Allergies to Medications, X-Ray Dyes, or Other Substances?     Yes       No

(if yes please list name of medicine and type of reaction)

Past  Medical History and Reviews of Systems

Please circle if you have had any problems with or are presently experiencing any of the following:

1.high blood pressure

13.bronchitis

25.ulcers



37.difficulty urinating

2.diabetes


14.pneumonia

26.change in bowel habits

38.arthritis

3.cancer


15.persistant cough

27.unexpected weight gain/loss

39.low back problems

4.heart disease

16.t.b.


28.hemorrhoids


40.skin diseases

5.chest pain/chest tightness
17. hay fever

29.gall bladder disease


41.blood disorders

6.shortness of breath

18.abdominal discomfort

30.colitis



42.venereal diseases

7.swollen ankles

19.indistion


31.hepatitis or jaundice


43.anxiety

8.palpitations

20.nausea


32.thyroid disease


44.depression

9.lightheadedness

21.vomiting


33.head or neck radiation


45.anemia

10.frequent urination

22.constipation

34.headache



46.alcohol abuse

11.rheumatic fever

23.diarrhea


35.kidney disease


47.drug abuse

12.asthma


24.blood in stool

36.kidney stones


48.gout











49. _______________











50. _______________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Gynecologic and Obstetric History    pap smear?________
breast exam?_________
mammogram__________
age at onset of periods:___________   frequency:____________   length of period:___________   pregnancies:____________   births:__________   miscarriages:__________

Prolonged or abdominal bleeding:    no     yes     (please describe)__________________________________

Leakage of urine:     no     yes     (please describe)______________________________________________

Pelvic pain:     no     yes     (please describe)___________________________________________________

Abnormal discharge:     no     yes     (please describe)____________________________________________

History of abnormal pap smear:     no     yes     (please describe)___________________________________
Family History

Has any member of your family (including parents, grandparents, and siblings) ever had the following?

Illness



Which family members?


Approx, age when diag.

Cancer (describe type)

_________________________________
___________________

Hypertension (high blood press.)

________________________________
___________________

Heart Disease


_________________________________
___________________

Diabetes



_________________________________
___________________

Strokes



_________________________________
___________________

Mental Disease (anxiety, depress)
_________________________________
___________________

Drug or alcohol addiction

_________________________________
___________________

Glaucoma



________________________________
___________________

Bleeding diseases


_________________________________
___________________

Other:__________________

_________________________________
___________________
Medications (Prescription, Over-the-Counter, Vitamins, Herbs, etc.)

Drug Name

Dose
`
Drug Name

Dose

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________
Prevention

Do you wear seat belts?
Yes
no
If no, why not?__________________________________________

Do you wear a bike helmet?
Yes
no
n/a

Do you exercise regularly?
Yes
no
If yes, type, duration and # of times per week?__________________

Do you smoke?

Yes
no
If yes, how many packs per day?____________________

Do you drink alcohol?
Yes
no
If yes, how much per 

Do you drink coffee?
Yes 
no
If yes, how many cups a day?_______________________

Do you drink tea?

Yes
no
If yes, how many cups a day?_______________________

Is there a gun in your home that is protected from being used violently?
Yes 
no
n/a

Do you use drugs?
     Yes
      no       If yes, explain:___________________________________________

Have you ever-engaged in activity that might cause AIDS?     Yes
     no
If yes, explain:____________________

Have you ever worked with a hazardous material?      Yes
    no
If yes, explain:____________________________

Are you in an abusive relationship?
Yes
no

Do you ever feel afraid of your partner?
       Yes
    no
n/a

Do you have a “living will”?
     Yes
     no

Do you have a donor card?
     Yes
     no

Method of birth control:____________________________________________________________________________

