
HEALTH HISTORY 
(Confidential) 

Name Today's Date 

Age Birthdate Date of last physical examination 

What Is your reason for visit? 

SYMPTOMS Check (V"') symptoms you ourmnUy have or have had in the past year. 

.GAS1'ROIN1'E8TI GENERAL EYE, EAR, NOSE, 1'HROAT lIEN only 
o CtlIIIa o Appetite poor o Bleeding gums o 8t'888I1ump 
o Depreselon o Bloating o Blurred vf8Ion o Erection difficulties 
o DIzzlrl888 o Bowel ch8ngea OCrossed~ o ~ in teeticIe8 
o Fainting o Conatipation o DIffIculty awaJIowIng o PenIs dischaIge 
o Fever ODianhea o Double vIalon OSoreonpenia 
o Forgetfulness o ExcessIve hunger o Earache OOlher
 
OHeadache o EXC888Ive Ihlrst o Ear discharge WOMEN only
 
OLoaof8le8p OGes o Hay f8ver o AbnonnaI Pap smear
 
o Loa of weight o Hemonhold8 o HolIraenees o BleedIng between periods
 
O~ o IndIgesIIon o Loa of hearing o Br88at lump
 
ONl.mbne8s ONaueea o NoeebIeede o Extreme mensIrU8I pain
 
OSweat8 o RectaJ bleeding o Per8iBtenI cough o Hot ft88hee
 

IlUSCLElJOINTIBONE o Stomach pain o Ringing In ears o NIpple dI8charge
 
PIIn, ...... IllIIIlbnMI In: DVornlllng o SlnuI problems
 o Painful imeroourse o Arms OH/p8 o Vomiting blood o VIIIon - FIuhes o Vaginal dI8chaJgeo Back o Legs CARDIOVASCULAR o VIIIon - Halos OOlher o Feet DNec:k OCheltpaln SKIN Date ofl88tOHenda OShol*ters o HIgh blood ~f8 o BNi8e 888IIy menstrual period
 

GI!NI1O-URINARY o Irregular heart beat OH1ve8 DateoflUt
 o Blood In wtne o Low blood pN88Uf8 Ohchlng Pap Smear. 
o Fntquent urtneIon o Poor clftUation o Change In moIee Hawyouhed
o Lack of bladder conImI o RapId ho8rt beat DRalIh a mernmognun? 

o PIinfd urin8Iion o SweIIng of ..... Oscar. Are you pN\JNIftt?
 
Dvartcoee... o Sore Ihat won't heal NurNler of cI'lIldr8rL

CONDITION Check (V"') aondltion8 you have or have had In the put. 

o AIDS o ChemIcal Depelld8ncy o HIgh ChoIe8f8nJI o Prostate Pn:Iblem
 
OAlcahol8m o ChIckIn Pox o HIV POIlIMt o PaychI8tItc care
 
o AnemIa DDiab.... o I<Idney DiIeue o Rheumatic Fever
 

OAnorexia o Emphysema o LIver DiIeue o SCartet Fever
 

o AppendIcIIIe o EpiIepay DMea1e8 DS1rvke 
o ArIhritis o Glaucoma o MIgraIne lleedaches D SuIcIde AIt8mpt 

o Asthma OGofter o MI8canlage D Thyn:IId ProbIem8 
o BleedIng DIeorder8 o GoIlOf1hea o MononucIeoeIa o TonalIlIlIe 
OBreutLump o Gout o Multiple SCIeroII8 D TubeR:uIoeI8 
o 8n:JnchItIs o Heart Disee8e DMumpe o Typhoid Fever
 

Olk*nla DHepatltis OPacernaker DUlce...
 
Deancer OHemia o Pneu'nonla o VegInallnfectlona
 

Oeataracts DHerpes o Polo o Venental DI8eeIe
 

ALLERGIES To medications or SUbStancE .MEDICATIONS List medications you lIftl oummtly taking. 

Heme PhaM 
El5210 pthx 111407 TO REORCER INHEALTH RECORDS SYSTEMS (6001477-7374 OR IN ATL,ANTA(770} 396-4994 



(All information is strictly confidential) 

FAMILY HISTORY Rllin health inforrretion about your family. 

VOU ........ blood .........? Dyes DNo
 

RelaUon Age State of 
Health 

Age lit 
Death 

cause of Deeth Check V) If, your blood rell1t1yes had any of the following: 
Disease Relationship to you 

Father ArthrtII8, Gout 

Mother StrokM 

Brothers Cancer 

ChemIcal Dependeney 

DIatJ .... 

HeeIt DIIeue 
Sisters I'Igh Blood PNaure 

I<Icfney DiIeue 

Tuben::uIoIi8 

Other 

HOSPITALIZATIONS ..TMltjlUKT 
Year Hospital Reason for HoepitaJization and Outcome. Y:"Of ~Of Complications If My 

HEALTH HABITS Check (\1') which 
8UbIt8nces you use lUId delcrlbe 
bO much you u•• 

c.IIIne 

TClbecco ....
If yes, pleaee gIv8 appn»drnaI8 dat88 DnIga 

AlcoholDATE 0U1C0IE 

Other 

8ERIOU81LUE8811NJURES 

nI"'~ '. ril ,.. -
Check (0/) If your work upoaes you 
to the following. 

Str888 

Hazardous Subetances 

Heevy LJIIIng 

Other 
your occupaIIon: 

Icertify that the above infonnatIon 18 comICt to the belt 01 my kncMt8dge. IwiI noI hold my doctor or any membera 01 hI8Iher staff 
r8lIPClIlIibIe for 8IJ'I8ITOI'8 or omI.lIane that I may have med8ln the compIetioll 01 this form. 

Date 



Patient Name: Birth Date: _ 

COMMUNICATION NEEDS: 

language if other than English: _ 

PATIENT EDUCATION ASSESSMENT: 

How do you best leam? Verbal Written _ Demonstration
Other: _ 

PATIENT RIGHTS: 

Is there anything we need to know about your religion or culture in order to care 
tor you? Y N 
If yes, explain: _ 

ADVANCE DIRECTIVES: 

Do you have an Advance Directive: y N 

If Yes, do you have: 
Living Will Y N 
Durable Power Attorney for Healthcare Y N 
Directive for Final Healthcare Y N 

Who is designated to make decisions for you in the event
 
you are unable to make them for yourself? _
 

If you have an Advance Directive, please bring us a copy for your chart. 

SIGNATURE: _~ ~ DATE: _ 


