Patient History Form

Name:

Birth date:

Marital Status:

Occupation:

Allergies to Medications, Latex or Dyes

ONone 0O Yes (please list)

Medications (Prescriptions, non-prescriptions, vitamins and supplements) ONone O Yes (please list)

Surgeries/Hospitalizations/Serious Injuries Year
Immunizations N Y N Y
Hepatitis B Series Recent Pneumonia Vaccine

Gardasil Series Recent Flu Vaccine

Chicken Pox immunization or disease Positive TB Screening

Health Maintenance No Yes (Year) No Yes (Year)
Colonoscopy Bone Density

Mammogram Eye Exam

Pap Smear Physical Exam

Social History No Yes

Smoking Pack(s)/day /years O Quit

Alcohol Drinks/day drinks /week

Caffeine Drinks/day

Recreational Drugs

Special Diet If yes describe:

Regular Exercise If yes describe:

Sexually Active O Men O Women O Both

GYN History OB History

Age of first mensus: ( ) Menopause ON O (ifyes Age: ) | Total Number of Pregnancies: ()
Regular Periods ON 0OY Painful Periods ON OY Full Term () PreTerm ()
PMS ON 0OY —ifyes desctibe Miscarriages () Abortions ()

Abnormal Pap: —if Yes approximate date ( )

Tubal ()

Pain with intercourse: O N 0OY

Content with sex life: ON 0O Y




Medical History (please check if positive)

ENT GENITOURINARY SKIN
Eye Problems Urinary Infections Psoriasis
Sinus Problems Kidney Disease/Stones Skin Disorders
Hearing Loss Erectile Dysfunction Melanoma

STD
CARDIOVASCULAR Urinary Incontinence

Abnormal EKG MUSCULOSKELETAL PSYCH
Chest Pain Arthritis/Osteo ADD/ADHD
Heart Attack Arthritis/Rheumatoid Anxiety
Heart Disease Gout Depression
High Blood Pressure Neck/Spinal Problems Memory Loss
High Cholesterol NEUROLOGICAL OCD
Stroke Concussion Suicidal Thoughts/attempt
Peripheral Vascular Disease Headaches

PULMONARY Migraines
Asthma Epilepsy/Seizures
Emphysema/COPD HEMATOLOGICAL
Shortness of Breath Anemia
Sleep Apnea Bleeding Disorders

GASTROINTESTINAL Blood Clots
Acid Reflux Cancer
Constipation Sickle Cell Disease
Diarrhea ENDOCRINE
Irritable Bowel Diabetes
Gall Bladder Disease Thyroid Disease
Hernia Pancreatitis
Liver Disease

Family History (please check all applicable boxes)

Illness

Father

Mother

Sibling | Child | Maternal

G-mother

Maternal
G-father

Paternal Other

G-father

Paternal
G-mother

Asthma

Bleeding Disorders

Breast Cancer

Colon Cancer

Depression/Anxiety

Diabetes

Drug/Alcohol Addiction

Heart Disease

High Blood Pressure

High Cholesterol

Kidney Disease

Leukemia

Liver Disease

Lung Cancer

Osteoporosis

Ovarian Cancer

Pancreatic Cancer

Rheumatoid Arthritis

Stroke

Thyroid Disease

Other:




Name: Today’s Date:

REVIEW OF SYSTEMS

For new patients, established patients who may be having a new problem, or our patients who we
haven’t seen for a while, we need to update our records as to your general medical health. In each area,
if you are not having any difficulties, please check “No Problems.” If you are experiencing any of the
symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. If
you have any questions about this, please ask one of the technicians, or your doctor.

Const. (Health in General) U No Problems Lack of energy, unexplained weight gain or
weight loss, loss of appetite, fever, night sweats, pain in jaws when eating, scalp tenderness, prior
diagnosis of cancer. Other:

Ears, Nose, Mouth & Throat O No Problems Difficulty with hearing, sinus problems, runny
nose, post-nasal drip, ringing in ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial
pain or numbness. Other:

C-V (Heart & Blood Vessels) U No Problems Irregular heartbeat, racing heart, chest pains,
swelling of feet or legs, pain in legs with walking. Other:

Resp. (Lungs & Breathing) U No Problems Shortness of breath, night sweats, prolonged
cough, wheezing, sputum production, prior tuberculosis, pleurisy, oxygen at home, coughing up blood,
abnormal chest x-ray. Other:

Gl (Stomach & Intestines) U No Problems Heartburn, constipation, intolerance to certain
foods, diarrhea, abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, unexplained
change in bowel habits, incontinence. Other:

GU (Kidney & Bladder) U No Problems Painful urination, frequent urination, urgency,
prostate problems, bladder problems, impotence. Other:

MS (Muscles, Bones, Joints) O No Problems Joint pain, aching muscles, shoulder pain,
swelling of joints, joint deformities, back pain. Other:

Integ. (Skin, Hair & Breast) U No Problems Persistent rash, itching, new skin lesion, change
in existing skin lesion, hair loss or increase, breast changes. Other:

Neurologic (Brain & Nerves) U No Problems Frequent headaches, double vision, weakness,
change in sensation, problems with walking or balance, dizziness, tremor, loss of consciousness,
uncontrolled motions, episodes of visual loss. Other:

Psychiatric (Mood & Thinking) O No Problems Insomnia, irritability, depression, anxiety,
recurrent bad thoughts, mood swings, hallucinations, compulsions. Other:

Endocrinologic (Glands) U No Problems Intolerance to heat or cold, menstrual
irregularities, frequent hunger/urination/thirst, changes in sex drive. Other:

Hematologic (Blood/Lymph) U No Problems Easy bleeding, easy bruising, anemia, abnormal
blood tests, leukemia, unexplained swollen areas. Other:

Allergic/Immunologic U No Problems Seasonal allergies, hay fever symptoms, itching,
frequent infections, exposure to HIV. Other:




