HEALTH HISTORY

All information is strictly confidential.

Check (v) symptoms you currently have of Have had in the past year.

) GENERAL. ) GASTROINTESTINAL

-DiChills o . [ Appetite poor .,

.| Depression/Nervousness .| Bloatlng o e
[ DizzinessiFainting - [ Bowel changes
ClFever [ Constipation =~ -

T Forgetfulness - - [JDiarrhea i
] Headache [ Excessive thirst = .~
{1 Loss of slesp OgGas. o0 -

] Loss of weight [ Hemorrhioids -~ " -

[ Numbness [] indiggstion - -
L] Sweats I Nausea -
MUSCLEAOINT/BONE [ Rectal bieedang e

. Pain, weakness, numbness in: ["] Stomach paln
[l Arms - [JHips - [ Vomiting

_ [ Back o [l tegs EIVomlimg blood _

[] Feet O Neck CARDIOVASCULAR

" [ Hands [] Shoulders [ Chest pain.

- . GENITO-URINARY -
1 Blood in urine

[T Frequent urination

‘[ Lack of bladder control .. -
" [ Painful urination '

O Irregular/ﬂaplcf heart beat
- Poor circulation " -
1™ Sweliing ‘of dnkiss
i:i Vancose vems v

':'Check (/) condltlons you have or have had in the past :

Oaps . [ Chicken Pox
[ Appendicitis "3 Diabetes
[ Arthritis - Emphysema_. B
(7] Asthma . -3 Epilepsy -7
- O Bleeding Disorders - [ Glavcoma sl
(] Breast Lump [ Heart Disease =~
1 Cancer O Hepatitis .-~
[] Cataracts (I Herpes

. [ chemical Dependency o -] High Cholesterol

‘Describe serious iinesses or operatlons

| nghlLow blood pressure

- EYE, EAR, NOSE, THROAT' R
.| Bleeding gums "
. Blurred vision -

[ Crossed eves
[] Ditficulty swal[owmg

O Double vision .
- [ Earache/Ear dsscharge :
" 3 Hay fever

[} Hoarseness

[ Loss of hearing

[ Noseblesds

[ Persistent cough
[ Ringing in ears -
[ Sinus problems:

o DVisiori—*”Flashes'/Haloéﬁ :

. SKEN
[3 Bruise edsily

o OHives .
" - I Itching/Rash

SR I Change in moles:' :
. O sears™

O Sore that wcnt heal "

S UMEN only
_|:| Erectlon dn‘hculiies

- = Limp in teshcles

S Pénis dtscharge

[ Soreon pems

o Other )
WOMEN onIy -

e gm| Abnormal_ Pap Smear

' [[] Bléeding between periods
- [ Breast limp
- [J Extrerne menstrual pain -
“'[7] Hot fiashes .
" [J Nipple discharge

- [ Painful intercourse
_ElVaglnaI dlscharge
E]Other : s

Date of last. | T
.o menstrual pariod __ - 0o
“Dateoflast .-

. Pap Smear .-

.. Have you had .
i d mammogram" :
Are you pregnant'? S

[ _?Number of chﬂdren

. CIHIV Positive:
I Kidney Diseasé -

U Liver Disease - . °

-1 Measles .

O Migraing Headaches

. [ Multiple Sclerosis

Tl Mumps
] Pacemaker
1 Preumonia =~

o .'E% Poho

_' [ Prostate Problem '_ O
‘[0 Rheumatic Fever -~ i

U [7) Searlet Fever. - -

O'stroke. 0 .
] Thyroid Problems
[ Tuberculosis
"Oulcers - _
. [3 Venereal Disease -

MEDICATIONS/ALLERGIES

List medications you are currently taking

Pharmacy Name

Pheone )

List allergies to medications or substances

HEALTH HABITS
‘Check (./) which you use éﬁd )  Check () if your work exposes
how much: . youtor )
"0 Caffeine - [3Swess - .
[ Street Drugs_ [ Heavy Lifting _
[] Tobacco [ Hazardous S:jbs:énoés .
[[] Cther ", [ Other _

SIGNATURES

I, or my minor child, ever have a change in health. -

To the best of my knowledge, the above 1nformatton is compEete and correct. | understand that it is my responmb[hty to inform my doctor if

Signature of Palient. Parent‘ Guardian or Personal Represeniative

Please print name of Patient, Parent, Guardian or.i.’erso.n_al H.eofesen!aiive

.- 1. Relationship o Patient

Reviewed By

Date




