Medical History

Name_____________________________

Date of Birth_______________________

Current Medical Problems


Active Medical Problems


Date of Onset

Problem or Diagnosis


___________

________________________________________________________________________


___________

________________________________________________________________________


Current Medications


Start Date
Medication & Dosage


Start Date
Medication & Dosage


________
_____________________________
________
____________________________


________
_____________________________
________
____________________________


________
_____________________________
________
____________________________


________
_____________________________
________
____________________________


Blood Transfusion: Year of Transfusions __________


Drug Allergies


Drug






Reaction








____________________________________________
__________________________________________



____________________________________________
__________________________________________


____________________________________________
__________________________________________


____________________________________________
__________________________________________

Past Medical History


Operations & Overnight Hospitalizations


Date

Operation or Reason in Hospital


Hospital


Doctor


___________
_______________________________________
___________________
______________


___________
_______________________________________
___________________
______________


___________
_______________________________________
___________________
______________


___________
_______________________________________
___________________
______________


___________
_______________________________________
___________________
______________

Illnesses


If you have been diagnosed by a doctor with any of the following illnesses fill in the approximate date of diagnosis.



High Blood Pressure_____________
Pneumonia_______________
Rheumatoid Arthritis___________


Diabetes_______________________
Tuberculosis______________
Rheumatic Fever______________


Heart Attack___________________
Asthma__________________
Bleeding Disorder_____________


Angina________________________
Hepatitis_________________
AIDS or HIV Pos______________


Heart Failure___________________
Pancreatitis_______________
Depression___________________


Heart Murmur__________________
Gallstones________________
Anxiety______________________


Seizures or Epilepsy_____________
Peptic Ulcers______________
Chronic Headaches_____________


Stroke________________________
Irritable Bowel Syndrome____
Seasonal Allergies/Hay fever_____


TIA__________________________
Kidney Stones_____________
Pheripheral Vascular Disease_____


Thyroid Disorder_______________
Prostate Disorder___________
Recovering Alcoholic___________


Hypothyroid___________________
Gout_____________________
Other________________________


Hyperthyroid__________________

Osteoarthritis______________
Other________________________

Immunizations: List date of last immunization


Tetanus_______________ 
Pneumonia_______________
Hepatitis_________________

Review of Systems: Circle any that have been a significant problem.

Eye Disease, Injury, Impaired Sight... N   Y       Chest Pain or Pressure…...N  Y      Colitis or Other Bowel Problems..,,,,.N  Y

Ear Disease,Injury, Impaired………...N  Y        Coughing or Spitting Bld..N  Y       Hemorrhoids or Bld in Stool……… N  Y

Nose, Sinus, Mouth, Throat………….N  Y        Night Sweats……………..N  Y      Constipation or Diarrhea…………...N  Y 

Fainting Spells……………………….N  Y
     Shortness of Breath………N  Y      Use Cocaine,Marijuana,etc…………N  Y

Loss of Consciousness………………N  Y         Palpitations/Fluttering…...N  Y       Use Anabolic Steroids……………...N  Y

Convulsions………………………….N  Y        Swelling of Hands/Feet…..N  Y      Women only: Menstrual History

Paralysis……………………………..N  Y        Varicose Veins…………...N  Y       Age at onset_______Days/Cycle______

Dizziness…………………………….N  Y        Extreme Tiredness……….N  Y       Pregnancies: # Total____# Alive______

Frequent or Severe Headaches………N  Y        Difficulty Urinating………N  Y      # Miscarriages_____# Abortions______

Depression or Anxiety…………….…N  Y        Excessive Thirst………….N  Y      Age at Menopause__________________

Enlarged Glands……………………..N  Y        Acid Stomach or HeartburnN  Y      Years on Birth Control_______________

Skin Problems……………………….N  Y        Hiatal Hernia……………...N  Y      Years on Estrogen__________________

Chronic or Frequent Cough…………N  Y         Yellow Jaundice…………..N  Y      Current Birth Control_______________

Social History

Married______Single______Separated______Widowed______Divorced_______# of past marriages___________________

Children: # Boys__________# Girls___________All in good health ? ____________________________________________

Tobacco: Cigarettes____________Packs per Day_______________# years smoking_________________________________


 Other________________________________Amount_________________________________________________

Street Drugs:___________________Type______________________Freguency

Alcohol: Daily_____Weekends only_____Socially______Rarely_____Never_____

Number of beers, glasses of wine, or drinks per day_____________Week_________________________________________

Caffeine: ( Tea, Coffee, Pop ) amount of cups per day_________________________________________________________

Employment: Current occupation__________________________________________________________________________


         Spouse occupation__________________________________________________________________________

Education: Years of grade school________High school________College________Post Grad__________


    Other_______________________________________________________________________________________

Religion of preference__________________________________________________________________________________

Military experience: Branch & years_______________________________________________________________________

Home; House________Apartment___________Condo___________

Family History



Father    Mother    Father’s    Mother’s    Siblings                                                Father    Mother    Father’s    Mother’s    Siblings




           Parents      Parents                                                                                                  Parents     Parents

High Bld  Pressure___      ___      ___        ___         ___        Ovarian Cancer           ___     ___       ___       ___       ___  

Diabetes
               ___      ___      ___        ___         ___        Cervical Cancer          ___     ___       ___       ___         ___

Heart Attack         ___      ___      ___        ___         ___        Glaucoma                    ___     ___       ___       ___         ___

Stroke                   ___      ___      ___        ___         ___        Alcoholism                  ___     ___       ___       ___         ___

Colon Cancer       ___      ___      ___         ___         ___        Depression                  ___     ___       ___       ___         ___

Breast Cancer       ___      ___      ___         ___         ___       

Prostate Cancer    ___      ___      ___         ___         ___    

Father:
Age ( if alive ) ___________ Other Medical Problems__________________________________________________


Age ( when died ) ________  Cause of Death ________________________________________________________

Mother:
Age ( if alive ) ___________ Other Medical Problems _________________________________________________


Age ( when died ) ________  Cause of Death ________________________________________________________

Brothers: Ages & Other Medical Problems __________________________________________________________________

____________________________________________________________________________________________________

Sisters: Ages & Other Medical Problems ___________________________________________________________________

____________________________________________________________________________________________________
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