ADULT HEALTH HISTORY FORM

All questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

Name (st Fist ML): I [om oF |DoB l
Marital status: | OSingle O Partnered [IMarried [ Separated [ Divorced [ Widowed
Previous or referring doctor: I ] Date of last physical exam: l

Please list your current health concerns in order of importance:

: X
2
3.
4.
>.
Childhood illness: I O Measles [ Mumps [JRubella O Chickenpox [ Rheumatic Fever [ Polio
O B 5
Immunizations and Tnemms = ;
dates: Hepatitis O Chickenpox
E\ﬂuenza 0O MMR Measkes, Mumps, Rubella

List any medical problems that other doctors have diagnoesed

Surgeries

Year Reason Hospital

Other hospitalizations

Year Reason Hospital

Have vou ever had a bloed transfusion? ! o I Yes ] O l No

Please turn to next page




Are you satisfied with your diet? If no briefly explain.

Wat:er mtake (arde number of f cups per day) 1

DCoﬂ‘ee

294§ 6 7 B9 10

Caffeine 4 o cupsjcans per day? . W e e
 Doyoudrinkaicohol? Ifyes, whatkind? T O Yes O No

A sl .

Are you concerned about the amount you drink? e O Yes O No

Do you drive after drinking? = 0 o L s . B

= Do you use tobacco? . o S s O Ys O No

Tobacco o cgarettes-ps/lay O Chew-#/day O Ppe-#day O Ggars-#/day

S Hhawss = :

.~ Doyou cuently use recreational or street drugs? Tore sl so L S e
Drugs Have you ever given yourself street drugs with a needie? = o O Yes O No
> Are you sexually acive? - ot S e e
Sex 7Ifys,areyoutmngf0fapregnanw’ 777777 e = = : I;IS:WEI?.Ngi

Ifnottmngforapregnancyhstoontacephveorbamermeﬂwdtsed

Any dtscomfostmm lntercowse?

0 Animals: Which ones?

' Fears: O Claustrophobia [ Heights [OThunder/Lightning [l Dark [IFlying O Water

[ Other:

Do you have any blood relative who has had any of the following (check any that apply):

O Autism
O Arthritis
O Asthma

O Bipolar Disorder

O Tics

e - . - o T e e Y

0 Anemia

{1 Depression
[J Tuberculosis
[0 Heart disease
0 Gonorrhea

O Stroke

0 High blood pressure
O Brain Tumors

O Schizophrenia

O Cancer

O Syphilis

O Seizures

O Sickle cells
[0 OCD

0 Aneurysms

Sense of body temperamre? O Chl"Y D Warm
Favorite Book or Movie?
FAMILY HEALTH HISTORY
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Fatller . g r
e f e - ——
Mother OF
cas o S T e R N Eeae o
sx g OF i r
Sibling = o e
ae . = Ehe TR e el L S = e e
oM Grandmother
. . AR EEEEICRR G SO A S SR LB
oM Grandfather
Lar s Maternal e e el e
OM Grandmother
e : Sttt e A - B
OM Grandfather
ot l'_'l F = 53 Patemnal R e o S



= WOMAN ONLY e : RS
_Age at onset of menstruation: : S5 = - S . =
Date of last menstruation: :
Penod every days :
Heavy penods lrregulanty, spoumg, patn or dsd'large7 Sedee Ty e - O Yes O No
Number of pregnana&s Number of Ilve bII‘thS
Are you pregnant or breastfeedmg7 : : O Yes O No
HaveyouhadaD&C hysterectomy ch&sarean7 O Yes O No
Arwunnarytract,bladder qhdnwufxbms%nnﬂeb&mar’ > e O Yes O No
Any hot ﬂash&s or sweahng at mghic7 S O Yes O No
Doyouhavemensu'ualhenson pasnbloahngmtapﬂ:ty,oro&ersymptomsatorammdhmeofpego@ O Yes O No
Expenenoed any recent breast tenderness, lumps, or nlpple dlsd'narge7 s O Yes O No
Dateoflastpapandredalexam Dateoflast;nammogfw St
fygrhaveahmnalmammogram? = g O Yes O No
= - A S e RO
Do you usually get up to urinate during the night? i R S & = % ﬁIEJ'st | D MNO
If yes, # of umes
Do you feei pain or bummg wrth unnatlon7 : = e O Yes O No
Anybk)odlnyourunne? : 5 O Yes O No
Do you feel burning discharge from penis? - = e 0O Yes O No
Has the force of your urination decreased? O Yes O No
Haveyouhadanylodney,bladder orprostatemfechorsthhmthelastumonms? e O Yes O No
Doyouhaveanyproblemsemptyingyourbiadderconmletely‘? 2. O Yes O No
Any difficulty wﬂh erecbon or e;aculahon’ . s O Yes O No
Anyhshdepamorswellmg? - o O Yes O No
Date of last prostate and rectal exam? e e - g 5 i
Check conditions YOU have or ever had in the past:
O Alccholism O Heart Disease O Pneumonia
0O Anemia O Hepatitis O Psychiatric Care
O Anorexia O Hernia 0 Stroke
O Bleeding disorders O Herpes O Suicide Attempt
O Breast lump O High Cholesterol O Tonsillitis
0O Bronchitis O HIV Positive O Tuberculosis
O Bulimia 0O IBS O Typhoid Fever
O Sexually Transmitted O Kidney Disease O Ulcers
disease O Liver Disease O Vaginal Infections
O Chemical Dependency OO Mononucleosis O Cancer
0O Colitis O Multiple Sclerosis O Whooping Cough
O Emphysema 0 Panic Attacks O Migraine Headaches



'CIRCLE symptoms you currently have or had in the LAST 12 MONTHS

General: Chills, Fever, weight loss, fatigue,
cravings, weight gain, changes in appetite, trouble
sleeping, cold hands/feet, night sweats, Poor
memory, other:

Skin: Bruise easily, eczema, psoriasis, hives, rash, -

itching, changes in moles, ulcerations, change in -
‘hair/skin texture, other:

Eye, Ear, Nose, Throat: Bleeding gums, blured

vision, double vision, earache, ear discharge, hay-
fever, hoarseness, loss of hearing, nosebleeds,
ringing in ears, sinus problems, difficulty
swallowing, cold sores, other:

fainting, seizures, forgetfuiness, nervousness or
_anxiety, numbness, other:

Genito-urinary: frequent urination, pain on
urination, poor bladder control, kidney stones,
wake up to urinate, blood in urine, other:

Neurological: headache, dizziness, tremors,

~ Musculoskeletal: muscle weakness, muscle pain, -

~ REVIEW OF SYSTEMS

Cardiovascular: Chest pain, high blood pressure,
irregular heart beat, low blood pressure, poor circulation,
swelling of ankles, varicose veins, difficulty breathing,
other:

back/neck pain, joint pain or swelling, injuries,
numbness, other:

Gastrointestinal: Poor appetite, bloating, constipation,
diarrhea, bowel changes, vomiting, gas, hemorrhoids,
indigestion, nausea, rectal bleeding, stomach pain, bad
breath, belching, black stools, vomiting, vomiting blood,
other:
Endocrine: excessive thirst, excessive hunger, hormonal
imbalances, heat/cold intolerance, other:

~ Respiratory: Persistent cough, shortness of breath,

wheezing, coughing up blood, production of phlegm,
difficulty breathing when lying down, tight chest, asthma,
bronchitis, other:

LIFESTYLE HABITS:

What behaviors or habits do you engage in regularly that support your health?

What behaviors or habits do you engage in regularly that poorly affect your heaith?

What are some obstacles that are challenging the kind of lifestyle you would like to live?

What are your expectations for today’s visit?

Any additional information you would like to add:

Thank you for your time and effort. We look forward to your visit.
e R B R i A B O S S P R e



Bt the grmnbed medlcatlon / inhalers 1011 are takmg {mclndgg !1037 njgcg llowi {m_:_g, ami how oﬁen[ cEe oo
-ﬁ;!'ll:the Drug Strength E : ~ Frequency Taken = s
L Llst the 6vef—tl;;o;nier redics tlm_l._s; mcludmg vnamms and llerbs : = : g
Name the Drug - : 5 FrequencyﬂTaWI;;n“ s
Allergies to medications or other 3 ege e
Name the Drug / Substance : Mshehe 000 e e
HEALTH HABITS AND PERSONAL SAFETY
Onascale of 1-10, how would you rate your energy (10 being the highesty?
'On a scale of 1- 10 howwouk:(yourateyourqualttyofsleep7
7 Dunng sleep do you: O Grind Teeth O Persplre EIT alk El Snore UVVVE‘JliI:WDA;I;; nlghtmares? s Sy
Are you currently in a happy, gﬁsfymg relatxondnp with someone? (very, mosﬂy, somewhat, not)

What do you | e SRR . yo].Ten;oY your work? (YS/ No) s
Are you exposed to any hazardous substances? (Yes / No) If yes what? = = s - e s
‘Do you do any kind of physical activity? (Yes / No), if yes, what kind, how much & how often? el S e

Doyouhavearehglwsorspmh.lalpmchce(Yes/No) Ifyswhat7 =

What is your mrreﬁtvw_élght’ - Helght

_As an adult what has been your maximum

and minimum weight

‘Weight 1 yearago?
— (do not indude pregnancy)

Are you dieting or on any dletary restriction?

Diet

Ifys are you on a physaaan pr&scnbed medlml diet?

Which foods do you crave? CISweet I'_‘!Sour

DSatty DFats

O Yes O No
O Yes O No

DBreads DSplc_y ElBitter




