Confidential Medical History Form

Name. (T~ [ I~

AUM Student Health Services

... Date of Birth

PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOU EVER had any of the following?
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jVea
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| &{/‘5')2;/&

AnesthesiaHistory
0O Difficult intubation
OMalignanthyperthermia
[JPostOpNauseaor
Vomiting (PONV)
0O Pseudocholinesterase
Deficiency

O Spinal headache

STDPs
/(/Zhlamydia
OGenitalHerpes
O Genital Warts
O1Gonorrhea

OHPV
O OtherSTD

Surgical History
1 Appendectomy
[JAdenoidectomy
OEarTubes
O Gallbladder Removal
CKnee ACLRepair

L R
OKneeArthroscopy

L R
OOrganTransplant

OB/GYN History
0 Endometriosis

OPregnancies#:

Exercise History
Olack ofexercise
OExercisingregularly

Moderate Exercising
Wyving briskly, water aerobics, etc.

Heart/Lungs " { Stomach/Bowel Hematology/Oncology
OJAsthma OCeliacDisease O Anemia
OHeart Disease (valve, Olrritable Bowel Syndrome O Bleeding Disorders
vessel, rheumatic, efc.) 0O Stomach/Duodenal Ulcers (] Blopd Clots/Clotting
OHeart Murmur CiUlcerative Colitis/Crohn's Disorders
OHighBloodPressure DOtherLiver, Stomach, or Cancer
C1High Cholesterol Bowel Disease [ Radiation Therapy
0 Pneurmonia Neurological Orthopedics
Endocrine CConcussions OArthritis
j OConvulsions/Seizures
OAdrenal Disorders o vt OHS zure OFractures/Broken B
ODiabetes igraines/Severe
X Headaches
OPolycysticOvary . ,
Ey ylrome (PCOS) O Multiple Sclerosis Infectious Diseases
/ o OMuscular Dystrophy O Chickenpox/Varicelia
iJThyroid Disorder OHepatitis Tvpe:
O Stroke/TIA patitis Type:
1 COHIV Infection
Kidney ’
CIChronic Kidney or Meatal Health O Infectious Mononucleosis
Bladder Disease CDADHD O Malaria
~IfiKidney Stones EAlcohal Abuss oMumps
OAnorexia (Eating Disorder) 0O Tuberculosis
Ears/Eyes/Nose/Throat DAn)lue.ty Disorder OTyphoid Fever
OChronicSinusnfections O Bulimia (Eating Disorder)
DEye Disorders (other than 0 Depression Skin
glasses or contacts) 0 Drug Dependency
OHearingLoss [10ther Mental Health Diczémé
Probl OPsoriasis
ONasal Allergies/Hayfever oniems )
OHives

[1Ovarian Cyst Removal
O Splenectomy
dTonsillectomy
C1Weight Loss Surgery

00OtherPriorSurgeries

Blessthan3timesperweek—

O3 ormoretimes perweek

Strenuous Exercising
Running, swinming laps, etc.

Olessthan 3times perweek

O3 ormoretimes perweek

Allergies

7
Have you ever had an allergic reaction? O ves No

MedicationAllergies:

M

OtherHistory

[ previous Hospitalizations

Food Allergies:

e

Orther Allergies {latex, bee stings, etc.):

LI OTHERHealthProblems

Does YOUR IMMEDIATE FAMILY have any of the following?

D»A‘dopted (Family history unknown)

loth

Siblings

_Alcoholism

Breast

OtherCancers (List Type)

Caolon
Melanoma % \

)




]

Whatis yourgender? What is your sexual orientation?
Female A Heterosexual (Straight)

(I male DGayorLesbian

O Transgender : [J gisexual

[lother []other

AbuseHistory

As violence is a problem in many families, we ask these questions to ALL patients.
Verbal Abuse O Yes O3 /y

Physical Abuse ] Yes 2V No

Sexual Abuse O Yes [ I//No

DrugHistory

Do you take recreational drugs? [ Yes mo

How much? o How often ™" What type? Marijuana Cocaine Meth Heroine Spice Other___ ==—=——"""

Sexual History

Sexuallyacti\ﬁ? Myes [Ino DNotcurrentIy

partners ] male [ Female []Both

Birth Control/Protection -Pleasecircle:
. —
Abstinence BirthControIPi’II/s/Ql'ervicaICap Condom Diaphragm Implant Injection I|UD Patch

,,,,,,,, N
Last Menstrual Cycie J ”{ﬁf Last PAP% /ﬁé (77/7!5{5/" ¢ “Kormal ﬁbnormal(Circle)
@ - S

Comments:

Tobacco Use History .

Alcohol Use History
U currenteveryda
ey DCurrenteveryday

Clcurrent some s
O current some days

[T rormer smoker
[ Former drinker

O Heavy tobacco smoker
] Heavy drinker

O Lighttobaccosmoker
Social drinker

Neversmoker
[I Never drinks

[] passive smoker - never smoked Pleasecircle:
Pleasecircle;
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer V\fmw
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




