Please take the time to complete this survey.  It is intended to establish a number of basic health facts which are important to the analysis of your problem(s) and to gain a comprehensive picture of your health.  It is also intended to insure that as much time as possible will be spent discussing health problems that concern you.  It is not intended to substitute for a personal interview.

Today’s Date:___________________

Name:________________________________________________________________


Last



First



Middle

Address:______________________________________________________________

Home Phone: __________________________________________________________

Primary Physician: ______________________________________________________

Please give a brief history of your current problems.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

MEDICAL HISTORY

(1) Please check the appropriate box if you have any of the following:

	cataracts
	 
	
	glaucoma
	 

	other eye disease
	 
	
	hay fever
	 

	asthma
	 
	
	chronic hives
	 

	pneumonia
	 
	
	chronic bronchitis
	 

	emphysema
	 
	
	high blood pressure
	 

	heart disease
	 
	
	tuberculosis
	 

	circulatory problem
	 
	
	varicose veings
	 

	phlebitis
	 
	
	ulcers
	 

	gastrointestinal bleeding
	 
	
	colitis
	 

	hemorrhoids
	 
	
	cirrhosis of the liver
	 

	gallstones
	 
	
	pancreatitis
	 

	kidney infections
	 
	
	kidney stones
	 

	prostate trouble
	 
	
	hernia
	 

	[regnancies
	 
	
	anemia
	 

	bleeding disorder
	 
	
	blood transfusion
	 

	diabetes
	 
	
	thyroid disease
	 

	high lipids-cholesterol
	 
	
	arthritis
	 

	cancer
	 
	
	gout
	 

	epilepsy
	 
	
	stroke
	 

	concussion
	 
	
	meningitis
	 

	severe depression
	 
	
	drug abuse
	 

	HIV
	 
	
	psychiatric disease
	 

	involuntary Urine Loss
	 
	
	
	


(2)
Infections
(Check the illnesses you have had

	Measles
	 
	Mumps
	 
	Whooping Cough
	 

	Scarlet Fever
	 
	Typhoid Fever
	 
	Chicken Pox
	 

	Mononucleoisi
	 
	Rheumatic Fever
	 
	Nephritis
	 

	Hepatitis
	 
	Venereal Disease 
	 
	
	 

	
	 
	(Gonorrhea, Syphilis)
	 
	
	


(3)
Injuries

	Date
	Type of Injury
	Reason
	Hospital

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


(4) Surgery

	Date
	Type of Injury
	Reason
	Hospital

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


(5) Hospitalizations (other than for surgery)

	Date
	Reason
	Hospital

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 


(6) Immunizations – Indicate the date of your last booster.

	
	Date
	
	
	Date

	Diphtheria, Tetanus
	 
	
	Measles, Mumps, Rubella
	 

	Flu Shot
	 
	
	Pneumonia Shot
	 

	Small Pox
	 
	
	Oral Polio
	 

	TB Skin Test
	 
	
	
	


(7) Diagnostic Procedures -  Indicate if and when you have had any of the following.

	
	YES
	
	DATE
	
	
	YES
	
	DATE

	Dental procedures
	 
	
	 
	
	EKG
	 
	
	 

	Heart Catheterization
	 
	
	 
	
	Treadmill
	 
	
	 

	Chest X-ray
	 
	
	 
	
	Mammogram
	 
	
	 

	Kidney X-ray (IVP)
	 
	
	 
	
	Lung Function
	 
	
	 

	Gallbladder X-ray
	 
	
	 
	
	GI Series
	 
	
	 

	colon X-ray
	 
	
	 
	
	Colonoscopy
	 
	
	 

	Upper Endoscopy
	 
	
	 
	
	Proctoscopy
	 
	
	 

	Stool blood test
	 
	
	 
	
	Pap Smear
	 
	
	 

	P.S.A.    (Prostate
	 
	
	 
	
	HIV
	 
	
	 

	Specific Antigen-male)
	 
	
	 
	
	
	
	
	


(8) Allergies – List medications you cannot take and the problems it causes.

	Medication
	Reaction

	 
	 

	 
	 

	 
	 

	 
	 


(9) List your current medications.

	Medication
	Reason

	a. Regular Medications:
	 

	 
	 

	 
	 

	 
	 

	 
	 

	b.  Medications taken as needed:
	 

	 
	 

	 
	 

	 
	 

	c.  Vitamins & Non-prescription medications:
	 

	 
	 

	 
	 

	 
	 


FAMILY HISTORY

Have any of the following diseases been diagnosed in a blood family relative:

	
	Parent or
	
	Sister or
	
	

	
	Grandparent
	
	Brother
	
	Children

	Cancer
	 
	
	 
	
	 

	Heart Trouble
	 
	
	 
	
	 

	Stroke
	 
	
	 
	
	 

	High Blood Pressure
	 
	
	 
	
	 

	Diabetes
	 
	
	 
	
	 

	Kidney Disease
	 
	
	 
	
	 

	Tuberculosis
	 
	
	 
	
	 

	Arthritis
	 
	
	 
	
	 

	Mental Illness
	 
	
	 
	
	 

	Blood Disorders
	 
	
	 
	
	 

	Epilepsy
	 
	
	 
	
	 

	Glaucoma
	 
	
	 
	
	 

	Gout
	 
	
	 
	
	 

	Stomach Ulcers
	 
	
	 
	
	 


SOCIAL HISTORY

(1) Habits

a. Do you follow a particular diet?

