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Chart No.
Today’s Date
v ISTORY RECORD v
= information 1 nt ntial unies: u grary ermission 1o
Security No. / / release . PLEASE PRINT AND COMPLETE ALL INFORMATION Male ] Female (]
Last Name First Middle Marital Status Occupation
S M D W
PAST ILLNESSES - Have you had?
Yes No Yes No Yes No
_ ___ Measles — — Diabetes —r —— Mononucleosis
— — Mumps — _— Kidney Disease — __ Blood Transfusion
__ ___ Chicken Pox — — Boils __ ___ Sexually Transmitted Disease
— ___ Scarlet Fever —— — Tonsillitis - Please list any others below:
—— —— 3-Day Measles —— — Anemia -
— — Arthritis — — Whopping Cough -
__ ___ Pneumonia — — Epilepsy -
— — Yellow Jaundice — _ Polio -
Yes  No___ Are your childhood and/or adult immunizations up-to-date?
ALLERGIES Yes No Do you have? HABITS
List all drugs you are allergic to: __ ___ Asthma Yes No Daily Consumption:
___ ___ Hay Fever —_ ___ Smoke pkgs.
— _ Foods — — Coffee cups
__ ___ RashesorEczema|__ ___ Alcohol 0Z.
— — Penicillin — __ Beer cans
___ ___ Sulfa __ ___ Fall asleep easily
— _— Awaken early
ALL CURRENT MEDICATIONS
Prescription and
over the counter meds.
SOCIAL HISTORY OPERATIONS
Doyouliveinahouse _ , apartment__ , other Year Brief Description
—__ How many people live with you?
__ How long have you lived at your present address?
— Have you been in the military?
FAMILY HEALTH HISTORY - If Living - - If Deceased - Any blood relatives who have or have had any of the following:
Age Good / Fair/ Poor: Age : Cause of Death (If yes) Relationship Relationship
Father I I : — Asthma — Heart Disease
Mother - A — Alcoholism — Hay Fever
Brother/Sister . : [/ [ — Allergies ___ Insanity
(Circle Sex) - I — Anemia — Kidney Disease
M F r w4 — Bleeding Ten. ___ Leukemia
M F A — Colitis ___ Migraine
M F S I — Depression —__ Nervous Breakdown
M F Sl — Diabetes ___ Obesity
__Husband e e — Epilepsy —— Rheumatism
_ Wife S A —— Goiter — Rheumatic Fever
Son/Daughter . : [/ [/ — High Blood P — Stroke
(Circle Sex) - — Cancer — Suicide
M F S — (listtype) ___ Stomach Ulcers
M F v & o S ___ Tuberculosis
M F - e - _
M F L g —— =
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100 Important Health Questions

Is your vision blurred or do you have abnormal vision
or other eye problems?.........ccoooieiiiee .

Do you have ringing in your ears?............. RO
Do you have trouble with your teeth?..........
Do you have sore throats or hoarseness?...

Have you had a goiter or thyroid disease?...
Do you have trouble swallowing?............

Do you have discomfort walking up stairs?.
Do you have chest pains?............... )
Have you ever had a heart murmur nr heart trouble? .

Do you vomit frequently?............ocoo........
Do you often belch or have heart burn? .
Are you full of gas?.....cccoervne
Do you have abdominal dlscomfort before or after meals .
Have you ever had an ulcer or ulcer symptoms?...........
Have you had black tarry stools or clay colored stools?.._...

Are Yol cONSHpated s

Are you troubled by being unable to start the urinary

Have you had any pelvic (female) operations?................
Have you ever had a pelvic infection?.............c....c..coo....
Do you have hot flashes?.........cccoocvemiiicciiniin e

Are you on birth control pills or estrogen?....
Boyai have anlUD2scssmmapnmns
Do you have painfbleeding with intercourse?...

Are you unable fo reach sexual climax?..........................

How old were you when you had your first period?

How frequent are your periods? (first day of cycle to first

day of next cycle)

Yes
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No
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FOR MEN
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Are your periods (circle) light, heavy, or medium? How
long do they last (days)?

Have you had hepatitis or gall bladder disease?........
Do you have persistent abdominal pain’?

Do you have urinary urgency at times?................
Do you ever feel as if your bladder does not empty

If you laugh, cough or sneeze, do you wet yourself?.....
Have you had kidney or bladder infections?.................

Are your extremities often discolored?.
Do you have painful joints?...

yourself unable to get back to sleep?............
Have you fainted?............ocooveeennen
Have you ever been unconscious?...
Do you have lumps or tumors on your body"

Have you had discharge from the penis?....................
Have you had lumps on your testicles?.......
Do you have any trouble with impotence?...

Date of last mammogram

Yes No
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When was your last menstrual period (first day)?

How long do you flow heavily?

How man pads do you use per period?

How man full term pregnancies (9 months) have you had?
How many miscarriages?

How many premature babies?

How man living children?

Have you had an abortion(s) (Number)

How long was your last labor?

How large was your biggest baby (pounds)?

How small was your smallest baby?

Do you feel that you have sexual probiems?
Do you do monthly self breast exam?

Reviewed:

M.D.



ADDITIONAL HISTORY

LIST OTHER THINGS ABOUT YOUR HEALTH YOU WISH THE DOCTOR TO KNOW.




