ .
[ | Sleeping Difficulty ) # Abortions O No [ VYes (list type)
Al'd @ Prolonged Fever Q O Dischargs X L
L gear Q Q Kidnev Stones Date of last Menstral Period I | Tobacco: (check all that appl
i Bleeds Easily Y F obacco: (check all that apply)
[ Dip/ Chew [ Cigars [ Cigarettes
YES NO YES NO Has anyone in your immediate family | E Packs per day
H| @ Q@ Frequent Headache @ O Epilepsy . had any of the following: #Y of Yesatrs .
[ R | Migraines i ‘ears Stoppe
E 10 Digz Spalls N a3 Dizness A YES NO . S| caffeine: L1 Cups per day
A 3 0 Fai 2/ gl 2 4 Stoke M| 9 2@ Diabetes T Alcohol: Never (1 Occasional
D amnting RI @ O Paralysis |3 O  HighBlood Pressure | Y [ Moderate 11 Heavy
[ Unconsciousness . i L
vl ] Can’'t Make Decisions Ll =2 4 Heart Attack ;
YES NO E | Have you ever used illegal or street
ol 9 .| Memory Problems Y| 3 . Stroke drugs?
E[ 1 O WearsGlasses ul@ @  Depressed/Feel Sad a O Cancer No  [aVes (list type)
Y| @ 2 MaorVisionChange ||y 3 Gonsidered Suicide H Site
E|l @ 4 Blurred Vision O O Lost Consciousness X| o O Mental llness Are you sexually active? (1 No EI Yes
s|la Q See Double o o Excessive Fear o Have you ever been sexually active?
0 QO  EyePainfliching cessive rea b O Suicide QNo d Yes
E YES NO ) YES NO F | Do you use or have installed any of Education Completed
[ Trouble Hearing ) ) ; ; ) A Grade
A ] ] Aching Joints A | these devices or equipment? E !
[ Earache ) L [ High
RI'a Qa  Drainage B J O Aching Muscles Ll YES NO D (1 Business / Vocational
S| O O NoiseinEars 0 o O LegCramps 3 [ College
YES NO N - - Leg Pain A - - Ciad Cane Occupation
i a a Walk
N| @ 3 Congestion (3 9 PainfulFeet S aner 8 {1 Retired
ol @ O  Sneezng §| 2 1 Polio s/ 2 Wheelchair (1 Title & Description
sl 4 Sinus Trouble a ] Pain in Arms 1|3 a Shower Bars S
E| 4 4 Hay Fever a a Numbness Arms/Legs S o a Raised Toilets P
[ | Nose Bleeds T
YES NO YES NO Please list the date of your last M | Marital Status
Tio o Sore Throat/Tongue ol O ] High Cholesterol immunization(s): A [ Single
Hla O  Hoarse Tl 3 O Diabetes | R 1 Separated
R 0 @  Dental Problems HlQ O Excessive Thirst M | Tetanus | [ Divorced
olo o Goiter E[a O  Cancer M| Pneumonia T 1 Widowed
Al @ Thyroid Trouble R Site: A Q0 Married
Tl O @  NeckPain/lLumps Other L (1 Significant Other
YES NO o
. Please show the year of your last health
I Wheezing Spells
o o ashma H| st PATIENT SIGNATURE:
Nl B2 Cough Up Phlegm L| Mammogram
G| @ @  Pneumonia T g Date
s| @ 2 Tubercuosis H| Pelvic / Pap Smear Office Use Onl
[ Exposed to TB ce uUse Unly
&l @ 4 Cough Up Blood S )
[ Rheumatic Fever c Bone Density
H| @ O Palpitations R
g| @ @ HighBlood Pressure | PSA (men only)
All O Swollen Feet/Ankles E
R| @ 3@ ChestPain | Colonoscopy
TIQ A Heart Attack S
[ | Heart Murmurs
YES NO Operations (show year): (1 None
[ Heartburn [ Tonsils
o a Indigestion 0 (1 Appendix
a a Ulers P| 0 Gallbladder
a Persistent Nausea E| 3 Heria
I | Vomiting R| 3 Abdomen
G|l 4 Vomiting Blood Al 3 Heart
1@ Qa Difficulty Swallowing T| O Lunas
] ] Stomach Pain I|OB 9 ¢
a a Constipation o) reas
] ] Loose Stools N g gi’;;ar!e organs
4 Change in Bowels S ' PHYSICIAN SIGNATURE
a ] Black Stools
O Bloody Stools DATE
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