If so, for what reason?___________________________________________________

b. Do you drink coffee or hot tea?

If so, how many cups a day?______________________________________________

c. Do you exercise regularly?

If so, how often?_______________________________________________________

d. Have you ever smoked?



___________

If so, how much (packs per day)?        


___________

How long?                        



___________

When did you quit?




___________

e.
      Do you drink alcoholic beverages?


___________


      If so, how many beers or drinks in an average day?
___________


      Were you a heavy drinker in the past?


___________

2. Occupation

a.    What kind of work do you do? _________________________________________________


b.    How long have you done this kind of work? ______________________________________

c. Are you satisfied with your work? ______________________________________________

d.    What other kinds of work have you done? ________________________________________

       __________________________________________________________________________

e     Are you aware of any hazardous exposures associated with your present or past jobs?

__________________________________________________________________________


f.     Have you ever changed jobs for health reasons?  ___________________________________


g      Were you in the military?


         If so, How long? ____________________________________________________________


        Were you medically retired? ___________________________________________________


        Were you refused entry into active duty for health reasons? ___________________________


h      Have you received Workers’ Compensation or other Disability? _______________________

(3)
Personal 

a       Are you - 

married
    _________
single
   _________




separated   _________
divorced   _________




widowed    _________

b       How many years education did you complete?




grade school           _______
high school    _______




college                    _______
professional   _______




technical, business  _______

c       What kind of hobbies do you enjoy? ____________________________________________

d       Where were you born? _______________________________________________________

e        Where else have you lived? ___________________________________________________

REVIEW OF SYSTEMS

Please check any of the following problems that you now have or have recently had.

General Symptoms:

Weight loss or gain without dieting

_________

Fever




_________

Chills




_________

Night Sweats



_________

Feeling “run down” or tire easily

_________

Involuntary Urine Loss


_________

Do you wear glasses or contact lenses

_______

Have you had:


Serious loss of vision in either eye

_______


Double vision



_______


Ringing or buzzing in ears


_______


Ear infections



_______


Dizziness or spinning


_______


Loss of hearing



_______


Frequent sore throat


_______


Persistent hoarseness or problems


with vocal cords



_______


Lumps or swelling in neck


_______

CHEST


Persistent cough



_______


Coughing up blood


_______


Shortness of breath with exertion

_______


Shortness of breath at rest


_______


Shortness of breath in bed at night

_______


Wheezing



_______

CARDIOVASCULAR:


Chest pain or discomfort on exertion



or at rest



_______


Irregular heart beat or palpitations

_______


Other conditions (specify______________________)

GASTROINTESTINAL


Difficult swallowing


_______


Nausea




_______


Vomiting



_______


Constipation



_______


Diarrhea




_______


Vomiting blood



_______


Hiatal hernia



_______


Blood, tarry-looking bowel movements
_______


Hemorrhoids



_______


Colic or abdominal pain


_______


Heartburn



_______


Other conditions (ex: cancer) _______________________________________________________

KIDNEY


Pain or burning on urination

_______


Blood in urine



_______


Difficulty in starting stream

_______


Dribbling at end of stream


_______


Other conditions (ex: cancer ___________________)

BONES, JOINTS AND MUSCLES


Joint pain swelling or stiffness

_______


Back brace or other orthopedic appliance
_______


Other conditions (specify ______________________)

SKIN DISORDERS


Eczema or other rashes


_______


Hives




_______


Skin cancers



_______


Recent changes in moles


_______


Other conditions (specify ______________________)

NEUROLOGICAL


Paralysis or weakness of any part

_______


Frequent headaches


_______


Dizziness



_______


Confusion



_______


Irritability, anxiety


_______


Numbness of skin


_______


Weakness of muscles


_______

ENDOCRINE AND METABOLIC


Excessive hunger or thirst


_______


Bothered by hot or cold weather

_______

BLOOD


Blood Transfusions


_______


Easy bruising or bleeding gums

_______


Lymph node enlargement 


(swollen glands currently)


_______


Other conditions (specify______________________)

PSYCHIATRIC


Difficulty sleeping


_______


Feelings of Depression or sadness

_______


Loss of interest in sex or hobbies

_______


Thoughts of suicide


_______


Difficulty concentrating


_______


Feelings of guilt or worthlessness

_______


Excessive fatigue



_______


Changes in appetite


_______

FOR WOMEN ONLY (MEN SKIP TO BOTTOM OF PAGE)

MENSTRUAL HISTORY


Age of Onset of Menstruation

_______


Date last menstrual period began

_______


Length of period _______days


Irregular periods



_______


Bleeding between periods


_______


Unusually heavy; periods


_______


Severe menstrual cramps


_______


If periods have stopped:


    at what age



_______

PREGNANCY


Do you use birth control?


_______


Are you current pregnant?


_______


Number of pregnancies


_______


Number of living children


_______


Number of miscarriages, stillborns


      or abortions



_______


High blood pressure during pregnancy
_______


Diabetes during pregnancy


_______

BREAST


Lumps or discharge


_______


Pain




_______


Breast cancer (specify_________________________)


Other conditions (specify______________________)


           (such as involuntary urine loss, etc.)

FOR MEN ONLY


Pain or swelling of testicles

_______


Enlarged prostate



_______


Prostate cancer



_______


Difficulty with erections


_______


Involuntary Urine Loss


_______
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