PATIENT HISTORY

DATE

NAME BIRTHDATE
DRUG ALLERGIES (List below) IMMUNIZATIONS DATE HOSPITALIZATIONS/SURGERIES
REASON DATE
Tetanus
Flu Vaccine
Pneumovax
FAMILY HISTORY
FATHERS MOTHERS
FATHER | MOTHER | PARENTS PARENTS SIBLINGS CHILDREN

Heart Disease

High Blood Pressure

Stroke

Cancer

Glaucoma

Diabetes

Epilepsy/Convulsions

Bleeding Disorder

Kidney Disease

Thyroid Disease

Mental IlIness

ONEGATIVE FOR ANY SIGNIFICANT FAMILY HISTORY

PAST MEDICAL HISTORY

OHeadache OAsthma CBowel Irregularity ONervousness/Anxiety
OShortness of Breath OBronchitis OSexual/Menstrual Dysfunction DDepression

OHeart Palpitations OPneumonia OSexually Transmitted Infection DGout

OHeart Murmur ODiabetes OFrequent Infections OScarlet Fever

OChest Pain OUlcer OHepatitis oChronic Rashes
UDizziness/Fainting OGI Disorder CAnemia ORheumatic Fever
OPeripheral Vascular OGallbladder Disease | CArthritis COMumps

Disease

OAllergies/Hay Fever DProstate Disease DCancer OMeasles or Rubella
OPolio ODiphtheria O Tetanus OOther

ONEGATIVE FOR ANY SIGNIFICANT MEDICAL HISTORY

NOTES:

DO YOU FEEL SAFE AT HOME, WORK AND SCHOOL: Yes__ No___ Comments:

HABITS:

oSmoke: oAlcohol oCoffee oDiet:
Amount? Type: Cups Daily: Salt Intake:
How Long? Amount: Other Caffeine? Fat Intake
Quit? Date:

OExercise Routine:

OSleep Pattern:

OContact with Blood and/or body fluids at work:




