Name.

HEALTH HISTORY

(Confidential)

Age___________ _ Birthdate_._

What is your reason for visit?

Date of last physical examination_.

Today’s Date

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

GENERAL ‘GASTROINTESTINAL EYE, EAR, NOSE, THROAT MEN only
] Chits [ Appetite poor [ Biseding gums ] Breast lump
[ Depression [ Bioating [ Blurred vision [ Erection difficulties
[ Dizziness [J Bowei changes [ Crossed eyes O Lumg in testicles
[ Fainting {J Conatipation [ Ditficulty swallowing ] Penis discharge
[ Fever O Diarthea [J Double vision [ Sore on penis
[ Forgetfuiness [J Excessive hunger ] Earache [ Other
[J Headache [J Excessive thirst [ Ear discharge WOMEN only
[ Loss of sisep CJGas [ Hay fever ] Abnormal Pap Smear
[ Loss of weight [J Hemorrhoids [J Hoarseness [ Bleeding between periods
[J Nervousness 03 incigestion [J Loes of hearing (] Breast lump
3 Numbness O Nausea [ Nosebleeds [ Extrerne menstrual pain
[ Sweats [J Rectal bleeding [ Persistent cough [ Hot flashes
MUSCLE/JOINT/BONE [ Stomach pain O Ringing In ears [J Nippie discharge
Pain, weaimess, numbness in: ] Vomiting [ Sinus problems [J Painful intercourse
O Ams O Hipe 3 Vomiting blood [ Vision - Fiashes (] Vaginal discharge
[ Back L Legs CARDIOVASCULAR [ Vision — Halos (] Other
L1 Foet L3 Nack [ Chest pain SKIN Dte of last
D3 Hands 0 Shoulders O High blood pressure [ Bruise easily menstrual period —
GENITO-URINARY [ iveguiar heart beat [ Hives Date of last
] Biood in urine [ Low biood pressure [ ohing Pap Smear
[ Frequent urination [J Poor circulation J Changs in moles Have you had
] Lack of bladder control [ Rapid heart beat ] Rash amammogram?______
[ Painfut urination 3 Sweliing of anides O scars Areyoupregnant?_________
[ Varicose veins [ Sore that won't heal Number of children_______
CONDITION check (v') conditions you have or have had in the past.
Oaios [ Chemical Dependency 0 High Cholesterol O Prostate Problem
[ Aicoholism [ Chicken Pox I HIV Positive (1 Psychiatric Care
] Anemia ] Diabetes [ Kidney Discase [ Rheumatic Fever
3 Anorexia O Emphysema [ Liver Disease {7 Scariet Fever
] Appendicitis [ Epitepsy 0 Measies [ stroke
] Arthritis [ Glaucoma ] Migraine Headaches [ Suicide Attempt
O Asthma O Golter ] Miscarriage [ Thyrold Problems
[ Blesding Disorders O Gononhea 1 Mononucieoeis [ Toneiitis
[ Breast Lump O Gout O muttiple Sclerosis [0 Tubercuiosis
(J Bronchitis (] Heart Disease 3 Mumps [ Typhoid Fever
] Bulimia 3 Hepatitis 3 Pacemaker 1 Uicers
] cancer ] Hemia 3 Pneumonia 1 vaginal infections
C] Cataracts O Herpes O potio 1 Venereal Disease

MEDICATIONS List medications you are currently taking.

ALLERGIES To medications or substancep.

Pharmecy Name_________

- Phone________

B5270plthx 111407 TO REQRDER INHEALTH RECORDS SYSTEMS (800)477-7374 OR IN ATLANTA(770) 396-4954




(All information is strictly confidential)

FAMILY HISTORY Friiin health information about your family.

Rolaion [ age | Sate of AT M ™ Cause of Deatn | Oeck (/)1 your biood retives had any of he following:
Father Arthritis, Gout
Mother Strokes
Brothers Canoer
Chemical Dependency
Diabetes
Heart Discase
Sisters High Blood Pressure
Kidney Disease
Tuberculoeis
Other
HOSPIT ALlZATIONS » '
Year Reason for Hospitalization and Outcorne. Ym Sex of Complications if any

HEALTH HABITS chack (v) which

substances you use and describe
ho much you use.
Cafleine

Have you ever had a blood transfusion? [Yes [No Tobacco
¥ yes, please give approximate dates. Drugs
SERIOUS ILLNESS/NJURIES DATE OUTCOME Alcohol
Other

UPATIONAL CONCERNS
Check (') if your work exposes you
to the following.

Stress
Hazardous Substances
Heavy Liing

Other
Your occupation:

Ioorulymmoabmimmbnbmbmobudwm Iwinotholdmydodoro:anymbendhhnmmﬂ
responsible for any efrors or omissions that | may have made in the completion of this form.

Signature Date
Reviewed By Date




Patient Name: Birth Date:

COMMUNICATION NEEDS:
Language if other than English:

P T ESSMENT:

How do you bestleam? _ Verbal ___ Written _ __ Demonstration
Other:

PATIENT RIGHTS:

Is there anything we need to know about your religion or culture in order to care
for 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 Attomey for Healthcare .Y __ N
Directive for Final Healthcare R 4 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:

AR AT IR UIY ]




