Patient Health History

Name:
Occupation:

Present Concerns:

Birth Date:

Today’s Date / /

Past History
l. Surgeries (with dates)

A

Medications

Name

Dosage

B.

C

Il. Hospitalizations (with dates)
A.

B.

C

1. Other llInesses (with dates)

Allergies
Medication

Reaction

moow»

Family History- Please indicate any significant illnesses in the following family members:

Father

Mother

Grandparents

Aunts

Uncles | Children

Heart Disease

Hypertension

Diabetes

High Cholesterol

Lung Cancer

Breast Cancer

Colon Cancer

Prostate Cancer

Other Cancers

Other Diseases

Social History

Never | Current

Packs/Year

Smoking

Drinks/Week

Alcohol

General Low Carb

Low Fat

Vegetarian

Other

Diet

Activity

Times/Week

Duration

Exercise

Per Day




Review of Systems

Patient Health History

Yes No Yes No
General Urinary
Fever/Chills Burning with urination
Night Sweats Frequency
Fatigued Waking to urinate
Unusual Weight Change Difficulty initiating
urination
Urinary incontinence
Respiratory
Persistent Cough Neurological
Shortness of Breath Unusual headaches
Weakness
Cardiac Numbness
Chest Pain/Discomfort Dizziness
Palpitations
Shortness of breath with Musculoskeletal
activity
Shortness of breath while Persistent joint pain
lying
Leg Swelling Persistent muscle pain
Joint swelling
Gastrointestinal
Abdominal pain Gynecological
Nausea/Vomiting Breast pain
Difficulty swallowing Breast discharge
Blood in stool/ Problem with menstrual
Black stools periods
Diarrhea/Constipation Vaginal discharge
Change in bowel habit Regular Self Breast Exam
Ear, Nose and Throat Skin
Congestion Lumps
Runny nose Bumps
Sore Throat Rashes
Hearing changes Do you use Sunscreen?
Ringing in the ears
Other ear/nose/throat Other
issues
Insomnia
Sexual Anxiety
Do you practice safe sex? Persistent sadness
Erectile dysfunction Mental health concerns
Sexual concerns Excessive thirst/urination
Self Breast/Testicular Snoring
exam
Maintenance Date | Maintenance Date | Maintenance Date

Last eye Exam

Last Pelvic Exam

Last Tetanus Shot

Last Pelvic Exam

Last Rectal Exam

Last Pneumonia Shot

Last Mammogram

Last Bone Density

Last Flu Shot

Last Colonoscopy

Last PSA




