(Please DO NOT write in this space.)                                                                              1.

Please DO NOT have others fill this form out for you!

Name      
Date       
Age       
Please list all surgical operations and dates of these procedures. If none, so state.

     
     
     
     
     
     
     
     
     
Please list any accidents, injuries or broken bones and if there are any after-effects. If none, so state.
     
     
     
     
     
     
     
     
     
Other than above, please list ALL medical conditions for which you have received treatment or counseling other than in this office along with year of diagnosis if known.  Do not include “colds”, etc. unless numerous, If none, so state.

     
     
     
     
     
     
     
     
     
Please list ALL medications you are taking.  Include prescription as well as over-the-counter; i.e. birth control, laxatives, aspirin, vitamins, etc.  Please list strengths and frequency.  If none, so state.  Please list even if given by this office.

     
     
     
     
     
     
     
     
     
Please list any and all drug allergies along with type of allergic reaction.  If none, so state.

     
     
     
     
     
     
1. Do you now use tobacco?    FORMDROPDOWN 
        Have you ever used tobacco? 
 FORMDROPDOWN 

            If so, what type – Cigarettes,  Cigars,  Chewing Tobacco,  Snuff    (Circle)

            Amount per day                        Number of year’s used
     
If you no longer use tobacco, but did in the past, please list number of years       
            Amount per day  
                      Date Ceased
     
2. Do you use alcohol? 
 FORMDROPDOWN 

     If so, what type – Liquor,   Beer,   Wine   (Circle)

     
Liquor:          
Ounces per week


Beer:             
Cans per week


Wine:            
Glasses per week

3. Do you use caffeine?   FORMDROPDOWN 

Do not list decaffeinated coffee, tea, or soft drinks for the following:  Coffee:        
Cups per day

                                   Tea:        
Cups per day

                      Soft Drinks:        
Cans per day

4. Do you exercise regularly?  FORMDROPDOWN 

If so, list what activities: _     
          

Times per week:       
Duration: _     
5. Marital Status: Are you now(Circle one)Married   Single  Divorced  Widowed       

    Separated?

If Married: Age of spouse        
Health:        
Number of Children:         
Ages:         
Are there any prior marriages?        
Number of children         
 Ages       
6. What is your occupation?        
Number of years employed at above occupation:        
Previous Occupations:      
7. Family Status: Is your father living?  FORMDROPDOWN 

If so, age: 
     
Health:        
If health is not good, reason:        
       
If deceased, at what age:         
Cause of death:        
                           Is your mother living?    FORMDROPDOWN 

If so, age:        
Health:        
If health is not good, reason:         
        
If deceased, at what age:        
Cause of death:        
Has any family member (grandparents, siblings, children, etc.) ever had the following?

Heart Disease,    High Bloodpressure,    Stroke                           Yes       No     (Circle)

Diabetes,    Cancer,     Lung Disease,    High Cholesterol/Fats    Yes       No     (Circle)

Please mark Yes or No to the following questions.  If in doubt, please leave blank.


Have you had in the last 6-8 months:                                                   
Yes      No


          Any significant weight loss or gain (5-10 pounds)? …………  
 FORMCHECKBOX 

 FORMCHECKBOX 

                      Any chills, fever, or repeated night sweats?………………….  
 FORMCHECKBOX 

 FORMCHECKBOX 


Have you had a blood transfusion since 1978?……………………..  
 FORMCHECKBOX 

 FORMCHECKBOX 


Do you have a growth or tumor which has not been removed?…….  
 FORMCHECKBOX 

 FORMCHECKBOX 


Do you have a persistent loss of appetite?…………………………..  
 FORMCHECKBOX 

 FORMCHECKBOX 


Have you ever traveled outside the U.S.?……………………………  
 FORMCHECKBOX 

 FORMCHECKBOX 

  Have you been excessively exposed to chemicals, spray, dust or radiation?.. 
 FORMCHECKBOX 

 FORMCHECKBOX 


Yes 
No

Have you any problems with your skin, hair, or nails?…………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you ever have blurred vision, double vision, or episodes of blindness?..
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you ever see spots or flashes of light in your vision?………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had glaucoma or cataracts?………………………………...
 FORMCHECKBOX 

