Name

Family Medicine Adult Health History
Appointment date

Age Birthdate

What is the reason for today’s visit? (Please list all your concerns.)

MEDICAL HISTORY - Please mark (X) conditions that you have currently or have had in the past.

Neurologic:
¢ Headaches/Migraine
¢ Seizures
Eyes/Ears:
¢ Cataracts
Glaucoma
Macular Degeneration
Glasses or Contacts
Other Eye Problems
Hearing Difficulty
Skin & Allergies:
¢ Acne
¢ Chronic Rash
¢ Allergies/Hay Fever
¢ Hives
Lungs:
¢ Sleep Apnea
¢ Asthma
¢ Bronchitis/Pneumonia
¢ Emphysema or COPD
Cardiovascular:
¢ High Cholesterol

Last Cholesterol
¢ High Blood Pressure
¢ Stroke
¢ Heart Disease/Heart Attack
¢ Heart Murmur
Hematologic:
¢ Anemia
¢ Blood Clot
¢ Blood Transfusion (Year )

SO

Gastrointestinal: Have you ever had a sexual

¢ Bowel Disease relationship?

¢ Liver Disease Are you currently in a sexual

¢ Stomach Ulcers/Acid Reflux relationship?

¢ Constipation Have your partners been:

0 Diarrhea ¢ Male 0 Female ¢ Both
Endocrine: Number of sexual partners in the last
0 Diabetes year?

¢ Thyroid Disease Women Only:

¢ Currently Pregnant

¢ Previous Abnormal Pap Smear
¢ Menstrual Problems

Last Period:

O Genetic Disease

General:
¢ Weight Problems
Muscle/Joint Disease

Last Pap Smear:

Last Mammogram:

¢
¢ Osteoporosis
¢ Insomnia

¢

Cancer (Type ) Last Bone Density: .
. Number of Pregnancies:
Mental Health: Number of Children:
¢ Alcohol or Drug D d :
cohol or Drug Dependency Men Only:

¢ Depression
¢ Suicide Attempt
¢ Psychiatric Care

{0 Prostate Disease
¢ Erectile Problem/Impotence

0 Anxiety Disorder Last PSA
Genito-Urinary:
0 Kidney/Bladder Discase Other Medical Problems:

¢ Incontinence (Leaking of urine)

¢ Difficulty with urination

Infectious:

O Tuberculosis

O Hepatitis

¢ HIV/AIDS

¢ Sexually Transmitted Disease

MAJOR ILLNESS/SURGERY - Please list any hospitalizations and/or surgeries you have had.

Date

Reason for Hospitalization or Surgery

Date Reason for Hospitalization or Surgery

(Over)




IMMUNIZATION HISTORY
Date of last Tetanus Last Flu Shot
Other Immunizations?

MEDICATIONS - Please list your current medications

Do you use any drugs, supplements or herbs not prescribed by a physician?

ALLERGIES - Please list any drug or severe food allergies.

FAMILY HISTORY ¢ I’m adopted and do not know my family health history?

Deceased? | Age | Health problems?

Father

Mother

Brother(s)

Sister(s)

Other Relatives
(grandparents, aunt/uncle,
etc.)

SOCIAL HISTORY - Please provide us with some information about you, so we can provide you with better care.

Marital Status: ¢ Single 0 Married (year married ) ODivorced O Widowed ¢ Other
With whom do you live? (spouse, children, parent, others)
Who or what are your biggest sources of stress?

Who or what are your biggest sources of support?

What is your occupation? How much alcohol do you drink?
What are your hobbies? Do you smoke or chew tobacco?
In your work or hobbies do you... Have you tried drugs (marijuana, cocaine, etc)?
have exposure to hazardous substances? If yes, when was last use?
do any heavy lifting? Have you ever been assaulted or abused?
perform any repetitive activities? Do you feel safe at home?
What is your religion? Do you have a smoke detector in the home?
Do you exercise regularly? Do you wear your seatbelt?
Do you have a Living Will? 0 Yes ¢No
Do you have a Durable Power of Attorney for Medical Decisions? 0Yes ¢No
If yes, please provide their name and contact information:
Name: Relationship:
Phone #: Address:

Person completing form:
Patient signature:
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