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our Name: Date of Birth: Chart #t
Please List your Allergles:’ Today's Date:
Do you have a historz gf: Do you smoke? Y N
S NO YES NO When did you start? Quit? When
High Blood Pressure [ O HeartDisease [1 [0
Heart Aftack 0 0 Stroke 0 0 glaet:? Check or List any Surgeries and their
Thyroid Disease O O Lung Disease O 0 .
Asthma O O Tuberculosis [ O __ Tonsillectomy
Stomach Ulcers  [] O Diabetes 0 O __ Hemia Repair
Digestive Disorders [] O Liver Disease [ 0 — Appendectomy
Kidney Disease L1 O Prostate Disease [] O - Eéﬁrgﬁ:ogw
' iz::l'le Disoader [ [0 Depresson [ QO __ Gall Bladt?err{?emoved
S O (M Cancer O (] __ Back/Spine Surgery
Family History: Have any close blood relatives had (please circle)
Heart Attacks High Blood Pressure High Cholesterol
C_olon Cancer Breast Cancer Other Cancer
Diabetes Emphysema Osteoporosis
" Depression

Please List Ali Medications you take:

~ Please check off any of the following symptoms or problems you have had:

GENERAL

__Chills .
__ Depression
__ Dizziness/Fainting

" __Forgetfulness
__Headache ‘
__Loss of sleep
__Loss of weight
__ Nervousness
__Numbness
__Sweals

_ MUSCLE / JOINT / BONE
“ Pain, weakness, numbness
in:

__Amms __Hips
_ Back __legs
__Feet __Neck
__Hands
" __Shoulders

BLADDER / URINARY
__Bloodin urine
__ Frequent urination
__Lack of bladder control

__ Painful urination

. __ Constipation

SKIN
__Buuise easily
__Hives
__ltching
__ Change in moles
__Rash

STOMACH / BOWELS
— Appetite poor
__ Bloating
__ Bowel changes
__ Diarthea
__ Dark Black Stools
__ Excessive thirst
__ Gas
__ Hemorthoids
__ Indigestion
__ Naysea
__ Rectal bleeding
__ Stomach pain
__ Vomiling
__ Vomiting blood

Areyouonadiet? Y N

Do you drink alcohol?Y N
(beeriwineffiquor)
<1iweek, 1-5iwk, >6iweek
Please Circle

HEART / LUNGS / CIRCULATION
__ Chest pain

__ Shoriness of Breath

__High blood pressure

__ Imegular heart beat

__Low blood pressure

__ Poor circutation

__ Rapid heart beat

__ Swelling of ankles

__Varicose veins

EYE, EAR, NOSE, THROAT

__Bleeding gums

___ Blurred vision
__Crossed eyes
__Difficuity swallowing
__ Double vision

__ Earache

__Ear discharge
__Hay fever
__Hoarseness
__ltchy or Red Eyes
__Loss of hearing
__Nosebleeds
__Persistent cough
__Ringing in ears

__ Sinus problems

__ Vision - Flashes/Halos

MEN only
__Breastlump -
__ Erection ditficulties
__Lumpin testicles
__Penis discharge
__Sore on penis

_ __Other

WOMEN only
__ Abnormal Pap Smear
__ Bleeding belween pericds
__Breast lump
__ Exireme menstrual pain
__Hot fiashes
__Nipple diischarge
__ Painful intercourse
__Vaginal discharge
__Other T

Date of last
menstrual period
Date of last
Pap Smear. -
Have you had
amammogram? Y N
Date of Last:
Areyoupregnant? Y N
Number of Pregnancies
Number of children
Did you breastfeed Y N
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