Amummmenms, LLC

ariun B, I Demeane. MO.. - Medical History Date
Name Age Sirthcate
Address Sex (O MaleD Female
Home Phone __
___ Work Phone
QOcoupation Emergency Contacl
Pnone
O Single 2 Married 3 Divorcad O Widowed (3 Saeparated
If maried, spouse’s name
‘Chidfon's namee and ages
Allergies to idedications, X-Ray Dyes, or Other Substances MNo (I Yes

(If yes, plsase ist name of madicine end type vl reaction)

Past Medical History and Review of Systems
Please check off if you have had any probiems with or are pressiily axperiencing any of the Tolowing:

O High Blood Pressure [ Bronchitis O Change In bowel hutits O Arthritie
(O Diabeies O Pneumoeia O Unexplainad weight O Low back problems
(3 Canner 0 Persigient cough gainfloss O Skin diseases
) Heart Disease aTe. 0 Hemorhaide (7 Blood disorders
O3 Chast pain/chest OJ Hay Faver 1 Gall Bladder dissase 0 Vansreal dissases
tightnass {7 Abdominal discomfort 1 Colitis 3 Anxisty
) Sharinece of breath 3 Indigestion 1 Hepatisis or jaundice 1 Depression
O Swollen ankies [ Nausca 1 Thyroid dsease 1 Anemia
3 Palpitations 3 Vomiting  Head or neck radiation ) Alcchol Abuse
3 Lighthcadedness 3 Conatipatien M Headache [ Crug Abuse
7J Frequent urnation {1 Diarthea O Kidnay dissasa 3 Gout
1 Aheumalic Fever 3 Biood in slool O Kidney stones ¥ impolence or Eractile
0 Asihme 0 Ulcers 0 Difficulty urinating Dysfunciion
0 Difficuthy Sleeping 0 Other
Gynecologic and Obstetric History
Age at onsat of periocs Frequency. Length of Periods -
Pregnancies . Bitns, Miscarringes __
| Prolonged i O No O Yes (Please deweribe) —
tggmgg do&::en B s ONe O VYes (Pleasa damdbo;,_ e =3 ———
Psivic Pamn O Ne O Yss (Pleass describs)
Annormal discharge M No [JYes (Please dascribe)
History of abnomnal Pap emaar CINo (1Yes (Please describe)

Tris information is for use by your phyéicianasparldyouconﬂdﬂma!medicalreoord.
Please continue ¢n the next page



Medical History Name Data

[ Please List and Supply the Dates of:
rations

{ Ons
| Hospitlizations othar than for surgery
Immunization history-have you had: Pneumovax mmunization? O Ne T Yes When
Hepaiilis B? O No 0 Yee When? Flu immurization? O No O Yes Whan?
Othar? O No O Yes When? Tetanus immunization? O No T Yes When?
| When was your last:
Pap Smear? & Ereast Cxam?. _ Stoal check or blood?
: tAammogram? Cholesterol check? Prosiiseam? - - -
Family History Has any member of your family (induding parents, grandparents, and siblings) ever had the ‘ollowing?
[iness Which family members? Ags when diagnosed
Cancer (describe lype) —
Hypertension (high blood pressura) —
Heart Diseass
Diabaies
Stokes 2
Mental disease (anxiety, depression, x
ieto.) £ S =
* Drug or gleohot addiction
Giaucoma P
Blsading dasases
Other i S
Medications (Prescription, Over-the-Counter, Vitamins, Herbs, etc.)
Orug Name Dose Dnig Name Dosa Drug Name Nosa
|
| Prevention
: Do you wear seat befts? OvYesONo I no, why not?
| Do you waar a bike halmat? OYssONo ONA
Do you exercise requiary? OYesidNo | yes, type, duration und nurnber of times pes
wesk? .
Do you smoke? T Yas O No  If yas, how many packs pér day?
Do you drink alcoholic bevarages? 3 Yezs O No If yas, how much por week?
Do you drink coflee? 3 Yas O No if yus, how many cups perday?
Do you drink tea? M YasMNo  If yes, how many cups par day? 1 a
It Ihere is & gun in your hame, do you kaep it OYesONo ONA
unloaded and ous of children's reach?

De you use drugs? (marljuana, cocaine, crack, etc.) QYesONo | yes, explain:
Have you ever angaged in any activity which has OYesONo It yas, explain:
put you at risk of gelling AIDS?

! Dc you wisn to ba tested for AIDS? J Yes O No

Have you ever workad with chemicais, paints, D YesONo I yes, explai:
asbestos, or othar hazardous malerials?

Are you in & relafiorshp in which you have been 0 Yes (O No
physically hurt (e.g., slapped, kicked, punchied,
bruised) Oy your pariner?

Do you aver feel afraid of your parner? OYesONe ONA

Da you havwe a ving will*? 1 Yas O Ne

Do you have & donor card? 1 Yes O Ne

ethod of birth cantrol? s

Th= informafion = for use by your physician aa part of vour eonfidential madical rasord.



