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[T aids [T glaucoma [~ abnormal mammogram
[T alcoholism/substance abuse [~ high blood pressure ™ mumps

[T anemia [T stomach/intestinal problems " depression

[ chest pain [T gout [T cancer of

[ eating disorder [T heart disease [ liver disease

[T arthritis [T hepatitis [T measles

[T asthma '[': pheumonia [ migraine headaches
[T bleeding disorder [T prostate problems [T miscarriage

[T breast lump ™ mental condition ™ hernia

[ chronic bronchitis [T rheumatic fever [~ abnormal pap smear
[T pacemaker [ stroke [T high cholesterol

[T rectal bleeding [T suicide attempt [T HIV positive

[T domestic violence [T thyroid problems [T kidney disease

[T chicken pox [T tonsilitis ™ multiple sclerosis
[T diabetes [T tuberculosis [T back pain

[T emphysema [~ vaginal infections [T other

[T epilepsy [T sexually transmitted disease

mammogram: physical: pap smear: prostate exam: colonoscopy:

WOMENS

#pregnancies: #deliveries: #abortions: #miscarriages:

year of deliveries: gender of children: last menstrual cycle:

SOCIAL HISTORY

ALCOHOL USE TOBACCO USE

do you drink alcohol?  no: [ yes: [ #drinks/week: cigarettes: [~ never:[~  years of smoking:
packs per day: quit date:

DRUG USE

do you use any recreational drugs? [ howoften? MARITAL STATUS

Married: [ Single: [~ Divorced: [~ Widowed: [
OTHER CONCERNS

caffeine: [~ none: [~ coffee/tea/soda: [~ cups/day:

MEDICATIONS

medication: dose: how many times per day:
medication: dose: how many times per day:
medication: dose: how many times per day:

medication: dose: how many times per day:




- PART 2 -

FAMILY HISTORY

arthritis, gout: high blood pressure:
asthma, hayfever: kidney disease:
cancer: breast [ colon [ (specify): tuberculosis:
chemical dependency: hyperlipidemia:
diabetes (type 1/type 2): alcoholism:
heart disease, stroke: depression:
other:

fathersage: _ age at death: cause of death:
mothers age: age at death: cause of death:
brothers age: age at death: cause of death:

age at death: cause of death:
sistersage: _ ageatdeath: _ cause of death:

age at death: _ cause of death:

HOSPITALIZATION/SURGE

year: “hospital: reason:
year: hospital: reason:
year: “hospital: reason:
year: hospital: reason:
year: _ hospital: reason:
year: _____ hospital: reason:

have you ever had a blood transfusion? [~ approximate dates:

LLNESS/INJURIES

date: serious illness/injuries: complications:
date: serious illness/injuries: complications:
date: serious illness/injuries: complications:
date: serious illness/injuries: complications:
date: __ serious illness/injuries: complications:
date: __ serious illness/injuries: complications:

OCCUPATIONAL CONCERNS

stress: [ hazardous substances: [ heavy lifting: [ others:

your occupation:

SIGNATURES

date of birth:
date: patient/patient representative (please print)
date: _  patient/patient representative (signature)

date: reviewed by:



