
Name: Dale o f Birt h: Date : 

Please list any med ical problems I diseases you have : 

Please list all medications , herbals and vitamins you are taking: 
Name Dose I Strength How often do you lake 

I 

I 

I 
I , 

i 

I-
, 
I 

I 

! 

Please list all allergies : 
~ .t\I I~r:r.. g C ....:t-=.o..:.. - --- - - - --r-- Re action ---,'LI-=. : 

I-- - - - - -- - - - -- - - - - -j - - - - - - - - - - -- -J 



Name: ____ Date o f Bi rth: _ Date: - - - - -_. 

FAMILY HISTORY 
Plea se list a ll family mem ers inc luding mother, father , sis te rs , brothe rs . 

DCheck here if adopted 

F I M ber d Parnuv em Name Me ical roblemsl Diaqnosis Aqe Deceased 

Mother 

Fa ther 
...

SURGICAL HISTORY 
Please list a ll surge ries or procedures you have had. 

Type of Surgic al Proc edure or Reason for surgery or 
Dale Hospitalization Hospitaliza tion Hospital Name of Surgeon , 

I .-
I 

I , 

-

lis t all other sp ecialis ts you are curren tly seeing : 

I 



SOCIAL HISTORY
 

Name: Date of Birth:--- - - - - -_._ - - - - - - - - - - --
Birthplace: Level of education completed: _ _ _ .. 
What you do for work: _ 
Marital Status 
Current status: 0 Divorced 0 rl\arried 0 Single 0 Widowed 
Do you live alone: 0 Yes 0 No 
Previously widowed: 0 Yes 0 No Previously divorced : 0 Yes n No 
Children 
DYes 0 No
 
Number of sons: _ Number of daughters: _
 
Tobacco 
Are you a smoker: 0 Yes 0 No 0 Former Passive smoker exposure: 0 Yes 0 No 
Type: Packs/day _ 
Years smoked: Year QUit: Ever tried to quit: 0 Yes 0 No 
Caffeine 
Do you drink caffeine: 0 Yes 0 No 
Type: 0 Chocolate 0 Coffee 0 Soda 0 Tablets 0 Tea 
Alcohol 
Do you drink alcohol: 0 Yes 0 No 0 Formerly 0 Year QUit: _ .... _ _
 
Type: 0 Beer 0 Hard Liquor [I Wine
 
Frequency: Amcunt: Last drink: _
 
Lifestyle 
Activity level: 0 Sedentary 0 Moderate 0 Vigorous 
Health club member: 0 Now C Previously 0 Never 
Type of exercise: 

--._.._...._ _.._ - - - - - - - - - - - - - - - - - - - - - - -
Exercise Frequency: Hours/week: _ 
Hobbies/Activities: 

Specific type of diet: 0 Low fat 0 Low carb 0 Diabetic 0 Weight watchers 
Animals in the home 0 Yes 0 No Type: _ 
Are you the one who cleans up after the animal : 0 Yes 0 No 
Recent Travel 
Any recent travel out of the state 0 Yes 0 No Where: _
 
Any recent travel out of the country 0 Yes 0 No Where : _
 
Safety 
Are there smoke detectors in the home? 0 Yes 0 No 
Are there carbon monoxide detectors in the home! 0 Yes 0 No 
I s there radon in the home? 0 Yes 0 No 
Do you have firearms in the home! 0 Yes 0 No 
Do you wear a seatbelt? 0 Yes :=J No 
Advanced Directives in Place 
Mark the advanced directives that you currently have in place: 
o None 0 DNR 0 liV ing Will [-:J Durable Power of Attorney 0 HC Proxy 
Do you agree to a transfusion? 0 Yes 0 No 



- - -

-------

HEALTH MAINTENANCE 

Please fill in the date of your most recent health maintenance event (if appli cable) : 

Event Date of Last 

IEye exam I 
,Skin exam I I
IMammograml Breast ~---+-1----------1 

[Pap-smear 
PSAI Prostate exam 

IRectal exam/ _S_to_ol_c_ardsl FOBT 
!Bone Density 

...

I 

I 
I 

I 

I 
I 

Vaccine/Immunization Date of Last

[Tetanus (Td) . _ 
!Pneumonia vaccine I 
;Flu vaccine I 

Hepatitis A vaccine I 
Hepatitis 8 vaccine
ITBI PP0 (Tuberc-u-Io-s-j-sscrn-e-n-in-g-)----i-j--------------i 

MMR (Measles, Mumps & Rubella) _ 
Zostavax 

Infectious Disease History 
Do you have any history of blood/ blood product transfusion? If so, when and for what 
reason? 

Do you have any history of tick bites, Lyme disease or Rocky Mountain Spotted Fever; 
If so, please explain: 

Have you ever had a posit ive PPD test (Tuberculosis screeni ng)! If so, what happened 
as a result of that positive test! 

._-_ _- - .•._--_ _----

Any concern for possible HIV infe ction; If so, please explain : 



REVIEW OF SYSTEMS
 

Have you experienced any of the following symptoms in the past month')
 

CONSTITUTIONAL---_ .- -,-- --.--
_~!~0 t y chanE\: No Yes 

: Chi lls I No Yes- - - - -_ •..--.- 
i Decreas ec ~PRe t i te No Yes 
I Fatisuc No I Yes 
I Fever - - No I Ye;- 
~_ i~1 somn i a. ___ _ -_:-N-o I Y-e-s 

lrr itabilitL_ __ _ __ -: No I Y<.:s I 
~ ..:\!1 a l a ~sef feeling unw e. ~~ I .l:.~._y es ~ 

:~tg~~r~:T~: I~ess - ·· ·--_ _ ~t ~-~- I 
Weakness No Y~
 
LWe i gh l ~in -_ 'No~ Yes .
 

Wei ht loss . No y~j
 

HEENT 
r ..- -- - - Il:I::T - ~ 

l _ t~ e a dach e _----~ I . 0 tYY- '.~- ~ I~ eess
IJ ,y_e burnin.g	 _ 0_	 , 'I 

[ Double vision No Yes , 
.J:)'~_9J.!'ch a rge/ draina ..!: _ NoJ . Yes I 
~"y'e dr)'ne s~__ )\0 I Yes 
r £,o reign bo d.L~e n s.ati ~n llo.I_ y~ 
. Eye itching No Yes 

Rap id eye movements ._ U~,J o I~~
 
, Eye pain ~o I Yes J
 
S e ns i t iv i~Y--!9J.i~t_ No Yes ·
 
t. 'e redness No Yes . 

_Visual halloes_orJ?lin d SPO(.:'--! No Yes 
2.Eots/ fl oaters No Yes 
Tearins INo Yes 

G lasses l\;o '-Ye,,-
C ontact;-- - - - -'N~ 'Ye-S

&_- ..- 
Visual Loss	 1\0 Yes 

HEENT continued . .. 

I Ril.~ LcaI k eraLOto~y ! ~ I Y ~~ 
~	 !2~ ! ), o I Yes 

I.ast eye exam 
rar di sc..b_a .~.~ ~ l) Yl:S 

Cerumen.' ear wax - - - l :-\~) : y~ s .
 
Lar fullness Yes
"'0 . - - - - --- ---1- - - -
Hearin g~_ ..- --- - I '\ '> j_YYl.:': I
 

~ No ise exposure _ v -e~ 1
 
I r,a r 2?i r.!.._ _ _ _~o ' _Y~I
 

T innitus/ r in gin gin~be ears , .o LYes
 
'y cr~J.g? / dizziness ~ 1Y~~ .
 

No ' Y es 

i5.e~
No Yl:S 

'-No-' Yes I 
No Yes I; 

No I Ye
No_:_ y~ J 

-=--- -1 N o_ 



---

--- - --

THROAT A ND MO UTH VASCUL A R 

-_..
...~- - - - - 

Tast e chance ~o Yc ~ ~ '.:a l~ i n g in legs \\ hen wa lking \. 0 YL':'; 
_ - - "

V oice chanuc Y <:5 Blm'iilg of the hand:" Il:l' l '\0 Yes -=-'--'----'--'-' '" . 
("0 1d ~ores . ~o 

Oi fficu!!y swal lo w in!-\ '\, 0 

Hoarseness '\Jp _. - - 
I~l nl J"1 sens~ ti on No 

, Pain w hen sW:l l low lIl g N() 

\-£ 05t nasal drip_ _ I\ Q 

I~o n: longuc ' tongue lesions No 
t 

i Sore throat , No 
I - - - 
Cg~~ain i dentures/ pl a~s_ I No 

RESPIRATORY! THORAX 

,.B.ap id breath ing I o 

I Co~ gh I' N ~) 
I~cs l "p'u i n 'J) 

l-rcque ru respiratory i No 

J...n t e ~t i on s - - INo 
,So ll :: h i n~r bloot.! _ 

Known I'l::l ex osurc j 0 

PO S i t i \' e PPDi TB lc ~t ,l'l ) 
Pam w;rh be"" h;n. "st itch " ,",0 

Shor tness of breath No 
Wh.=:czi ng_ .._ 1'\0 ~ 

CARDIOVASCULAH 
C hest pain _ No 

Sho rtness o f breath at rest I No 
'S h (~rt n e s s of breath on exertion : Nu 
Slcc,e sj ll ~g ~!-~ 'l o-b~ c a ii~-c- "- -I No 
Shortn ess o f breath at night- Nu 

, ca use,; awakenina 
~~:..~I/_ ~~g ll.l' hands and lcu s 
~ i ghl~~ ~ I.~ j ~~ti£) ~ 
P..£lIpilations,' rapid heart bea t
 
Pa~ . ing....2..':!.t
 

Yes 1 I'lu shing or redness orh a ~ld s:_ teet , ' Cl Yes 
Yes ( 'ou l cxrrcmities \.;0 Yes 
Yes Swel ling2f h;!..nds, t~el or legs 'Jo ' Yes 
Yes Pain in ex tremi ties 1';0 Y es 

Yes I Il lce rs in leus. tee t and arms No Yes 
YeS ~ Varicose vei ns I ~o ' Y~ s-

