PATIENT HEALTH HISTORY G
(Confidential)

if completing form by hand, please print {office location)

Name Today’s Date

[IMale [}Female Age Birthdate Date of last physical examination
mm/ dd / yyyy

Marital status Occupation,

What is the reason for your visit today?
HEALTH MAINTENANCE List the most recent dafe for each of the following:

WOMEN ONLY BOTH MEN AND WOMEN MEN ONLY
Menstrual period Cholesterol testing Pneumonia vaccine Digital rectal exam
Mammogram Colonoscopy Bone Density (DEXA) PSA (prostate blood test)

Pap smear Tetanus booster
CONDITIONS Check ™ conditions you currently have or have had in the past
[ 1AIDS {1 Bronchitis {1 GERD (reflux) {1 HIV positive i1 Rhinitis
[__1Alcoholism i Bulimia {1 Glaucoma {1 Kidney disease {1 Sexually transmitted
[ JAnemia [} CAD/ heart disease {_1Goiter {1 Liver disease infection
[_1Anorexia { ICancer,type— | 1Gout 7 Multiple sclerosis ~ [] Stroke
[ JAnxiety i} Chemical dependency {1Headaches {1 Pacemaker {1 Suicide attempt
[ ) Arthritis £} Depression { " Heart attack {1 Pneumonia {_1 Thyroid problem
[ JAsthma {] Diabetes { "} Hepatitis {1 Prostate problem [} Tuberculosis
[_1Bleeding disorder ~ {_} Emphysema/COPD {_iHerpes {_I Psychiatric care i1 Ulcer(s)
[_1Breast lump {1 Epilepsy {_iHigh blood pressure |} Rheumatic fever {1 Vaginal infections
{1 Other

ALLERGIES? Check 1 appropriate box balow. If yes, please list all known allergies to medications or substances

[} No known allergies [} Yes, | have the following allergles:

MEDICATIONS List all medications you are currently taking, including the dose and frequency

HEALTH HABITS Check 1 appropriate boxes below and describe

Caffeine {_iNone i1 drinks per

Tobacco {_iNone L cigarettes per day [ 1Quit smoking around
Alcohol i_iNone i1 drinks per

Drugs i_iNone i1

Diet Describe:

Exercise Describe:

Seat belts [ Always [ INever [ 1Sometimes

(Continued on back) Rev. 08-12



SURGICAL HISTORY PREGNANCY HISTORY

Year Haspital / City / State Type of surgery | complications, if any # pregnancies » #living children
# defiverizs:  G-sechions T vagnal
Sirdh year | Motk Complications, #any

OTHER HOSPITALIZATIONS, SERIOUS ILLNESSES, INJURIES

Year Hospital / Gty / State Reason for hospitabization, neture of diness or injury

Have you ever had a bloed fransfusion? [[Ne [[JYes Datesk

FAMILY HISTORY
Filt in-information aboutl your family below: Check ] it a blood relative has had any of the lollowing:
Relaton | Age #lving| Age aldsath Madical condifions / cause of death Diseass Feiationship tovau
Father [ Astistis
foiher [ astune
Brothere [] Cancer
[] Cisbetes
[JGout
[] Hest disease
Sisters [ High toed pressure
[ Kidney sisease
[ Stroxe
[ other

ADDITIONAL INFORMATION  What efse do your think your doctor should know about your health?

f ceriity that the information o this form is corract o the best of my knawdedge, |l pol hold my dector o any imerbers of fisiior stalf responsible for any
erers. or oarissioas hat Fmay fave made i the compiztion of 55 Torn.,

Palient Signature Reviewsd by Date




