MEDICAL HISTORY

Today's Date: Age: Birthdate:
Name:
Address: Home Phone:

Work Phone:

Cell Phone:
Occupation: Emergency Contact:
E-Mail: Phone #:
Single: Married: Divorced: _ Widowed:

MEDICAL HISTORY

2 [J Chitdhood Diseasa
2 [J Ringing in Ear
3 [ Ear Infections - fraquent
7 [ Dizzy Spelis
3 [ Fainting Spells
) [ Faiing Vision O (] Eye Pain
2 [J Double or Blurred Vision
" [ Mose Bleeds - recurrent
2 [ Sinus Trouble
3 [ Sore Throats - frequent
2 [ Hoarseness - prolonged
2 [ Haylever / Allergies
O [ Pneumonia | Pleurisy
3 [ Bronchitis / Chronic Cough
3 ) Asthma | Wheezing

20 Shortness of Braath
[ on exertion 3 [ lying flat

O3 Chest Pain
3 [ High Blood Pressure
3 [ Heart Murrnur

3 [ Swollen Ankles

3 [ Leg Pain - when walking
3 [ Varicose Vieins [ Phiebitis
2 [ Cold Numb Faet

O [ Loss of Appetile - recent

([ Difficuity Swallowing

Sex: M F

Separated:

Cheek (] when you had any of the following Symploms or diseases. Please check appropriale column indicating past O or present

2 [ Heartburn

2 [ Diarrhea

3 [ iregular Pulse O3 (] Palptations

2 [0 Peptic Uicar

(3 [ Pevsiztent nausaa | Vomiting
2 [ Abdominal pain - chrevie
2 [ Galibladder trouble

3 O Jaundice | Hepatits

2 [J Constipation

23 Inflammatory Bowal Syndrome
3 [0 Bloody or tamy stools
3 [ Hemormhaids O [ Hemia

3 [ Urination - Overactive Bladder

2 [ Owernight more than twice

(3 Increased Frequancy

2 [ Urgency lo Urinata

3 [ with leakage

2 Decrease in force / flow
2 O painful

3 J Stress incontinence - uring
lgakage with exercise / movemsant

3 [ Blood in Urine

(2 [0 Kidney Stonas

2 [ Unne infections - frequent
D[ Sexually ransmilied diseases

2 [ Sexual Problams

O O Multiple Sex Pafners
2 [0 Weight Loss
O [ Weight Gain - recent
2 Anemia
3 Bruise Easily
[ Blood Transfusions

DO cancar (3 [ Chranic Fatigue

3O Diabetes 3 O Thyroid Disease

2 Seizures 0 [J Stroke

2 [ Tremar / Hands Shaking

2 [ Numbness / Tingling Sensations
3 [ Headachas - fraquani

3 [ Athritis / Rheumatism

2 ] Back Pain - recurrant

2 ] Bone fracture | joint injury

20 Ostecporosis

3 Foot Pain ) J Gout

D Rashes O Hives

3 O Psoriasis O [ Eczema

7 ) Any type of sleeping dificulty
2 Depression

2 [0 Nervousness

DO Agitation O ] Memary Loss
2 O Meadtingss

2 [ Suicidal Thoughts

03 O Phobias 3 (] Mental liness
2 [ Feelings of wonthlessness

2 [ Rheumatic Faver

3 [ Scarlet Fever

3 [ Chicken Pox

2 [ Palio

D D Mumps D [ Measles

2 [ German Measies

2 Tuberculosis 2 [J Herpas

DO AIDS | HV
2 [0 Alcohel . per week
D0 CoffeeTea cups per day
O 0 Smoking: cig / day
# years
year quit
20 Exercise
20 Streat Drugs:
2 Acupuncture | Tatoos
Hair Loss: (O [ Progressive
[ Recant

MALES: (3 ] Prostate problems

FEMALES: Ploase Complale
Menstrual Flow:
2 [ Regular 2 [0 rregular
2 [ Pain / Cramps
Days of Flow:
Length af Cycle:
Date - 1st Day of last panod
2 [0 Pain { Bleading
during or after sex

Mumbser of.
Pregnancies
Abortions
Miscarriages
Liva Bifths

Birth Control Method:

B.C. pill {narme):
(2 O Fiushing | Menopause

Date of Last Pap Tast
3 Qi MNormal 3 [ Abnormal

Date of Last Mammogram
DO Normal 0[] Abnormal

~ Continued on Other Side ~




LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING mm

Non-Prescription .
Prescription (Over the Cotntar) HerbalNon-Conventional

Tedanus / Td

Influenza (flu)

Preumonia

Hepatitis A
Hepatitis B

MMR

Chicken Pox

Palio

ALLERGIES

: Pde e & Fa 4 55
FAMILY HISTORY Yelld I{f j 5&69’ f& é*{én 4’-": fg f fj x{-f fff jé’ﬁ

Father

Mother

Brother/Sister

Brother/Sister

appropriabe cause of

Brother/Sister

Brother/Sister

Death (age).

Paternal Grandfather

Patemal Grandmother

Maternal Grandfather

Maternal Grandmother

Foitow the nes across and mark the

Other Relatives

NOTES




