
Medical History Date: /

Age------. ---"

Sex: I i f'd

Honre phone

/

Nanre--
Address

Birtlrdate 
-1-J-IF

Work phone

EmergencY contact

Phone

Divorced I Widowed I SeParatedi I Single

lf nrarried,

I I Married

s[)oLlse s l]allle

Clrildrert's narltes and ages

Past MecJical History and Review of Systems
prear" circle if you have had problerns with o, url presently complaining of any of the following:

1 . Higtr blood pressure 13. Brorrchitis 26' change in bowel habits 38' Arthritis

2.Diabetes14'Pneuntonia2T,Unexplainedweight39.Lowbackproblems
3. Cancer 15. Persistent couglt gain/loss 40' Skin diseases

4, Hearl cjisease 16' T'B' 28' Hernorrhoids 41' Blood disorders

5. chest pain/chest 17. Hayfever 2g. Gail bradderdisease 42. Venerear diseases

tightnesslB.Abdonrinaldisconrfort30.Colitis43.Anxiety
6. Slrortrress of breatlr 'l 9' lndigestiorr 31 ' Hepatitis or jaundic e 44' Depression

7. Swollen arrkles 20' Nausea 32' Thyroid disease 45' Anemia

B. parpitations 21. Vomiting 33. Head or neck radiation 46. Arcohor abuse

g. Ligtrtheadedness 22. Constipltion 34. Headaclre 47 ' Drug abuse

10. Frequent urittatiotr 23' Diarrhea 35' Kidney diseases 48' Gout

11. Rlreunratic fever 24. Blood in stool 36' Kidney stones 49'

12'Asthrla25.Ulcers37'DifficuItyurinating50'

Gynecologic and Obstetric History
Length of Period:

Age at onset of Periods:

Pregnancies: _---_-
Prolonged or abttorntal bleedirrg:

Leakage of urine:

Pelvic Paitt:

Abnortnal discltarge:

FrequencY:

Birtlrs:---.- Miscarriages:

Yes (Please describe):

Yes (Please describe):

Yes (Please describe):--

Yes (Please describe):

History of abnorrnal PaP smear: Yes (TYPe of treatnrent): -
imedical record'

r ptrysician as part of yottr cottltt Please continue on next Page



Patient l{am.e:

Please List and SupplY the Dates of:
Operations:

Hospitalizations other than for surgery:

lmmunization history-have You had:

HepatitisB? I i No i I Yes When?

Other? riNo llYesWhen?
Wherr was your last:

Pneumovax intmunization? I I No l-l Yes When?

Flu immunizatiort? t l No t'l Yes When?

Tetanus immunization? I I No i'l Yes When?

Pap smear? -
Mammogram?

Breast exam?
Cholesterol check?

Stool check for blood?

Prostate exam?

Family History
Has any member of Your

lllness
Cancer (describe tyPe)

Hypertension (high blood pressure)

Heart disease

Diabetes

Strokes

Mental disease (anxiety, depression, etc.)

Drug or alcohol addiction

Glaucoma

Bleeding diseases

family (including parents, granclparents, and siblings) ever had the following?
Approx. age

Which family members? when diagnosed

Herbs, etc.)
Drug name

Prevention
Do you wear seat belts?

Do you wear a bil<e helmet?

Do you smoke?
Do you drink alcolrolic beverages?

Do you drink coffee?
Do you drink tea?

lf there is a gun irr your home, do you keep it
unloadedhnd out of children's reach?

Do you use drugs? (marijuana, cocaine, crack, etc.)

Have you ever engaged in any activity which has
put you at risk of getting AIDS?

Do you wish to be tested for AIDS?

Have you ever worked with chemicals, paints,
asbestos, or otlrer hazardous material?

Are you in a relationship in which you have been
physically hurt (e.9., slapped, kicked, punched,
bruised) by your partner?

Do you ever feel afraid of your partner?

Do you have a "living will"?
Do you have a dortor card?

lf no, why not?
IIN/A
lf yes, how many packs Per daY?

lf yes, how much per week?

lf yes, how many cups Per daY?

lf yes, how many cups Per daY?

IIN/A

lf yes, explain:
lf yes, explain:

lf yes, explain:

lIN/A

[]Yes tlNo
[ ] Yes ll No

I I No I.l Yes
llNo tlYes
llNo {lYes
llNo llYes
IIYes IlNo

IlNo tl
llNo ll

IlNo
tlNo

ti
ll

I]

Yes
Yes

Yes
Yes

Yes

Yes

No

No

llNo

l.l No tl
ilYes ll
llYes ll

Method of birth control?

This information is for use by your physician as part of your confidential medical record.
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