Blood c lots ! Nu Yes 

~~~I 
GASTnOINTEST1NAI , 

Yes I I .'\ bdom inaI l11 a s~ J urow th I No Yes ' 

Y c:,; , Abdomina l pain .. . ! 1'0 . ,2' es 
Yes Altered bowel habits - chang e I 1\;0 Yes 
Yes fro m norma l 

i'.ot ,:uling or poor ap petite _ _ No Yes . - . --- 
Y S Black, ~1~)' s tou~ __ ~o Yes 
'I' cs I ~ tlloat in 31:!..d fedln g orfullness No Yes 
Yes , Bl ood in stoo l (l Yes 
Yes , Coustip_a...;,t-=i0...;.11'--_ _ 1'\0 Ycs 
Yes Diarrh ea j "' '2, Yes 
Yes I I D i frl l:t~1r l? r .Jla i ~ !l!l....swa l l ow i ng i '0 

I Fl atu~nce,g~s , 0 ''t'es i 

Yes I 

~. ~~ I
 
Y es- ,
Yes 

Yes 
Y <; 
- I 

Ye:-. 
Ye~ 

Jaund ice! yello w history )1' No Yes i 
.!l.era..1ills 

.~ ••..... 

ind i ge s l i~n' h c~bllrn , 0 Yes I 
I 

Jh row j.!],g~ blo0,9 !Nu Yes 
Nausea I 1'0 Yes 1 

~..ci g h !....! Qs:-, 'J o Yes 
Hemorr hoids !'.o Yc ...; . 
1{ t:c1al bleedin g ;--'0 Yes 
[{ d l u:\ o Yes 
\ »ni ting ' .0 Yes 



- - --- - - -

- -

GENITOURINAHY	 FEM ..\LEi WOi\lEN TO COi\-lPLETE 

l l<lck p~~ank ! side r uin o Yes Ag e of tirs: period
 

Change in ur ine: co lor. clo udy I ~ () Yes I .a st menst rual r~ !'i ()d
 

urine I Freq uency o l ' ~n""l1~ l r ua lcy<;l ~ s
 

~ l ll'llCnC-V to urinatc 1\0 Ycs ' Arc yo u f!..\, st-m cl1o uusal? i :\0 Yes 
• - - - _ .•.1'••- _ 

Decreased stream or low - '-No i Yes ~'(: y (~nn b ,? r l1l() n~s '! \< 0 I _Ye ~ 

urin ~utput. Have you previ ou sly used '\ ~) Yes 
Pain when urinat inu i ~(l Yes horm ones? - - _. .... 
Foul urine odor	 No Yes , I-lav~Y ll~ ~ver l\s e~ birth control ? Yes 

- - - - -	 I 

1	 J~ o Have vall ever had an abn orm al . Urinating rre~ u e n t ly _ Yes ] I Yes
 
No Yes Ifl~l P'?
~E:~g~ i l2-

Do Y..£>LI do s elJ'y r c~1~ ~ ~ a ms? I No Yes II Blood in urine N~ fVssI 
J ,	 I 

No Yes I Lack of libido	 i No_ ! ~£s ,Hesitancy or di fficulry r - -- 
I urinatina I Nipple dischar 'e '\Jo Yes
 I ! J 
I Urine leakage/ incontin ence No Yes I 8n:a~t lumps - '\1 0 Yes 

Pain with sexua l intercourse No I Yes 
Historv of uter ine fibroids 1\Jo Yes 

- _ ._-~ -'--

- ._ -,-	 Probl ems with i ~krtilil :' No Iy'; s 
, History of passing a kidney i I 0 I Yes I 

O v arian~y st s _	 "Jo YesISlO ne. 
S_e~uat dysfu nction	 ;'\1 0 Ye s l C rEI::.~):..!o urinate _ __ : No . Yes i 
V~ gin al_itching _	 "!o Yes I 

V ~ l!inal discharge	 No Yes 

MALEI MEN TO COMPUTE	 METABOLI C! ENDOCRINE- ..•_-. ---. -  ~ 

Are you circum ' iscd ? N ~ Yes ,- V0 icc ch a ~gcs - ] 1':0 I Yes - . .- ._- _.~ -	 ,
I~ rcc t i l e ain - r \' Y('s I , Cold intolerance- feeling,co ld No Yes 

-f)e-l1 i~d i sch ar ul: - TI\\· i Yes No Yes I ___ _ _ _ 3." - . -	 _ I I !..!£9 t lnl£J e ra n C2e~ r~~Ung_ hl2l 
i

Ul oo~)'our_ s..~r c ~m _ N" ~ ~s , r la ir loss No Yes 
~rotllm l te st iclll ~eain _ ,~l\! () j.res I Coarse hair I