 FORMCHECKBOX 

Date of your last eye examination?…………………………………………
     
Have you ever worked around loud noises?…………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have problems with hearing loss, ringing, or buzzing in your ears?..
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have recurrent nosebleeds?………………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have persistent or recurrent hoarseness?……………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you had any colds, flu, or sore throat within the past 2 weeks?………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever been told you have a heart problem?……………………….. 
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever been told you have a heart murmur, or need antibiotics 

Before any dental work?……………………………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you ever have a pain or tightness in your chest which starts


with exertion, or when excited or upset?…………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


with cold weather, or after a large meal?………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have episodes of palpitations, rapid or skipping heartbeat?………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had any lung disease?…………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you ever get short of breath doing your usual work or other activities


which did not bother you before?………………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

 Do you have a chronic or recurrent cough or wheezing?……………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever coughed up blood from the lungs or excessive sputum?…
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you noticed a change in the color or amount of sputum?…………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had any problem with your stomach, intestines, liver, or


gallbladder?…………………………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had yellow jaundice as an adult?………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you recently had stomach pains while or shortly after eating?….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do fried or greasy foods cause pain?………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have food consistently hang in your throat or have trouble


swallowing?…………………………………………………...
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had an ulcer or colitis?………………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you recently had any of the following?


Cramping in the stomach?…………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


Black (tar-like) stools, or blood or mucous in the stools?…….
 FORMCHECKBOX 

 FORMCHECKBOX 


Persistent episodes of diarrhea and constipation?…………….
 FORMCHECKBOX 

 FORMCHECKBOX 


Need for laxatives or enemas?…………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had a hernia?………………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have to urinate frequently or get up at night more than once 


to void?………………………………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have problems starting or stopping urination?…………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever passed a kidney stone or had blood in the urine?………
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have a problem holding your urine?…………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you recently noticed burning when you urinate?………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have any pain in your legs when walking?……………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have frequent cramps in your legs at night?…………………..  
 FORMCHECKBOX 

 FORMCHECKBOX 
 











Yes     No

Are you troubled with persistent swelling of your ankles or phlebitis?…….
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have any joint problems or arthritis?……………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you had recent, persistent confusion, memory loss, tremor or 


clumsiness?………………………………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you any areas of numbness or tingling?………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you frequently have severe headaches?…………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever been told you have “sugar” or Diabetes?…………………...
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had any thyroid trouble?……………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Is this examination a routine physical or a company physical?……      FORMDROPDOWN 



                                                              (LET YOUR NURSE KNOW)

When was your last complete physical exam?        
When was your last:   (If none, so state.)

Tetanus shot?        

Flu shot?        

Pneumonia Vaccination?        

Lower endoscopy exam?        



EKG                                        

Chest X-Rays?                        

Blood chemistries and blood counts?        
Do you have any medical problems or questions not covered, such as HIV, etc., which you wish to discuss?        
Do you wear your seatbelt in the car (or helmet on a motorcycle/bike)?  FORMDROPDOWN 


MEN ONLY:   
Do you have problems obtaining or keeping an erection?   FORMDROPDOWN 

              
Have you ever had any swelling or tenderness about your nipples?    FORMDROPDOWN 


Do you have a satisfactory sex life?         
WOMEN ONLY:  Do you see an OB/GYN regularly?    FORMDROPDOWN 

If yes, please list name 

                                 and date last seen:        
                                 When was your last PAP?        

When was your last mammogram?       

Do you have regular periods?     FORMDROPDOWN 


When was the date your last period began?                MM/DD/YY


Was the bleeding normal?         

Do you have irregular or skipped periods, or bleeding in-between 


periods?         

Have you had a hysterectomy or tubal ligation?    FORMDROPDOWN 


Do you have any vaginal discharge, itching, or dryness?       

Do you have any breast lumps, pain, or discharge?        

Have you ever been told you had ovarian cysts, fibroid tumors of 


the uterus, or Endometriosis?       

Do you have a satisfactory sex life?        

Do you have pain or discomfort with intercourse?     FORMDROPDOWN 
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