Nane:
Dat e:

Doctor:
Date of Birth:

GENERAL HEALTH QUESTI ONNAI RE

CH EF COMPLAI NT: List the nedical probl enfs) which | ead you to seek nedi cal hel p now

and when each probl embegan:
a)

b)

c)

1. GENERAL HEALTH
Height: Weight: Handedness: L or R

If not, why?..
Do you have abirth defect?......................
If so, what?

Have you had:

Rheumatlcor scarletfever’?..............
Other seriousillnesses?..................
If so, what?

Tranquilizersor sleeping pills?...................

4. ALLERG ES: (Listal drugalergies)

2.  OPERATI ONS:

Have you had any operations?....................
If so, list al previous operations

If so, explain?

3. MEDI Cl NES:

Please list all current medications and their doses:

5. SYSTEM REVI EW

SKIN: Have you had...
skin infectionsor boils?...................

HEAD: Have you had...
recent severe headaches?................
blackout orfainting spells?.............

BREAST: (Both men and women please answer)
Do you have alump or tumor now?...
Have you had a discharge from anipple
HEART & LUNGS:
Does shortness of breath limit activity?...



KIDNEY & BLADDER:
do you often get up to urinate?............
has urination been painful recently?....

BLOOD: Have you had...
swollen a andsin armpits neck or groin?.

adlagnosusof“bleeder”’?
adiagnosis of anemia, past or present’?

6. FAMLY H STORY: Have any
of your blood reI atives, including children had...

any disease that runsin thefamny’>

7. PERSONAL & SOCI AL HI STORY:.
single Widowed divorced?

Do you get regular exercise?..
What is your occupation?...
Areyou currently employed?.......................
If not, when did you last work?..

Do you drink alcohol regularly?..................
Do you have more than five drinks a day’? ........
Are you currently a smoker?...
How much do you smokeaday”

If s0, please specify:

Please list all current treating physicians:
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