Confidential Medical History Form

Name.. A‘.‘\ NN % mmoms. }

AUM Student Health Services

PAST/CURRENIg PERSONAL MEDICAL HISTORY: Have YOUEVER had any of the following?

_.._Date of Birth. (, }

Heart/Lungs " : Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
OAsthma OCeliacDisease CJAnemia {1 Difficult intubation OChlamydia
OHeart Disease (valve, Oirritable Bowel Syndrome O Bleeding Disorders fIMalignanthyperthermia CGenitalHerpes
vessel, rheumatic, efc.) [IBlood Clots/Clottin .
H i M 0 Stomach/Duodenal Ulcers Disorders 9 OPostOpNauseaor OGenital Warts
fiHeart Murmur OUicerative Colitis/Crohn’s Vorniting (PONV
. OCancer amiting ( ) CGonorrhea
OHighBloodPressure DOtherLive_:r,Stomach, or O Pseudocholinesterase OHPV
COHigh Cholesterol Bowel Disease O Radiation Therapy Deficiency
. ! 0OO0ther STD
0 Pneurnonia Neurological Orthopedics OSpinal headache
- " : .. OB/GYN History
Endocrine ' DConcus?lons . CArthritis Surgical History et
{JAdrenalDisorders DCanl.JIsmns/Selzures OFractures/Broken O Appendectomy
ODiabetes [Migraines/Severe OPregnancies#:
. Headaches OAdenoidectomy i
OPalycysticOvary Multiple Scl i Infectious Diseases EarTub
Syndrome (PCOS) O Multiple Sclerosis o . CEarTubes Exercise History
- CiMuscular Dystrophy O Chickenpox/Varicella O Gallbladder Removal ;
OThyroid Disorder OHenpatitis Type: ) OLack of exercise
O Stroke/TIA P ype: OKnee ACLRepair
Kidney OHIV Infection L R OExercisingregularly
[1Chronic Kidney or Mental Health 0O Infectious Mononucleosis DKneeArthroscopy Moderate Exercising
Bladder Disease OADHD O Malaria L R Walking briskly, water aerobics, etc.
8 Y,
i ORidnay Stones LAlcohol Abuse Shumps HOrganTransplant F-essthan3timesperwesk——
O ia(Eating Disorder. : O Ovarian Cyst Removal
Ano‘reXJa{ ating Disorder) O Tuberculosis 3 ormoretimes perweek
Ears/Eyes/Nose/Throat O Anxiety Disorder ) DSplenectomy .
OTyphoidFever ; Strenuous Exercising
OChronicSinusinfections [1Bulirnia (Eating Disorder) OTonsillectomny / XEICI:
) C'Weight Loss Surge Running, swimming laps, etc.
DEye Disorders (other than O Depression Skin 'gnt LosS SUIgery OLessthan 3times perweek
glasses or contacts) 01 Drug Dependency FEczema [OtherPriorSurgeries
OHearinglLoss O 0ther Mental Health ] 03 ormoretimes perweek
) Problems OPsoriasis
INasal Allergies/Hayfever
OHives
yd

/

Allergies

/

OtherHistory

i
Have you ever had an allergic reaction? Myes [Ino

MedicationAllergies:

L] previous Hospitalizations

Food Allergies: (;‘OC’» S, DeEanuUtr huttTonr

Other Allergies ( Iatek bte stmﬁgs etc.):

[JOTHERHealthProblems .

Breas’[

Colon

Melanoma

Other Cancers (LlSt Type)

ParentDeceésed o




‘Whatisyourgender? ‘What is your sexual orientation?
/ /
N remale A

[ male ] GayorlLesbian

Heterosexual (Straight)

L] Transgender [ Bisexual

U other [dother

AbuseHistory
As violence is a problem in many families, we ask these questions to ALL patients.

Verbal Abuse [ Yes i/} No
Physical Abuse [J Yes IL,—L{

No
Sexual Abuse O Yes EZ/NO

DrugHistory
Do you take recreational drugs? 7 ves No

How much? How often What type? Marijuana Cocaine Meth Heroine Spice Other,

Sexual History

Sexually active? Yes [INo [INot currently

Partners ﬂMa!e [Tremale [Both

Birth Control/Protection -Pleasecircle:

U

3y
Abstinence @ControlPﬂls CervicalCap Condom Diaphragm Implant Injection 1UD Patch

‘w’/
Post-menopausal Rhythm Spermicide Sponge Surgical VaginalCondom Withdrawal Otherseecomments None
Last Menstrual Cycle A UG\ - 2 i {WNKV Last PAP Normal Abnormal (Circle)
J
Comments:
Tobacco Use History )
Alcohol Use History
[ current every day
O Currentevery day
[ current some d3s

[ current some days

1] Former smoler
[ Former drinler

O Heavy tobacco smoker
O Heavy drinker

] Lighttobaccosmoker
[ social drinker

I Neversmoker Er/
] Never drinks
/] passive smoker - never smoked Pleasecircle:
Pleasecircle:
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liquor
packs/day: 0.25 05 1 15 2 3 Drinks/day: 0.25 05 1 15 2 3 4 5
Years: 0.5 1 2 2 4 5 10 Years: 0.5 1 2 2 4 5 10




