
Alt questions ar€ strlctly confidential and will become Dart of vour medical r€cord. Today's Date:

PATIENT MEDICAL HISTORY

List the othe. doctoE involved in your carci

Describe pr€sent pmblem(s) or symptomsl

PLEASE CHECK A Y PAST OR CURREI{T PROBLEMSI

! Atrial Fibrillation E Circulation problems E Heart Stents ! Liver Disease D seizures

E Anemia E Camtid Disease E Hepatitis ! Pacemaker ! Sleep Apnea

E Aortic Aneurysm E cirrhosis D High cholesterol E chronic pain ! stroke

! Auto Immune Dis. 0 Dialysis/kidoey failure E lrregular Heart Rate E Phlebitis (vein clots) E Thyroid Disorder

E Bleeding problems E Heart Attack D Kidney Dis€ase E Pneumonia D Tuberculosis

! Blood clots D Heart Failure

E Implants/surgical or other metal inside the body:

n Cancer / Type: Other Heafth Problems / Specify:

E Problems with anesthesia, please describe:

D Asthma/emphysema E Diabetes ! High blood pressure E Peripheral Artery Disease I Stomach ulcers
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Exercise

Diet

HEALTH HABITS AND PERSOI{AL INFOR"IT,IATIOI{

ALL QUESTIONS CONTAINED IN THIS QUESNONNAIRE WILL BE KEPT STRICTLY CONRDENTIAL.

! Sedentary (No exercise) ! Miid exercise ! Occasional vigorous exercise ! Regular vigorous exercise

Are vou on a sDecial diet?

Number of children: Occupation: Retired:DYeslNo
tr None E coffee E Tea E cota # of cups/cans per day?

Do you drink alcohol? If yes, how may drinks per week? 

- 

tr Yes E No

Do you use tobacco? ! ves ! tto E Cgarettes - pks./day E Chew - #/day [ # ofyears

Marital Status:

caffeine

Alcohol

Tobacco

Drugs Do you currently use recreabonal or street drugs? If yes, type E ves !ru0

FAUILY HEALTH HISTORY

Father Mother Children Erother/ Maternal& Paternal
Sister Grandparents
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Have you had a family member with any of the following? If so/ please check the appropriate box.

Father Mother Children Brother/ Maternal & Paternal
Grandparents

M L_.1 P Ll Hrsh Blood Pr€ssure

Mn P! Kidney Disease

M Ll P Ll slroke

MD P- Lung Disease
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NSVIEW OF SYSTEMS

Circle items that apply to you now. , . How are you feeling !9!g?

Constihrtional: Fever, chills, weight loss, fatigue, loss of appetite, body aches, night siweats

Eyesr Changes in vision, blurred vision,, double vision

Ears, Nose,
il;;;*' Headaches, loss of hearing, d,zi'ress, rose bleeding

Br€asts: Lumps, tendemess, siwelling, nipple discharge

Cardiovascllar: Chest pain, murmurs, iregular heart b€ats, Iapid heart rate, foot pain at resvadivity

Respiratory: Shortness of breath, wheezlng, cough, sleep apnea, problems with anesthesia

Gastrointestinal; Loss of appetite,teartburn, difficulty swallowing, nausea/vomitjng, abdominal pain, blood in stools, constipabon

Urinary; Urgency, frequency, incontinence, blood in urine

Skin: Rash, itching, new skin lesions, hair growth change, nail change

Neurological: Tingling or numbness, poor balance, difficulty concentrating, memory or speech difficulties, seizures

l'lusculoskelebli Bone/baclvjoint pain, muscle pain, joint s{elling, muscle weakness, muscle cramps

Endocrine: Excessive eating of drinking, loss of hair, cold/heat intolerance, weight gain or r4eight loss, hot flashes

Hematology: Easy bleed:ng, easy bruising, lymph node pain or enlargement, lightheadedness
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I understand that all the above may not b€ addressed at tttis ofrice visit 8e sure your family doctor is aware of your cln€nt
symptoms. PatientSignaturcl

Physician reviewed. Date and signaturc:
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