
__________________
__________________
__________________
__________________

__________________
__________________
__________________
__________________

__________________
__________________
__________________
__________________

__________________
__________________
__________________
__________________

Medical History Date _________________

Allergies to Medications, X-Ray Dyes, or Other Substances � No � Yes
(If yes, please list name of medicine and type of reaction)

Past Medical History and Review of Systems
Please check off if you have had any problems with or are presently experiencing any of the following:

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

� High Blood Pressure
� Diabetes
� Cancer
� Heart Disease
� Chest pain/chest 

tightness
� Shortness of breath
� Swollen ankles
� Palpitations
� Lightheadedness
� Frequent urination
� Rheumatic Fever
� Asthma

� Bronchitis
� Pneumonia
� Persistent cough
� T.B.
� Hay Fever
� Abdominal discomfort
� Indigestion
� Nausea
� Vomiting
� Constipation
� Diarrhea
� Blood in stool
� Ulcers

� Change in bowel habits
� Unexplained weight 

gain/loss
� Hemorrhoids
� Gall Bladder disease
� Colitis
� Hepatitis or jaundice
� Thyroid disease
� Head or neck radiation
� Headache
� Kidney disease
� Kidney stones
� Difficulty urinating

� Arthritis
� Low back problems
� Skin diseases
� Blood disorders
� Venereal diseases
� Anxiety
� Depression
� Anemia
� Alcohol Abuse
� Drug Abuse
� Gout
� Impotence or Erectile 

Dysfunction
� Other

Gynecologic and Obstetric History

Prolonged or abnormal bleeding � No � Yes  (Please describe)______________________
Leakage of urine � No � Yes  (Please describe)______________________
Pelvic Pain � No � Yes  (Please describe)______________________
Abnormal discharge � No � Yes  (Please describe)______________________
History of abnormal Pap smear � No � Yes  (Please describe)______________________

This information is for use by your physician as part of your confidential medical record.

Please continue on the next page

� Single � Married � Divorced � Widowed � Separated
If married, spouse’s name ___________________________________________________________
Children’s names and ages __________________________________________________________

Age at onset of periods ___________  
Pregnancies ____________________ 

Frequency______________________  
Births__________________________

Length of Periods _______________
Miscarriages ___________________

Name ____________________________
Address ____________________________

____________________________
____________________________

Occupation ____________________________

Age ______ Birthdate _____________________
Sex � Male � Female
Home Phone ____________________________
Work Phone ____________________________
Emergency Contact _________________________
Phone __________________________________



Prevention
Do you wear seat belts? � Yes � No If no, why not? _________________________
Do you wear a bike helmet? � Yes � No � N/A
Do you exercise regularly? � Yes � No If yes, type, duration and number of times per 

week? _________________________
Do you smoke? � Yes � No If yes, how many packs per day? __________
Do you drink alcoholic beverages? � Yes � No If yes, how much per week? ______________
Do you drink coffee? � Yes � No If yes, how many cups per day? ___________
Do you drink tea? � Yes � No If yes, how many cups per day? ___________
If there is a gun in your home, do you keep it � Yes � No � N/A

unloaded and out of children’s reach?
Do you use drugs? (marijuana, cocaine, crack, etc.) � Yes � No If yes, explain: _________________________
Have you ever engaged in any activity which has � Yes � No If yes, explain: _________________________

put you at risk of getting AIDS?
Do you wish to be tested for AIDS? � Yes � No
Have you ever worked with chemicals, paints, � Yes � No If yes, explain: _________________________

asbestos, or other hazardous materials?
Are you in a relationship in which you have been � Yes � No

physically hurt (e.g., slapped, kicked, punched,
bruised) by your partner?

Do you ever feel afraid of your partner? � Yes � No � N/A
Do you have a “living will”? � Yes � No
Do you have a donor card? � Yes � No
Method of birth control?_____________________________________________________________________________

This information is for use by your physician as part of your confidential medical record.

______________________________
______________________________
______________________________
______________________________
______________________________

______________________________
______________________________
______________________________
______________________________
______________________________

______________________________
______________________________
______________________________
______________________________
______________________________

Please List and Supply the Dates of:
Operations ___________________________  _____________________________  ___________________________

___________________________  _____________________________  ___________________________

Hospitilizations other than for surgery _____________________________  ___________________________
___________________________  _____________________________  ___________________________

Immunization history-have you had: Pneumovax immunization? � No � Yes When _________
Hepatitis B? � No � Yes When? ______ Flu immunization? � No � Yes When?_________ 
Other? � No � Yes When? ______ Tetanus immunization? � No � Yes When?_________ 

When was your last:
Pap Smear? _________________  Breast Exam?________________ Stool check for blood? _________________
Mammogram? ________________ Cholesterol check? ___________  Prostate exam? ______________________

Medical History Name _______________________ Date _________________

Family History Has any member of your family (including parents, grandparents, and siblings) ever had the following?
Illness

Cancer (describe type)
Hypertension (high blood pressure)
Heart Disease
Diabetes
Strokes
Mental disease (anxiety, depression,
etc.)
Drug or alcohol addiction
Glaucoma
Bleeding diseases
Other ________________________

Which family members?
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

Age when diagnosed
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

Medications (Prescription, Over-the-Counter, Vitamins, Herbs, etc.)
Drug Name       Dose Drug Name       Dose Drug Name       Dose



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




