Reason for todav’s visit

Chief compilaint:

Referrina Phvsician Marital status: S M SEP D W Race
Needs interpreter: [ Yes [ No Occupation
MEDICAL HISTORY (Check aporopriate box) 31. PREGNANCY HISTORY (Comblete all information) [ Check box if more than 5

Have vou or anv members Your JPreanancies Premature Births |Miscarriaaes # of Spontaneous | # of Induced # of Livina
of vour familv had: You Familv
# of # of # of Abortions Abortions Children
1. Hiah Chlolesterol """""""" I:l I:l # of Births Weiaht Weeks Preanant Hours Tvoe of Tvoe of Comoplications
2. Heartdisease................. B O Month / Year Sex at Birth (term 40 wk) in Labor | Deliverv Anesthesia Yes No
3. Rheumatic fever. .. ............
4. Hiah blood pressure ........... O O O o
5.Asthma...................... O O d
6. Tl_llberculosm .................. O O O
7.Diabetes. . ................... O (|
8. Gestational Diabetes . .. ........ O O o o
9. Thvroid problems. . ............ O O O O
10. Liverdisease ................. O
32. MENSTRUAL HISTORY LIFESTYLE Yes No
11. Stomach. bowel or aall bladder problems . [ .
12. Kidnev or bladder problems . . . | 0O First dav of last menstrual period /) 34. Did vour mother take DES o.r anv other
. . hormones when oreanant with vou?........... O O
13.AIDSHIVY ... ... ......... O O Menarche (aae at first period)
14. Heatitis — tvoe O O 35. Have vou ever had a Pap Test? .................. O O
. ) Tt # of davs between periods If ves. date of last
15. Anemia or blood disorder . ... ... O O . / /
16. Blood transfusion.............. O Lenath of period davs )
36. If abnormal Pap test. describe treatment:
17.Breast problems. . . ............ O O . ) )
18. Cancer O O Abnormalities: [ Excessive Bleedina
19, Infertility 0O [ Discharae [ Pain [ None 37. Are vou sexuallv active?.........ccccceeeeienneen. O
20' Eemale o-r sexual oroblems """ O 38. Do vou have one partner?..........cccceeueeneene.. O O
o1 Chlamvdia 0O 33.CONTRACEPTIVE HISTORY or more than 1 PANEr? ..........coceeeeveeeenncs O 0O
2 Gonorthea . . . o O Current tvoe of contraception used: 39. Is intercourse painful for vou?..................... |
40. Do vou do a monthlv breast exam?............ O O
23.Herpes HSW . . ............... O
24 Svohilis 0O 41. Have vou ever had a mammoaram?........... O O
POTIIIS e Other previouslv used tvoes: If . date of last
25. Birth defects or inherited diseases. . [ O . . ves. date otias
6. OSteODOrosis O O O Birth Control Pill O Norolant / /
57 Mental Health lssues .. O O O condoms O spermicide 42. Do vou exercise on ? reaular basis?........... O a
[ Diaphraam [ soonae If ves. Tvpbe of exercise
28. SURGERIES & HOSPITALIZATIONS Hours per week
List those operations or serious illnesses that have reauired D Depo Provera D Other 43. Are vou Rubella immune? D D
hosbitalization. If more than five. check this box. [J D IUD : . o
DO NOT INCLUDE PREGNANCIES. Sterilizati ) D Mal D E | 44. Have vou had chicken DOX?......cccccovuueeee.n. D D
Mo/Year liness/Operation Comolication | Stenzation: ale emale 45. Have vou ever been hit. kicked. pushed or
Yes No SROVIDER NOTES otherwise hurt or mistreated bv someone
O o important to VOU? ........ceeeviieeciee e |
O O 46. Is someone important to vou vellina at vou.
O 4d threatenina vou. or otherwise trvina to
O O control vour life? ... O ad
O 0O
29. CURRENT MEDICATIONS
Medication Dose How often
Over the Count Medications:
Vitamins/Herbs:
REVIEWED FORM (PLEASE PRINT)
Date / Initials
Patient Name
30. ALLERGIES List Al O None DOB Soc. Sec. #
Todav’s Date
Home Phone:
Work Phone: Cell Phone:

HEALTH HISTORY qoven



SUBSTANCE USE (Check onlv those vou use)

O Alcohol O Tobacco O caffeine
Tvoe Tvoe Tvoe
Amt/Dav Amt/Dav Amt/Dav

Currentlv experiencina anv of the followina:

GENERAL:

O Excessive fatiaue

O Unexplained weiaht loss
[ Excessive thirst

O Risk of AIDS

O Lumos or swellina. where?

SKIN and HAIR:

O Recurrent skin rash

[ Sores that do heal

[0 Moles that have chanaed color or size
O None of the above

EYE. EARS. NOSE and THROAT:

O Loss of hearina

[ Prolonaed roarina or rinaina in the ears
O Ear pain or discharae

O Disturbances in vision

[ Recurrent nose bleeds

[ Chronic nasal obstruction or discharae
[ Persistent dental pbroblems

[0 Hoarseness or voice chanaes

O None of the above

HEART. LUNGS and CIRCULATION:
O Chronic couah

O Couahina uo blood

0 Wheezina

[ Shortness of breath

[ Chest discomfort

[ Chest discomfort with exercise

O Palpitations or irreaular heartbeat

O Heart murmur

O None of the above

SKELETON and JOINTS:
[ Swollen or painful ioints
O Neck pain

O Gout

[ Back trouble

O Difficultv walkina

O None of the above

Are there anv other problems that are important to vou? [ No

Patient Sianature:

O street Druas
Tvoe
Amt/Dav

O Non-Prescribed Druas
Tvoe
Amt/Dav

DIGESTIVE SYSTEM:

O Freauent belchina

O Recurrent abdominal pain

O Difficultv swallowina

O Tarrv (black) or blood in stool
O Freauent nausea or vomitina
[ Chanaes in bowel habits

[ Persistent constination

O Freauent diarrhea

O Hemorrhoids

O None of the above

NERVOUS SYSTEM:

O Freauent or severe headaches

O Attacks of staaaerina or loss of balance

O Unexplained dizziness

[ Loss of consciousness (blackina out)

0 Weakness of limbs

O Twitchina or tremors (shakina)

[ Persistent or recurrent numbness or
tinalina in hands / feet

O Episode of difficultv in talkina

O None of the above

PSYCHIATRIC:

O Anxietv

O Irritability and mood swinas

O Feelina depressed or “blue”

[ Suicidal thouahts

[ Difficultv memorizina or concentratina
[ Sexual problems or loss of interest

[ Have vou ever had psvchiatric help
O None of the above

URINARY SYSTEM:

O Difficult or painful urination

[ Urination more than once a niaht

O Poor bladder control

O Recurrent bladder or kidnev infection
O Blood in urine

[ Historv of kidnev stone

[ Have vou ever seen a Uroloaist

O None of the above

O Yes

Provider Initials:



