MEDICAL HISTORY

Name _________________________________ Date _________________

Reason for visit ________________________________________________

Medical problems (please circle)
  Diabetes           High Blood Pressure       Heart Disease       Lung Disease

  Liver Disease    Kidney Disease               Ulcer Disease       Bleeding Disorders

  Other _____________________________________________________________
Previous Operations ____________________________________________

_____________________________________________________________

Personal History

  Alcohol use:     Never    Rarely     Daily                  Height: ________

  Tobacco use:   ________ packs per day

  Marital Status:  ________                                      Weight: ________

  Children: _____________

  Occupation: ______________________

Current Medications:                                  Medical Allergies:

_________________________                  _________________________

_________________________                  _________________________

_________________________                  _________________________

Review of Systems:  (please circle those that apply)

Eyes:  light sensitivity, blurred vision, double vision

Ear/nose/throat: hearing loss, ear pain, nasal discharge, nosebleed, throat pain

Review continued

Respiratory:  cough, shortness of breath, cold symptoms

Cardiac:  chest pain, palpitations, lightheadedness, fainting

Gastrointestinal:  loss of appetite, weight loss, difficulty swallowing nausea, vomiting, abdominal pain, bloating diarrhea, constipation, change in bowel movements, blood in bowel movements

Genitourinary:  burning with urination, frequent urination, penile/vaginal discharge

Musculoskeletal:  joint pains, joint swelling, bone pain

Extremities:  pain with walking, leg swelling

Breasts:  pain, swelling, lumps, nipple discharge

Neurologic:  seizures, change in mental status, weakness, tingling, numbness, speech difficulties

Endocrine:  tremors, frequent thirst, heat intolerance, cold intolerance, weight change

Hematologic/Lymphatic:  easy bruising, itching, rash

Allergy/Immunologic: nasal allergy, asthma, HIV

__________________________________________________________________________

for office use only

MD Signature: ______________________________  Date: ___________________

