NAME: _______________​​​​​_____           




DATE: ________________

MEDICAL CONDITIONS:



SURGERIES
( Diabetes


( Bone Loss


( Gall Bladder
  ( Knee Arthroscopy, R L
( High Blood Pressure
( Polycystic Ovaries
 
( Appendix

  ( Knee Replacement, R  L ( High Cholesterol

( COPD/Emphysema

( Partial Hysterectomy ( Hip Replacement,  R  L
( Coronary Artery Disease
( Low Vitamin D

( Total Hysterectomy
  ( Hernia Repair
( Heart Failure

( Arthritis


( Heart Bypass  
  ( Thyroid Surgery
( Abnormal Heart Rhythm
( Sleep Apnea

( Leg Bypass

  ( Neck Surgery



( Stroke
  

( Anemia


( C- section

  ( Back Surgery
( Kidney Disease

( Depression 


( Tonsils
( Liver Disease

( Anxiety


OTHER SURGERIES:_______________
( Underactive Thyroid
( Mood Disorder/Bipolar
___________________________________

( Overactive Thyroid

( Fibromyalgia

____________​​​​​​​​​​​​​​​​​​_______________________
( Cancer ______________    ( Reflux/Heartburn
OTHER MEDICAL PROBLEMS: ____________________________________________________

__________________________​​​​​​​​​​​​​​​​​​​​__________________________________________________________
SOCIAL HISTORY
MARITAL STATUS

  OCCUPATION


  ALCOHOL  
          
# Drinks
( Single ⁪


  ( Working



  ( None


( 1-2 at a time       
( In a Relationship                     Job Title ________________​​​​___
  ( 1 x Month OR less
( 3-4 at a time         
( Married  


  ( Not Working 


  ( 2-4 times a month

( 5-6 at a time   
( Divorced
  

  ( Retired



  ( 2-3 times a week              
( Widowed  


  ( Student



  ( More than 4 times a week   

( Separated  


  ( Disability
   


  ( Recovering Alcoholic
SMOKING ( Never Smoked   
         ( Quit Smoking   (  ⁪ Quit date ________  # of Packs per Day ______  # years _______

         ( Current Smoker (     # Packs per Day  __________   # Years Smoking _________ 
FAMILY HISTORY (Blood Relatives Only)
Father   ​( Living     ( Died at Age ____ Cause of Death: ______________          

Mother  ​( Living     ( Died at Age ____ Cause of Death: ______________     
Siblings: # of Brothers ____  # of Sisters____    Children: # of boys ___  # of girls ___

PGF=Paternal Grandfather PGM=Paternal Grandmother MGF=Maternal Grandfather MGM=Maternal Grandmother 
	 
	Dad
	Mom
	PGM
	PGF
	MGM
	MGF
	Brother
	Sister
	Aunt
	Uncle
	Child

	Diabetes
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Blood Pressure
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Cholesterol
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Heart Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Stroke
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Thyroid Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Bone Loss
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Cancer *note below
	
	
	
	
	
	
	
	
	
	
	


OTHER: Name specific cancers and other medical illnesses in the family not listed above: 

________________________________________________________________________________________

________________________________________________________________________________________
Which of the following have you experienced on a regular basis?

GENERAL

(  Decreased Energy

(  Weight Gain _________

(  Weight Loss _________

(  Decreased Appetite

(  Increased Appetite

(  Feeling Ill

(  Fever
(  Sweats

(  Hot Intolerance

(  Cold Intolerance

(  Increased Thirst

(  Problems Sleeping

EYES
(  Blurry Vision

(  Loss of Vision

(  Double Vision

(  Eye Pain

(  Other Eye Sensations

ENMT

(  Hoarseness

(  Neck Pain (front of neck)
(  Neck Swelling or Lumps
(  Problems Swallowing

(  Dental Problems

CARDIOVASCULAR 

(  Chest Pain/Discomfort

(  Heart Racing

(  Irregular Heart Beat

(  Leg Swelling

(  Poor Exercise Tolerance

(  Heart Murmur

(  Leg pain while walking

RESPIRATORY

(  Shortness of Breath

(  Cough

(  Wheezing

GASTROINTESTINAL
(  Heartburn

(  Nausea

(  Vomiting

(  Bloating/Gas

(  Abdominal Pain

(  Constipation

(  Increased/Loose Stools

(  Diarrhea

(  Blood in stool

GU

(  Increased Urination

(  Pain with Urination

(  Nighttime Urination

(  Chronic UTIs/Yeast Infxn

(  Blood in Urine

(  Kidney Stones

(  Erectile Dysfunction

NEUROLOGIC
(  Headache

(  Dizziness

(  Fainting

(  Weakness

(  Memory loss

(  Tremor

(  Seizures

(  Numbness or Tingling

MUSCULOSKELETAL
(  Muscle Pain/Cramping

(  Joint Pain

(  Bone Pain

(  Bone Fracture

(  Neck Pain (back of neck)

(  Back Pain
SKIN

(  Rash

(  Skin Changes

(  Easy Bruising

(  Poor Healing

(  Nail Changes

(  Hair Loss

(   Easy Bleeding

(  Swollen Lymph Nodes

PSYCHIATRIC
(  Depression

(  Anxiety/Nervousness

(  Mood Swings

(  Irritable

(  Concentration Problems

(  Memory Problems

**WOMEN**
# Pregnancies ______

# Children ​​​​​​​​​​​_________

Age First menses ____

( Long time between cycles
( Short time between cycles
( Heavy Periods

( Missed Periods

( Nipple Discharge

( Miscarriage

( Acne

( Excessive Hair (i.e., face)

DIABETICS ONLY
Last Eye Exam: _______  Retinopathy: ⁪Yes  ⁪No

Last Foot Exam: ________  Done By:   ⁪ PCP
⁪ Podiatrist   ⁪ Other

Neuropathy of Feet:   ⁪Numbness  ⁪Tingling   ⁪Pain  ⁪Decreased Sensation

Last Dental Exam: _________

Aspirin Daily ⁪ Yes
⁪ No