I 

'\0 Y e~ 

Scrotum" testi cular mass I No Yes IAbnor mal glucose/blood s ligar No I Ye s 

H;'d ruc ~ld flu id around teste s.. ' ..!'J '!- iYe~ ! Itest s 
Abnormal fat di stribution I N\) Yes1 -listorLC2I!:!e_rQ~s_G ellil ;lli ~ . !"\) ._Y_e..s	 -_. . . ..- __-~•

Problem s with Iert ilitv N(, Yes I I _/\ bn (~ma l hair di.:s.!!i ,t>u~i on No Yes ,Have YO ~J eV~bc ~n -t; eatcd f'ur- ' N, ) Yes I (, h ro ~ ica lly o verwe ight I \! o Ye s -
a se :< u~.!J y~a n sm ltte~ dl ~~ ~ ~e '? I Q m 2,!1ically ~ n d e rwe i gb l ;..J o Yes 

-IDescrib.::_::Qur sexual function I C1iI Orall.:nI 3rg c:.nl ('n ~ No Ycs 
No rmal Da rkeni ng gt' skin \Jo Yes -
Decrease j	 t-li-;(.!-)ry o t g(\ul '\0 Yes 

L:-; css ivc perspiration ~() Yes 
1,\l.'ess ivl'_hung.:r ~o Y..:s 
l .xccssive thirst 1\,o Yes 
( ,e ncrali/ ed \\ caknc vs >.j() Yc-, 
( it:slal innal diabe tes '\u Yes -
Cro itcr 1\;" Yes 
Gyn eco mas tia. male breast 1\0 Yes 
enlargement 


I ,n \ \ :>li g~lr reacti on s :-': 0 Yes 
lncrease in s i71.' \)1' Icet ' hands '\0 I Yes I 



- - -

iV1lJSClJI.OSK£I,ETA L 
r	 -'-- ~

Back pa in--'2,cck. mid. low back _. 1':-0 .res j 
_n().n~L .ioi':.1.!.. s~c lli ng o.rr~ i!.:._ _ ~ ~o Yes 
Hands/ wrist . e lbow should er/ I No . Yes · 
hips/ feet / ankle swelling or 

. P~- - - 

_ JVl u sc l ~ £.a i f.l,:~_\Vea k l1_0s _ o Yes
 

HEMATOLOGIC 

Eas:~ i s i n g No ' Yes 
, I:asy bleedin g 1\0 1 Y': 5 , 

,H ist~lr y or b10 ~1 c1f2..1s _ _ I No j Yes
IAnemia or low blood count iNo'; Yes Ir ------ - .... .... 
~~vo ll~~~ node s. , _ __ ;I T\J _ ... . o i Ve_ ::. I. 

IMMUNOLOGIC 

IAs~n a- _ No ! Yl:S 

l .tI aL!.e 
, 

v e l~ _ .-i-No _ . Yes , 
Hives _ I ~) _y~s j 

t !\ 12~p_hyla )\.i ;- I No Yes 
I Contact dermatitis rashes/ No Yes : 
f_rnetaI, aIlerg)' I 
I lood allergi l:s - . FnIY_~s I 

1 -:-' B ce " .2 t j~ g ~lkrg~ . . .. . INo Yes 
I _lr~e s .~.a cti o f! JY.. l2 e, :_

DERMATOLOGIC rEnvironmenla l allerg ies: pollen. I No Yes 
- ---~ T~ \ I .p0 l lution 

I 

, /\ nima ls athom ~ - - - .'; 0 Yes r-~;~fact al!l:rgi es - - --d\ ~-' ~~: 1 . - _ ._-- 
1 l:1 ~o fc :< ce s siv e SUI1 exposure I_; ~o l Yes 1	 Animal s in the work place No I Yes 

Chern ical s in the horne i "Jo I Yes I 
~, ~':.C) uen l~~~~n Jec t i o n s . lc ] Yl:S - _._-- -

Jiair 102.5 _ J ~~ o J Yes _ IJ:.X ~~ , _tL~ : _ . 1
II ~ · h e rnic~ s in lJ.1e wo r~pl ac ~ 0.() Yl:S_ ,~V O ~~~ !:1 ~ facial hair . _ ! !'~ \) I y~~ I

1 _Nail changes (brittle) 1>40 • Yes ___ IFycs. typc..:.,.:__ 
I 

[C~_r:!.g~J,n skin color _ No l _Y~-:~ 
~ve re itchinc --=-j ~ TZ " Yes . )
 
Exces .s ~e S~;~l~lg ~ - _ , i'~ I y eo.;
 
~ns i.!J v i l )l l o J.i.g h~ ,0 ~_Y c s
 
R3sh ' Il I Yes
 
Sk in lesio ns: tags. moles . ":0 Yes
 

I freckles. birthmarks- - ......• 


