HEALTH HISTORY

(Confidential)
Name: Today’s Date:
Age: Birthdate: Date of last Physical Exam:
GENERAL
_ L1 Appetite Poor
g Chills _ 1 Bloating
. Depression [0 Bowel Changes
Dizziness [0 Constipation
O Fainting [J Diarrhea
g Eeverf | ] Excessive Hunger
orgetfulness [0 Excessive Thirst
[J Headache O Gas
O Loss of Slegp [ Hemorrhoids
[ Loss of Weight LI Indigestion
I Nervousness [J Nausea
g Numbness O Rectal Bleeding
Sweats (1 Stomach pain
1 Vomiting
MUSCLE/JOINT/BONE 0 Vomiting Blood
Pain, weakness, numbness in:
O Arms I Hips
[0 Back O Legs OO0 Chest Pain
g Feetd DD l\rl1€Ck|d O High Blood Pressure
Hands Shoulders O Irregular Heart Beat
] Low Blood Pressure
o GENITO-URINARY O Poor Circulation
[0 Blood in Urine [J Rapid Heart Beat
0 Frequent Urination 0 Swelling of Ankles
[ Lack of Bladder Control I Varicose Veins
O

Painful Urination

OoooOoboooooooao

AIDS
Alcoholism
Anemia
Anorexia
Appendicitis
Arthritis
Asthma
Bleeding Disorder
Breast Lump
Bronchitis
Bulimia
Cancer
Cataracts

Oooooooooooooaa

Chemical Dependency
Chicken Pox
Diabetes
Emphysema
Epilepsy
Glaucoma
Goiter
Gonorrhea
Gout

Heart Disease
Hepatitis
Hernia
Herpes

ALLERGIES: TO MEDICATIONS OR SUBSTANCES WITH REACTIONS:




FAMILY HISTORY: Fill in health information about your family.

Relation Age | State of

Health

Age at
Death

Cause of
Death

Check: If, your blood relatives had any of the
following:
Diseases Relationship to you

Father

Arthritis, Gout

Mother

Asthma, Hay Fever

Brothers

Cancer

Chemical Dependency

Diabetes

Heart Disease

Sisters

High Blood Pressure

Kidney Disease

Tuberculosis

Obesity

Lipid Disorder

Strokes

Other

HOSPITALIZATIONS
Year Hospital

Reason for Hospitalization and outcome

PREGNANCY HISTORY

Year of
Birth Sex Complications if any

HEALTH HABITS Check which substances

you use and describe how much you use.

Caffeine

Have you ever had a blood Transfusion? [J Yes [ No Tobacco
If yes, Please give approximate dates Drugs
Serious llIness/Injuries Date OUTCOME Other

OCCUPATIONAL CONCERNS

Check if your work exposes you to the following:

Stress

Hazardous Substances

Heavy Lifting

Special Diet:

Other

Exercise Regimen:

Your Occupation:

I certify that the above information is correct to the best of my knowledge. | will not hold my doctor or any members of
his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

Patient Signature

Date

Clinician Signature

Date




