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AUM Student Health Services

Name__\CCOL OGNS .....Date of Birth_O {%gquqg_

PAST/CURRENT i%ERSONAL MEDICAL HISTORY: Have YOU EVER had any of the following?

Heart/Lungs
OAsthma

OHeart Disease (valve,
vessel, rheumatic, etc.)

OHeart Murmur
OHighBloodPressure
OHigh Cholesterol

0 Pneumonia

* 1 Stomach/Bowel

[OCeliacDisease
Qirritable Bowel Syndrome
O Stomach/Duodenal Ulcers

OUlcerative Colitis/Crohn’s
0Other Liver, Stomach, or
Bowel Disease

Hematology/Oncology
O Anemia

D Bleeding Disorders
0Blood Clots/Clotting

Disorders
OCancer

O Radiation Therapy

Endocrine
OAdrenal Disorders

Neurological
{FConcussions

OConvulsions/Seizures
OMigraines/Severe

Orthopedics
ElArthrjtis
/-~
EFractures/Broken Bones

AnesthesiaHistory
{0 Difficult intubation
OMalignanthyperthermia
[OPostOpNauseaor
Vomiting (PONV)
0 Pseudocholinesterase
Deficiency

O Spinal headache

STDs
DChlamydia
[OGenitalHerpes
OGenital Warts
(0Gonorrhea
OHPV

O0therSTD

Infectious Diseases

O Chickenpox/Varicella
OHepatitis Type:

OHIV Infection

O Infectious Mononucleosis
O Malaria

Surgical History
0 Appendectomy
[JAdenoidectomy

OB/GYN History
[0 Endometriosis

OPregnancies#:

ODiabetes
[IPolycysticOvary Headaches )
Syncrome (PCOS) O Multiple Sclerosis
OThyroid Disorder - OMuscular Dystrophy
O Stroke/TIA
Kidney
{ental 1th
OChronic Kidney or Mental Hea
Bladder Disease DADHD
i fKidrey Stones EAleohol Abuse
CAnorexia (Eating Disorder)
Ears/Eyes/Nose/Throat [ Anxiety Disorder

OChronic Sinusinfections

CEye Disorders (other than
glasses or contacis)

OHearingloss

ONasal Allergies/Hayfever

O Butimia (Eating Disorder)
[0 Depression

0 Drug Dependency
10ther Mental Health
Problems

s
Bmumps
O Tuberculosis

[OTyphoid Fever

Skin
(Eczema

[Psoriasis

O Hives

OEarTubes . .
Exercise History
0O Gallbladder Removal
OLack of exercise
OKnee ACLRepair -
L R mExercisingregularly
DKnee Arihroscopy Moderate Exercising
L R Whlking briskly, water aerobics, etc.
HOrganTransplant Bikessthan3timesperwesk——
0 Ovarian Cyst Removal
O3 ormoretimes perweek
O Splenectomy ,
OTonsillectomy Strengous E?(ercising
OWeight Loss Surgery Running, swimming laps, etc.
) . DOLessthan 3times perweek
OOtherPriorSurgeries
33 ormaore times per week

Allergies

/

OtherHistory

Have you ever had an allergic reaction? [1ves No

MedicationAllergies:

[] previous Hospitalizations

Food Allergies:

Dther Allergies (latex, bee stings, etc.):

[ JOTHERHealthProblems .

_Does YOUR IMMEDIATE FAMILY have any of the {ollowing?

[] Adopted (Family history unknown)

Alcoholism
lots
}‘ 5 |_Breast
! 21 Colon
S Melanoma
Other Cancers (List Type)

Diabetes

Dru ‘De endency

D

Sudden Cardiac Arrest (under age 50)

PérentDeééased )




‘Whatis your sexual orientation?

‘Whatisyourgender?

[ remale eterosexual {Straight)
g ,

Male [[JGayorLeshian

1 Transgender D Bisexual . .

[l other L other

Abuse History

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

Verbal Abuse [J Yes @ No

Physical Abuse 3 Yes E/No

Sexual Abuse L1 Yes [ No

DirugHistory

Do you take recreational drugs? [ ves No

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

Sexual History
Sexually active? Yes, [Ino [ Not currently

pPartners [ male Ml remale [Both

Birth Control/Protection - Pleasecircle:

Abstinence BirthControlPills CervicalCap Condom Diaphragm Implant Injection |UD Patch

Last Menstrual Cycle Last PAP Normal Abnormal {Circle)
Comments:
Tobacco Use History .
Alcohol Use History
] Currenteveryday

[ current every day

[_Icurrent some fs=13
[ current some days

i1 Former smoker
L Former drinker

[ Heavy tobacco smoker
0 Heavy drinker

[] Lighttobaccosmoker . /
} Social drinker

Neversmoker
) [ Never drinks
[ passive smoker- never smoked Pleasecircle:
Pleasecircle:
Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew ’ Type used: Beer Wine Liguor
Packs/day: 0.25 05 1 15 2 3 Drinks/day: 0.25 05 1 15 2 3 4 5
. ~
Years: 05 @) 2 2 a5 1 Years: 0.5 1022 4 s Qg




