 MEDICAL HISTORY                                                                                                                                             Date______________
Name________________________________________________________ Birthdate(mm/dd/yyyy) _______________________
Address_____________________________________________________________________________________________________

CURRENT MEDICAL PROBLEM(S)





Date of Onset
	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	

	8.
	


HOSPITALIZATIONS (include all surgeries , birth of children etc)

	Date
	Hospital
	Location
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


MEDICATIONS (List Prescription, Non-prescription, Herbal Supplements)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ALLERGIES (Medications, foods, pollens, etc)______________________________________________________________

__________________________________________________________________________________________________

FAMILY HISTORY (List family members.  Check all applicable illnesses)
	
	DM


	Arthritis
	Asthma
	Allergy
	Heart
	COPD
	Stroke
	HTN
	Anemia
	Cancer

(type)
	Mental/

Emotional
	Alcohol
	Age of Death

	Spouse
	
	
	
	
	
	
	
	
	
	
	
	
	

	Children
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mother
	
	
	
	
	
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	
	
	
	
	
	
	
	

	Siblings
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grandparents 
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


DM= Diabetes   Heart = heart failure, heart attack    COPD = Emphysema     HTN= high blood pressure
PROCEDURES, IMMUNIZATIONS, TESTS (Month and year)

	Tetanus
	Pap/pelvic
	Chest Xray
	PSA

	Ekg
	Physical exam
	Mammogram
	Blood tests

	Pneumovax
	Colonoscopy
	Bone density test
	Other

	Eye Exam
	Dental Exam
	Blood transfusion
	


SOCIAL HISTORY    
Marital Status (circle one) M   S   W   D/S                 Occupation________________________________________________               
Level  of education completed_______________ Tobacco (number  packs per day; years of smoking)________________ Alcohol (number of drinks per week)___________________ Drug abuse/illicit/recreational drugs?__________________

Exercise (Type/Frequency)____________________________________________________________________________

REVIEW OF SYSTEMS
Are you experiencing any of the following symptoms? Answer “yes” by circling the appropriate symptom.   

       Constitutional Symptoms:  Fever, unintended weight loss/gain (ie. 10 lbs or more in 6 months), extreme fatigue.

Eyes:  blurred or double vision, failing vision, sudden loss of vision, eye pain.  

Ears, nose, throat, mouth:  Sore throat, hoarseness, nasal discharge, ear pain, buzzing or ringing in ears, poor hearing, dental problems

Respiratory:  Shortness of breath, wheezing, asthma, allergies, coughing up blood, morning cough, lung infections; positive test for tuberculosis

Cardiovascular:  Chest pain, palpitations, heart murmur, high blood pressure, swelling in ankles, leg cramps at night or after exercise 

Gastrointestinal:  Nausea, vomiting, indigestion, abdominal pain, constipation, diarrhea, blood in stools, dark/tarry stools, hemorrhoids

Urinary:  Painful urination, blood in urine, frequent urination, difficulty controlling urine, prostate trouble

Genital: Irregular menses, painful menses, vaginal bleeding after menopause, vaginal itching/discharge, pain on intercourse, difficulty getting an erection, sexual problems

Musculoskeletal:  Joint swelling, arthritis, muscle aches, difficulty walking

Skin:  Rash, wart, lump or thickening in the breast, neck or elsewhere, changing mole

Neurological:  Headache, persistent weakness or numbness on one side of the body, dizziness, fainting spells, seizures

Psychiatric:  Depression, anxiety, suicidal thoughts, persistent trouble sleeping

Hematologic:  Unusual bruising or bleeding, enlarged lymph nodes

Endocrine:  Excessive thirst, cold or heat intolerance, excessive hair loss

FOR WOMEN ONLY

Age menstrual periods begin_____  Date of last normal period___________Cycle frequency (how often)______days

Length of flow ____days     Type(s) of birth control used__________________________________________________  

Number of pregnancies  (if applicable)________  Number of living children_________ Number of miscarriages_____

Number of abortions (if applicable)______ Any complications of pregnancy?_________________________________

FOR  ALL PATIENTS:  Do you have any other health concerns or information to share? ______________________________________________________________________________________________ ______________________________________________________________________________________________

______________________________________________________________________________________________

