Name:

HEALTH HISTORY

Today's Date:

Birth date:
Date of last physical examination

GENERAL
QChills
UDizziness
dFainting
UFever

UlLoss of weight
ONumbness
QSweats

EYE, EAR, NOSE, THROAT
UBleeding Gums
UBlurred vision
QCrossed eyes
QDifficulty swallowing
QDouble vision
UEarache

UEar discharge
UHay fever
UHoarseness

ULoss of hearing
UNosebleeds
UPersistent cough
URinging in ears
USinus problems

CARDIOVASCULAR
QChest pain

UHigh blood pressure
Qlrregular heart beat
WLow blood pressure
QPoor circulation
Rapid heart beat
OSwelling in ankles

RESPIRATORY

Cough

UShortness of Breath

UDecrease in exercise
capacity

GASTROINTESTINAL
QAbdominal pain
UAppetite poor
UBIloating

UBowel changes
UConstipation or diarrhea
UGas

UHeartburn or indigestion
UHemorrhoids

UNausea or vomiting

GENITO-URINARY
UBlood in urine
QFrequent urinating
OLack of bladder control
WPainful Urination

MUSCLE/JOINT/BONE
Pain, weakness, numbness in:

OArms OHips
UBack ULegs
UFeet UNeck
QHands QShoulders

SKIN

UBruise easily
UHives

Qltching

QOChange in moles
dRash

dScars

QSore that won't heal

NEUROLOGICAL
W Dizziness or
lightheadedness
OWeakness
QOFainting
OSeizures

PSYCHIATRIC
ODepression
QOHeadache

QLoss of sleep
(UNervousness

U Stress

UTrouble concentrating

ENDOCRINE
ODiabetes
UHypertension
UThyroid disease

HEMATOLOGICAL
OAnemia
UBleeding disorder

ALLERGIES
UAsthma
Hayfever or allergic rhinitis

WOMEN only

UAbnormal pap smear
UBleeding between periods
UBreast lump

UExtreme menstrual pain
UHot flashes

UNipple discharge
UPainful intercourse
UVaginal discharge

Date of last menstrual period

Date of last pap smear

Have you had a
mammogram?

Are you pregnant?
Number of children

MEN only

UErection difficulties
OLump in testicles
QPenis discharge

Date of last prostate exam

QAIDS UBulimia UGlaucoma
UAlcoholism UCancer UGoiter
OAnemia UCataracts QGonorrhea
UAnorexia QChemical UGout
UAppendicitis dependency UHeart disease
QArthritis UChicken pox UHepatitis
QAsthma UEmphysema QHernia
WBronchitis UEpilepsy UHerpes

QHIV positive UMumps QScarlet fever
OKidney disease |dPacemaker UStroke
QLiver disease  |dPneumonia OTonsilitis

UMeasles UPolio
UMigraines
UMiscarriage

dMononucleosis

UProstate problem
UPsychiatric care
URheumatic fever

OTuberculosis

U Typhoid fever
QUlcers
UVenereal disease

Please complete the back of this form also
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Pharmacy Name:

Phone:

Age

State of Health

Age at Death

Cause of Death

Father

Mother

Brothers

Sisters

PREGNANCY HISTORY:

SOCIAL HISTORY:

FAMILY HISTORY:

Caffeine

Tobacco

Alcohol

Other
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I certify that the above information is correct to the best of my knowledge. | will not hold my doctor or any members of his/her
staff responsible for any errors or omissions that | may have made in the completion of this form.

Signature

Date

Physician Signature

Date Reviewed



