MEDICAL AND FAMILY HISTORY (Check if abnormal):





PERSONAL
FAMILY



PERSONAL
FAMILY

Headaches / Migraines

       (

      (

Kidney disease 

       (

      (
Heart disease (MVP-RHD)
       (                         (

Urinary tract infections
       (

      (
Respiratory disease / Asthma
       (

      (

Osteoporosis

       (

      (
Jaundice / Hepatitis

       (

      (

Diverticulosis

       (

      (
Hiatal hernia / Peptic ulcer

       (

      (

Arthritis


       (

      (
Irritable bowel syndrome

       (

      (

Diabetes


       (

      (
Anemia / Blood disorder

       (
  
      (

Phlebitis


       (

      (
Epilepsy / Neuro disease

       (

      (

Skin disease

       (

      (
Thyroid disease


       (

      (

Hypertension

       (

      (
Gallbladder disease

       (

      (

Tuberculosis
                     (

      (      STD (Please circle)

       (

     

Cancer


       (

      (   
      

Chlamydia, Gonorrhea, Herpes, Syphillis, HIV


Breast, Uterine, Colon, Other_________________

PLEASE LIST ALL MEDICATIONS & DOSAGE:
OPERATIONS (Type and year):

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

_______________________  ________________________
_________________________________________
________

ALLERGIES: 

_____________________

SOCIAL HISTORY:
( Married      ( Single    ( Divorced

____________________
_____________________

Cigarettes
( No
( Yes
_____Packs per day

____________________
_____________________

Alcohol

( No
( Yes
_____Drinks per day

____________________
_____________________

Social Drugs
( No
( Yes
______________________

PLEASE CHECK IF POSITIVE:

SYSTEMIC:


EYE


ENDOCRINE

GENITOURINARY

( Fatigue



( Loss of vision

( Hot flash

( Blood in urine
( Frequency

( Weight loss/gain


( Spots in eyes

( Hair growth

( Hesitancy
( Incontinence

( Hair – excessive dry or oily

( Tunnel vision

( Breast lump/pain

( Night voiding
( Painful urination

( Change in sleep pattern

LYMPHATIC

( Nipple discharge

( Itching 

( Burning

HEAD AND NECK

( Enlargement or pain
GASTROINTESTINAL
( Odor

( Pelvic Pain

( Headaches
( Fainting
     of lymph nodes

( Nausea   ( Vomiting
( Abnormal vaginal bleeding

( Dizziness
( Hearing loss
RESPIRATORY

( Diarrhea ( Constipation
( Vaginal discharge or dryness

( Ringing in ears
( Change in voice
( Shortness of breath
( Abdominal pain 

( Irregular menstrual bleeding

PSYCHIATRIC


( Wheezing

( Change in bowel habit
SKIN

( Depression


( Cough


( Blood in stool

( Excessive dry/oily

( PMS



CARDIAC

( Black tarry stool

( Change in moles( Easy bruising

( Schizophrenia
 

( Palpitations, rapid or
NERVOUS SYSTEM
MUSCULOSKELETAL


( Obsessive/Compulsive

     irregular heartbeat
( Numbness

( Pain

( Weakness

     disorder


( Leg pain w/ walking
( Muscle weakness

( Swelling
( Muscle cramping  

What is the nature of today’s visit?  (Please check one): _____  Annual wellness exam  ______ Other

Due to insurance guidelines, we will not be able to treat any problems at the time of your annual exam.  If you are experiencing problems and are here for your annual exam, you will be asked to schedule another appointment for either the annual exam or the problem as only one will be addressed today.

___________________________________

______________________

Signature





Today’s Date
