%—Care

Medical History

Full name: Date of birth: Today’s date:
Primary doctor:
Doctor who requested today’s visit:
List current/previous doctors and their specialties: ‘

\

|
ALLERGIES & REACTIONS: MEDICATIONS: (list dosage and how you take them,

including non prescriptions, herbs & birth control)

PAST MEDICAL ILLNESSES: (Please check if you have had the following):

JAlcohol/Drug addiction [JCancer L Gout UJKidney stone [JStroke
JAnemia OBreast [lOvarian [Hay fever CLiver disease O Thyroid
[JAneurysm (OColon [Uterine [JHeart disease  [Seizure | UTuberculosis
CJAnxiety disorder UOther: CHeart murmur  []Sexually transmitted [1(Positive) TB test
O Arthritis CICrohn’s disease O Hepatitis B/C disease (type): ~  [Ulcerative colitis
[LJAsthma LJCOPD/Emphysema [JHigh cholesterol ‘ UOther:
[OBlood disorder [Depression CIHIV [Sickle cell disease
[IBlood clot [Diabetes ClHypertension  [ISleep apnea
UJBlood transfusion JGlaucoma UKidney disease [JStomach ulcer

OPERATIONS DATES HOSPITALIZATIONS ‘ DATES

FAMILY HEALTH HISTORY: [1Adopted |

Family Member Major Medical Problems If Deceased, Causes Age at Death
\

Maternal Grandmother ‘

Paternal Grandmother

Maternal Grandfather

Paternal Grandfather

Mother

Father

Brother /Sisters

Sons/Daughters







