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MEDICAL HISTORY
Check if you’ve had any of the following:

Heart Disease                                         O

Contagious Disease                                O

Hepatitis                                                 O

High Blood Pressure                              O

Diabetes                                                 O

Cancer                                                    O

Leg Trauma/Surgery                              O

Stroke                                                     O

Bleeding Tendency                                O

Kidney Disease                                      O

Depression                                             O

TB                                                          O

FAMILY MEDICAL HISTORY

Relation                               Present Health or Cause of Death
Father                                   _______________________________________________

Mother                                  _______________________________________________

Spouse                                  _______________________________________________

Brothers                                _______________________________________________

Sisters                                   _______________________________________________

Children                                _______________________________________________

SURGERIES

List any surgeries you have had (include date):

Have you ever been hospitalized before?                    YES                NO

 If yes, please explain: ___________________________________________________________________________

MEDICATIONS

Do you take any medications (prescription, over-the counter, herbal)?    YES      NO

If yes, please list: 

ALLERGIES

Are you allergic to any medications?                        YES       NO

If yes, please list:

What does the allergy cause? (hives, rash, upset stomach, other)?

__________________________________________________________________________________________________________________________________________________________________

SOCIAL

Do you smoke?      YES    NO     How much per day? _________ How many years? _____________

                                                       REVIEW OF SYSTEMS

If you have any of the following, please circle it and explain below:

GENERAL

 
Chills
  Fever

 Sick Feeling
 
Night Sweats 

Weight Loss/Gain 

Insomnia
SKIN


Rash  


Growths 

Cancer 


Hives

HEENT

Blurred Vision 

Decreased Vision 
Eye Pain 

Eye Drainage 
 

Ringing in Ears 
Nosebleed 

Headache 

Head Injury 

Hearing Loss 


Voice Changes


Ear Drainage

Light Sensitivity 
Sinus Pain 

Sore Throat 


Double Vision

CARDIORESPIRATORY


Cough 


Cough Up Blood 
High Blood Pressure 
Palpitations (Heart Flutters) 
Heart Disease



Shortness of Breath 
Pleurisy 

TB Exposure 

Wheezing


Chest Pain

Leg Swelling 

Difficulty Sleeping Flat
Fluid Retention

GASTROINTESTINAL 


Burning On Urination
Frequent Urination 
Swelling in Scrotum 
Blood in Urine


Hernias 

Drainage from Genitals 
Pain in Genital Region 
Problems with Fertility

ENDOCRINE


Excessive Thirst 

Excessive Urination 
Abnormal periods 
Intolerance of Hot or Cold

HEMATOLOGIC


Anemia 


Bruise Easy 

Excessive Bleeding 
Unexplained Skin Discoloration

PERIPHERAL VASCULAR


Leg Cramps with Exercise  
Blood Clots 

Varicose Veins 

Cold Feet or Hands

MUSCULOSKELETAL


Arthritis 


Back Pain 

Gout 


Night Pain 

Joint Swelling


Joint Pain 


Joint Stiffness 

Fractures 

Limited Motion

NEUROLOGIC/PSYCHIATRIC


Uncoordination 


Loss of Body Strength 
Memory Loss 

Numbness 

Fainting


Light Headedness 

Dizziness 

Loss of Consciousness 
Seizures 

Tingling


Tremor 



Mood Swings 

Depression
 
Stress

_________________ All of the above are negative 










