Name

HEALTH HISTORY

Confidential

Age

What is your reason for visit?

Birthdate

Date of last physical examination

Today's Date

GENERAL

[ Chills

O Depression
O Dizziness

O Fainting

O Fever

O Forgstfulness
3 Headache

[l Loss of sleep
H Loss of weight
0O Nervousness
O Numbness

O Sweats

O AIDS

O Alcoholism
O Anemia

O Anorexia

B Appendicitis
O Arthritis

O Asthma

O Bleeding disorders
O Breast lump
1 Bronchitis
O Bulimia

I Cancer

O Cataracts

MUSCLE/JOINT/BONE

Pain, weakness, numbness in:

B Arms O Hips
1 Back O Legs
O Feet O Neck
[0 Hands O Shoulders

CARDIOVASCULAR
O Chest pain

O High blood pressure
O Irregular heart beat
O Low blood pressure
O Poor circulation

0O Rapid heart beat

O Swelling of ankles
0 Varicose veins

1 Chemical dependency

3 Chicken Pox
O Diabetes

& Emphysema
[ Epilepsy

O Glaucoma
O Goiter

O Gonorrhea
0 Gout

1 Heart disease
O Hepatitis

O Hernia

[ Herpes

EYE, EAR, NOSE, THROAT
O Bleeding gums

O Blurred vision

O Crossed eyes

O Difficulty swallowing
O Double vision

[ Earache

0O Ear discharge

O Hay fever

O Hoarseness

O Loss of hearing

O Nosehleeds

O Persistent cough

O Ringing in ears

O Sinus problems

0 Vision — Flashes

O Vision — Halos

O HIV positive

0O Kidney disease

O Liver disease
O Measles

O Migraine headaches

O Miscarriage

O Mononucleosis
O Multiple Sclerosis

O Mumps

O Pacemaker
O Pneumeonia
1 Polio

Pharmacy Name

over

O High Cholesterol

SKIN

O Bruise easily

O Hives

O Itching

O Change in moles

O Rash

O Scars

O Sore that won't heal

WOMEN ONLY

Have you had

a mammogram? OYes ONo

Are you pregnant? O Yes ONo

Number of children

Ob/Gyn Dr.

O Prostate problem
O] Psychiatric care
O Rheumatic fever
O Scarlet fever

O Stroke

O Suicide attempt
8 Thyroid problems
[ Tonsillitis

O Tuberculosis

1 Typhoid fever

O Ulcers

O Vaginal infections
0O Venereal disease




