PaiﬂemHismwmake (@BG} ___ Today’s Date:

Patient Name: Birth Date:
How did you come to viski our ofiice? Yellow Pages Ad (specify which phonebook):
Referred by a friend: Referred by family member:
Sent by my physician, Dr. Cther (please specify):

Please describe the reason(s) for this visif;

Do you have any questions, problems, sympioms or concerns that you would like fo discuss with us
foday?
LIST ANY MEDICATIONS vou are faking, Including non-prescription drugs, vilamins, herbals:

Review of Sysiems:
Do you have now or have you had persistent sympioms within tThe past year?

Const  Weight Gain/Loss ... no vyes CV Chest pain ..., no yes Psych Depression ... no yes
FEVEF. i no  yes Rapid heart beat...... na yes Mood sWINgSs..cocevvainnin, no vyes
FOtigue ..o, no  yes Swollen hands/fest...no yes Sleep Disturbances........ nec yes
Eyes DIy Y85 ., no  yes  Skin Skin rash . no yes Neuro  S@iZUIEs ..o, no ves
Vision changes....... no yes Painfut breasis........3N0  y&s ) Frequent headaches ...no yes
ENT MOUth SOIE8 v nc yess Breast [UMPEs e, NG yes DIZZINESS ccvrveerererereeereren, no vyes
Sore throdf ..o, no  ves Nipple discharge........ nG yes NUMBbNESS v, na yes
Ringing in eQrs ..., no vyes Gl Persistent diarhea ....no yes MSIK Joint or muscle pain ..... no vyes
Sinus headaches ......Nng  yes Bloody stools...on no yes Muscle weokness .......... no yes
Resp Persistent cough .......no  yes Nausea, vormiting ......Nno0  yes Lymph Swolen lymph nodes ...no yes
Coughing blood ........no  yes Canstipation ..., no vyes Heme  Eosy bleeding ves
Wheezing... ..ND yes Bloating/Qas................N0 YES Easy bruising ..... yes
Shoriness of breo‘rh ..... no yes Abdominal padin..........n0  yes Endo Night sweaats ......oeceees Ves
cv Shoriness of breath ALL  Hives, blisters........... no yes Hof/cold infolerance ...no yes
with activity ..........e....NQ - vES Red, ffichy @yes .......no. yes
Other
Renal Persistent sore fhroat..no  yes
Pain bumning w/urination no yes ~ Hot
Do you have fo sitaln/push - Flashes .v.O yEs
whan urinating ~ noyes Painw/
Difficulty breathing while lying Previous kidney/bladder Inter no yes
down ..o, no yes Infeciion ncyes  course
Female Genitourinary (ROS):
All patients: Menopausal Patients only:
Date of last pap smear? Age pericd began Do you use hoermones?..no  yes
Any abnoimal pap smears? ....no  yes Date of last period: If 50, type:
Date of last mammogram Frequency of periods: Any vaginal bleading? ..no  yes
Number or pregnancies: Average # of days: Date of last colonoscopy?
Method of contraception: When did you menstrual pesiods
sfop?

Number of live births:
Satisfied with this method?.....no  yes Have you had a Bane Density test?

Did you breasi feed? ... no vyes 10 YES
Monthly breast self-exams? ........ no  yes Menstrual Flow s usually:

Any problem w/ieaking uring?...no  yes Are your perods usually p&inful no yes

Are you sexudlly active?....... no  yes Do you clot with your pefiods no  yes

Drug allergies (ROS):
Have you EVER had a sexually fransmitted Infection? no yes
If yes, name of Infection




Past Medical History:
Have you ever had the following?

Heart disease ... no yes CONCET wvvmeeenianniierens no yeas

ATTRHS e no  yes Glaucoma ... 1O yes

Rheumatic Fever ... no yes Asthma .o yes

ADEMIA e vinrieenns no ves AIDS or HIV+ ... Ves

Tuberculosis ....cvee s NO yes Stroke ... yes

Diabetes .., 0O yes Hepatiiis yes
8lood Clotting

AlEIQies coeviviriiennn NO yes Disorgder ... no yes

Past Surgical History:

Have you ever had the following?

HysteraCtomy ..o, no yes Breast DIOPSY v no

Surgery on fubes/ovaiies...nc  yes Breast cyst ospiration ... o

Cesarean deliveiy ..o, NQ yes Mastectormy e no

Please list any other previous surgeries or any other major illnesses and dates:

Stomach Ulcer ...

Kidney disease ...
Thyroid Disease ...

yes ‘
ves UrologiC vt
ves Other:

Bleeding tendency ...
Mitral Vaive Brolgpse ...
High Blood Piessuie ...

COIPOSCORY s iresirerreens .

Page Two

yes
yes
yes
yes
yes
yes

Previous Pregnancies:

Year of Birth Length of Pregnancy In Months  Biin Wt Sex # of houss In Labor Delivery Type
Miscoiriages.
Yeqar How far along In months Cause Was a D&C periommed Cornplications
Family History: . :
Has any blood selative ever had the following?
Breast Cancer ... no yes SoKe vvvievierieee e no  yes Kidney disedse ... no yes
Qvarian cancer .........N0 yes High blood pressure .no yes Tuberculosis ..o no  yes
Colon cancer.......... no vyes
Ceivical cancer....... no VicH Heart Disease ... no yes Deprassion ... e no  yes
[1Y{=Hu alas ale MRS no yes
Uterine Caner.......... no  yes Diabeies ... no yes Thyrald Disease ............. no yes
Social History: Marital Stafus: 5 M W D
Cccupation:
?
welght Helght Have you aver baen sexually abused” No  yes
i ?
Do you exerclse? NG ves Have you ever been physically or mentally abused? No  yes
iet?
Type: Do you get calclum in your diet? No yes
How often? Supplements:
Alcohol (fype and amount per week):
Smoking (type & amount per day) (ivp P )
Do you use marijuana, cocaine of other drugs? No  yes

If former sroker, date quit:

| VERIFY THAT THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

X

Signature of patient or parent it minor

Date



