FAMILY HISTORY If any blood relative has suffered any of the following, please indicate which rdative.

@ULLER @RIMARYQARE

Pleasefill out this medica history form and bring it with you to your physical exam.

S —

OAllergy OEpilepsy OHypertension OSroke
OArthritis OGlaucoma OKidney Disease OTuberculosis
O Cancer. OGout OM entd Illness OOther (specify)
ODiabetes OHeart Attack OMigraine

PAST HISTORY

Date

Sanificant Iliness or Operation

Dae

Sanificant lliness or Operation

IMMUNIZATION (approx. date of last inj.)

CURRENT MEDS

DRUG ALLERGY

ODiphtheria

OTetanus

OFlu

OPneumovax

MAIN PROBLEMS 1)

2)

3)

MEDICAL HISTORY (circle the boxfor current problems, check the box and give your approx. age for past symptoms or diseases)

ODecreased hearing

ORinging in ear

OEar infections - frequent

ODizzy spells

OFailing vision

CODouble or blurred vision

OEye pain

OEye Infections - frequent

OHayfever / allergies

OHoarseness - prolonged

OPneumonia/ pleurisy

OBronchitis / chronic cough

OAsthma/ wheezing

OShortness of breath
OOn Exertion [OLying flat

OChest Pain

OHigh blood pressure

OPalpitations

Olrregular Pulse

OSwollen ankles

OFainting spells

OLeg pain when walking

OVaricose veins / phlebitis

OLoss of appetite - recent

ODifficulty swallowing

Oindigestion or heartburn

OPersistent nausea/ vomiting

OPeptic ulcers

OAbdominal pain -chronic

OChange in bowel hapits - recent
ODiarrhea OConstipation

ODiverticulosis

OBloody or tarry stools

OHemorrhoids

OGall bladder trouble

OJaundice/ hepatitis

OHernia

OUrine infections - frequent

OPainful urination

OBloodin urine

OOvernight urination - more than 2

OControl in urination

ODecrease inforce of urination

OKidney stones

OVenereal disease

OUrethral discharge

OChronic fatigue

OWeight loss - frequent

OAnemia [OBruise easily
OCancer

ODiabetes

OThyroid disease
OConvulsions / Seizures
OOStroke

OTremor / hands shaking
OOMuscle Weakness
CONumbness / tingling sensations
COHeadaches - frequent
OArthritis / rheumatism
OBack pain - recurrent
OBone fracture/ joint injury
OGout

OFoot pain OCold numb feet
ORashes OEczema
OPsoriasis OHives
OSleeping - difficulty
ONervousness  [ODepression

OMemoryloss
OMoodiness - excessive
OPhobias

OMental illness
OChickenpox  OPolio

COMeasles OGerman measles
ORhumatic  OScarlet fever
OMumps OTuberculosis
OAlcohol __ drinks per week
OSmoking cigarettes per day
ODrug use/ abuse type
OCoffee/tea ____ cups per day
Females - Menstrual History
Age of onset OReg. Olrreg.

Flow. OHeavy COMedium OLight
OPain/ cramps with menstrual flow
Days of flow
Length of cycle
OPain/ bleeding after sex
Number of pregnancies
Number of live births
Number of miscarriages
Birth control method
B.C. pill name
OFlushing / menopausal symptoms
Other symptoms or diseases:

SYNPOSIS

(Do NOT writein the space bel ow)

A:

Signature:;




