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1. Whatis the reason for your visit today? rﬂﬁj% % ﬁ!?
2. Isthere anything about you and your heaith that we need to khow?

*3: List medicine, drugs, or food you are allergic to: nile
*4. List any meaicines or drugs you take: - ’

L

5. Have YOU or ényone in your lamily had any ol the following: (clrcle)

tuberculosis .:g_as-x

heart disease ‘ iabetes/sugar;
w‘gh Blood pressure* blood problem or dissase birth delscts “balore age 50
stroke cancer mantal retardation other “family” disease
6. Have you ever been In the hospital? pEY  why? )
7. Have you.ever had surgery? Why? z
8. Have you ever had a serious accident? i 255
9. Have you had serigus or recent problams with;
ears or throat NO ESL‘i cough kidneys _ gallbladder
allergies Eé thyrold waelght loss 4 {lver
lung infections i O‘:;: YES skin problems ulcers - " depresslon
i _ headaches
H
10. Have you ever had a seizure, convulsion, or “[alling oul™ Spell? ..ottt ittt e YES
11. Have you eyer had a blood clot in your fungs, legs oranywhera? .........cooooiiiii i eeeeas . YES
*12. Have you ever smoked cigareties or used smokeless tobacco? YES

It yes, are you an: Ex-smoker? Smoking now? Do you smoke (less) (more) than a pack a day?

. How much smoksless tobacco do you use a day? -
.*13. How often do you drink beer, wine, wine coblers, or liquor?

Rarely 1-2 times a week . 3-4 times a wesk 5 or more times a week

rink beer, wine, wine coolers, orliquor, do you have: '

Y3 (mors) than5drinks a day?

*14.

"15.
18.
17.
18.
19. Have you had more than one sex partner in the past 5 yeara?
20. Have you ever had sex wilh @ member 0l YOUF OWN SBXT - ouiveve s
21, Have you had or been around anyone with hepatitis? .................... e et ea et -
22. Would your sex parlner(s) answer Yes to any ol the questions 14-22 ¢

FOR FEMALES ONLY "

Date of your last perlod? {%%/E‘:%’

A. How old were you when yo;,v startad your perlods? P 5 S
How often do you have your perlods? mﬁNﬁ% \\\ﬁ : Ara'(hey regular? M(\}

How many days do thay last? e el
Do you have: {circle) {Bad cmm;?) bleeding or spotiing betwesn perlods unusual dlscharge

B. Do you have any problams wnh your breasts (lumps, discharge, or olher)? .......................................... {NO) YEI;S
Do you check them TOGUIATTYT o ottt YES (/NO}

*C. How many times have you ever besn pregnant? —_____ How many children are llving? i o
Have you ever-had any ‘children born dead; any stillbirths, miscarringes, or abortions? ........ e rieneeiereeanaarnes YES .
Were any of YOUr Children Premialure? ... eeeseneentn e essass e en e e e e e e e e e e vea e YES
How old were you when your first child was born?

D. Have y/ou ever used (circle NO/YES) birth control pills? YES; loam? YES:
dxaphragm? {\NO_ YES '

E. Did you have problems with any of these methods? ... ciiieiarrereireiiinnnannn reeeenenarenes : E:

F. Have you ever had an abnormal PAP SMBBIT ...vvevireanerncirnsens e [P




