
Okeene hOspital medical clinic                                                     patient histOry (Please Print)      MR # (Ofice Use) ___________

name:__________________________________________________________________________________________________ Sex: oM  oF     Age               DOB                _           

FOOd & medical allergies     o nOne     o yes—iF yOu have allergies, please list the type OF reactiOn.        

List: ________________________________________________________________________________________________________________________________________________

Past Medical History: Please 3 below under the “yes” column or “no” column to indicate any problems you have had in the past year.

Please show the year of your last health 
test

Mammogram ______________________

Pelvic / Pap Smear _________________

Bone Density ______________________

PSA (men only) _____________________

Colonoscopy _______________________

OB/GYN History

# of Pregnancies ___________

# Live Births _______________

# Abortions ________________

Date of last Menstral Period _________

Has anyone in your immediate family 
had any of the following:
  YES NO
 o o   Diabetes

 o o  High Blood Pressure
 o o  Heart Attack
 o o  Stroke
 o o  Cancer
   Site ___________
 o o  Mental Illness

 o o  Suicide

Usual Weight ___________lb
Weight change in past year:  
Gained ______lb         Lost ______lb
# of Meals eaten daily?_________

Do you exercise?
	 o No o Yes (list type)
 __________________________
Tobacco: (check all that apply)
o Dip / Chew o Cigars   o Cigarettes
 Packs per day ___________
 # of Years ______________
 Years Stopped __________
Caffeine:  o Cups per day __________
Alcohol:   o Never   o Occasional
	 					o Moderate  o Heavy

Have you ever used illegal or street 
drugs?
	 o No o Yes (list type)
________________________________
Are you sexually active? o No o Yes
Have you ever been sexually active?
o No o Yes
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YES NO
	o o  Skin Rash
 o o  Weakness
 o o  No Appetite
 o o  Chills/Sweats
 o o  Sleeping Dificulty
 o o  Prolonged Fever
 o o  Bleeds Easily

YES NO
 o o  Frequent Headache
 o o  Migraines

 o o  Dizzy Spells
 o o  Fainting

 o o  Unconsciousness

YES NO
 o o  Wears Glasses
 o o  Major Vision Change
 o o  Blurred Vision
 o o  See Double
 o o  Eye Pain/Itching

YES NO
 o o  Trouble Hearing
 o o  Earache
 o o  Drainage

 o o  Noise in Ears

YES NO
 o o  Congestion
 o o  Sneezing
 o o  Sinus Trouble
 o o  Hay Fever
 o o  Nose Bleeds
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YES NO
 o o  Sore Throat/Tongue
 o o  Hoarse
 o o  Dental Problems
 o o  Goiter
 o o  Thyroid Trouble
 o o  Neck Pain/Lumps 

YES NO
 o o  Wheezing Spells
 o o  Asthma
 o o  Cough Up Phlegm
 o o  Pneumonia
 o o  Tuberculosis
 o o  Exposed to TB
 o o  Cough Up Blood
 o o  Rheumatic Fever
 o o  Palpitations
 o o  High Blood Pressure
 o o  Swollen Feet/Ankles
 o o  Chest Pain
 o o  Heart Attack
 o o  Heart Murmurs

YES NO
 o o  Heartburn
 o o  Indigestion
 o o  Ulcers
 o o  Persistent Nausea
 o o  Vomiting
 o o  Vomiting Blood
 o o  Dificulty Swallowing
o o  Stomach Pain
 o o  Constipation
 o o  Loose Stools
 o o  Change in Bowels
 o o  Black Stools
 o o  Bloody Stools
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YES NO
 o o  Frequent Urination
 o o  Dificulty Holding Urine
 o o  Dificulty Starting Urine
 o o  Painful Urination
 o o  Discharge
 o o  Kidney Stones
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YES NO
 o o  Epilepsy
 o o  Dizziness

 o o  Stroke
 o o  Paralysis
 o o  Can’t Make Decisions
 o o  Memory Problems
 o o  Depressed/Feel Sad
 o o  Considered Suicide
 o o  Lost Consciousness
 o o  Excessive Fear
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YES NO
 o o  Aching Joints
 o o  Aching Muscles
 o o  Leg Cramps
 o o  Leg Pain

 o o  Painful Feet
 o o  Polio
 o o  Pain in Arms
 o o  Numbness Arms/Legs

O

t

h

e

r

YES NO
 o o  High Cholesterol
 o o  Diabetes

 o o  Excessive Thirst
 o o  Cancer
   Site: _______________
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Operations (show year):  o None
o	Tonsils
o	Appendix
o	Gallbladder
o	Hernia
o	Abdomen
o	Heart
o	Lungs
o	Breast

o	Female organs
o		Other: __________________________

________________________________     
_______________________________

Do you use or have installed any of 
these devices or equipment?

  YES NO

 o o  Quad Cane

	o o Walker

	o o Wheelchair

	o o Shower Bars

	o o Raised Toilets

Please list the date of your last 
immunization(s):

 Tetanus _____________________

Pneumonia ___________________

Other ________________________
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Education Completed
	 o Grade
 o High
 o Business / Vocational
 o College
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Occupation	
	 o Retired

 o	Title & Description

 ___________________________

 ___________________________

Marital Status
	 o Single
	 o Separated
	 o Divorced
	 o Widowed
	 o Married

	 o Signiicant Other

Ofice Use Only
  _________________________________________
  _________________________________________
  _________________________________________
  _________________________________________
  _________________________________________
  _________________________________________
  _________________________________________
  _________________________________________
  _________________________________________

physician signature _____________________________________________

date _________________________________________________________________

patient signature: _____________________________________  

date _______________
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