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PATIENT HISTORY FORM PP
- . .
Last Name; Today’s Date:
First Name: Date of Birth:
Middie or Maiden Name: {check one} QO Male QO Female

What is your reason for visit?

.

Past Medical Histofy: {Have you ever had the following? Please circle "No” or “Yes”. Leave blank if uncertain.)

fharmacy Name:

(Diabetes No Yes Cancer' No Yes
Agédisgnosed:. ... Asthina No Yes
High Blood Préssure No Yes Emphysema No Yes
Age diagnosed.......ccocooveeiieeeeene. e ar Bronchitis No Yes
Kidney Disease No Yes Hives/Eczema No Yes
Kidney Stones No Yes AIDS or HIV+ No Yos
Bloody Urine No Yes Hepatitis No Yes
Urinary Infections No Yes Eye Disease No Yes
Angina No Yes Biood or Plasma Transfusions No Yos
Heart Attacks No Yas Bleeding Tendency No Yes
' Heart Failure No Yes Blood Clots No Yes -
] E-nlarged Heart No Yes Other Diseases:
lireguilar Heart Beat No  Yes
1 Stioke No Yes
Anamia No Yes
High:Cholesterol No Yes
| ™yroid Disease No Yes Operations (type and date):
. \'B_a;ck Trouble No Yes
(Allergies': (Please list any allergies you have tolvf,ooc_l,v medications, and other substances)
-
rCurrent Medications - List Name and Dosage and include over the counter drugs.
Pharmacy Phone #

74003 (08/06)




-~
Constitutional

Fever, chilis

Night sweals

Weight loss/gain

Changes in taste

Food tastes like metal, cardboard
Fatigue/Weakness

Headache

HOO0O0B00D

Eyes, Ears, Nose, Throat
Abnormal noise
Persistent hoarseness
Sinus pain

Hearing loss

Blurred vision

Ringing in ears

coooogo

Cardiovascular

Q Shortness of breath -
QO Chest pain :
O Irregular heart beat

Q lLeg swelling

Respiratory _
‘0 Ghronic cough/Coughing bioed
O Wheezing

Hematologic/L.ymphatic
O Easy bruising

0 Nose bleeds

{0 Abnormal bleeding

Skin. .
O Rash

O Itching
. .

Gastro-intestinal
Blood stool
Nausea/Vomiting
Abdominal pain
Constipation/Diarrhea
Loss of appetite
Difficulty swallowing

enito-Urinary
Burning with urination
Difficulty starting/ending urine
stream
Poor bladder controf or incontinence
Sexual dysfunction
Blood in urine

" 'Frothy urine :
Dark / tea colored urin
Excessive urinating at night
Flank pain
Frequent urination

usculoskeletal
Neck pain ) )
Joint pain/stifiness/swelling
Muscle pain
Back pain
Leg pain
Leg cramps
Restless iegs

goopoood= Oo0000000 oo LDoooDOo

Allergic/immunologic
(1 -Allergies
3  Respiratory infections

Neurological

Change in vision

Decrease sense of smell or taste
Siurred speech

Dizziness

Seizures

Burning feet

Numbness/tingling of feet or hands

2 UO0oUOdoo0ogoo

ood/Sleep Problems
Memory problems
Depressed or sad
Anxious
Change in concentration
Change in sleep patterns
Daytime sleepiness
Snoring

ndocrine
Nipple discharge
Cold/Heat Intolerance
Dry skin
Loss or gain of body hair
Excessive thirst
Abnormal periods

ODoo0oocom OoCcogogd

Other:

a Ali others negative

-Family History: (Has any blood relative had any of the following? Circle “No” or “Yes”

Leave blank if unceriain.}

\.

o : RELATIONSHIP :
Kidney Disease No Yes High Cholesterol
Diabstes No Yes ~Cancer
High Blood Anemia
Pressure No Yes Bleeding Tendency
Heart Disease No Yes Asthma
Thyroid Disease - No  Yes Obesity
Other Diseases: Dialysis
Transplant

RELATIONSHIP
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes

Social History: (Please circle the correct answers.) -

r
Do you currently smoke?

Did you ever smoke?

| How many cigareties do/did you smoke?
How long have you been/did you smoke?
If stopped, when?

Yes
Yes

No
No

A My signature signifies that | have read, answered, and
understand the information included in the Patient History Form:

Parent/Guardian Signature

Date

How often do you drink alcoholic heverages?

Did you ever drink heavily? No Yas
Have you abused any drug? COCAINE CRACK L&D
MARIJUANA HEROIN PRESCRIPTION DRUGS
Education: GRADE SCHOOL MIDDLE SCHOOL
HIGH S8CHOOL COLLEGE GRADUATE SCHOOL
Employment i

Where do you live?

Who lives with you?

Signature of NP/MD Reviewer

The signature of the Attending Physician attests to the fact that

he/she reviewed the completed Patient History Form.

Date

Signature of Attending Physician

Date



