AUM NURSING CARE CENTER

\DOLESCENT/ADULT HEALTHHIe RY, |\ «
Name GLLX@'/ \—'\ LiL&S

\\/u

1. Whatis the reason [or your visit today? 'D()i S 1O
2 Is there anythg about you and your health ‘hat we need 1o know?

'3 Listmedicine, drugs, or food you are allergic to:
*4, Listany meaicines or drugs you take: _ ———= e

5. Have YOU or'a"r‘iyone‘in yo‘Uru{amily had any of the foll,o’w‘ing: {clrcle} ,
- - . ‘ - _nerve or mental problems
@;bim"‘/...jl‘ﬁaf S tuberculosis ~ asthma -

h_e_ant«meea% ; : ’
(hlgh blood P@  bloodproblemordisease  binthdafects. died before age 50

stroke‘ , o cancer . ‘ ‘mental retardation other"famlly" disease

Have you ever been In the hospxtal? V\e‘ Q Why? __‘XMS E‘UC\JL(’VU“\_,&_&&@\&‘_ \@’vf ()';\5“3'

_ 6.
7. Have you.ever had surgery? . Why? o .
8. Have you ever had a serious accident? _.EL.Q_._.______________.*W___.______________._______
9. Have you had serious or recanl problems wnh
_earsorthroat  ( o &u@/ves kidneys  (NO) YES gallbladder
allergies thyrold NO)YES . welght loss (NcQ YES  liver
lung infections skin problems =~ NO QdES/) ulcersl' - CNO/YES - depression | CNO) YES.
‘ . . .  headaches : NO Cvss,
10, Have ydu év'er had a seizure, convulsion. or "!‘a‘ilin‘g‘om" spall? .. L . ..fNQ) YES
. n Have you ever had a blood clotin yourlungs legs or anywhere? . NQ) YES
_"12. Have you ever smoked cigarettes or used Smokeless l0baCcCO? ..iouviriiiiiiiiiinriinnn, . g NO 5 YES

If yes, are youan: Ex- smoker" . Smoking now? Do you smoke (less) (mora) than a pack a day?
- , How much smokaless tobacco do you use & day’7
M3 ,How often do you drink beer. wine, wine coolers or hquor? ‘ ;
k ’ (Never )} Harely 12timesa week 3-dtimesaweek Sor more limes a week
e drmk beer, wins, wine coolers, orllquor do you have: s ' .

(Iess (more) than 5drinks a day?

_ *14. Have you ever used marljuana, cocaine, crack orotherdrugs? . (N’O} YES
*16. Haveyou ever used I.V. drugs? ......... L cen G - . k ;
16, Have you ever had a blood transfuslon? ...l S e i el ...

17, Doyouhaveanytattoos? ...... i ; s e @O) YES

18, Have you ever besan treated for a venereal disease? ....... e e e e e f__(? YES }

19. Have you had mors than ona sex partnerin the past 5 years? ........ i e (NQ) YES
= 20 Haveyou ever had sex wnhamemberofyourown 58%X7 ... G e Civiiiiiianineni ol J\JO) YES

21, Haveyou had or been around anyone with Repatitla? ..ivvi i, ..... e e < tiQ) YES

. 22, Would your sex partner (s) answer Yes to any o the quesllons 14-22 ? e i o e /NO /’Y::S

| . FOR FEMALES ONLY

| ' D cnooL
A How old wera you when you started your perioda? m___j_ Date of your [ast parlod? \[\Q MJ\Q /L)’ vu%

How often do you have your perlods? ___..__.__.__.__*__._____.Areithey regular?

How many days do they Iast? -
Do you have: (circie} bad cramps  bleeding or spotting belwesri periods . unusuai discharge

; o ~
B. Doyou have any problems with your breasts (lumps, discharge, or olher)? e i Ceiieiieeaiiee @D«) YES|
Do you check them regularly? ........ L Ceiaiiavay Preeieaen (. [E (Y.ES) NQO
*C. How many times have you ever been pragnant? % _ How. many children are living? -3\' i .
' Have you aver had any childran born dead: any stillbirths, m:scarrlagas orBbortlons? . .icviiiiiiiiiin <@a< YES .
Were anly of your children premature? ...... e e e e s Ne- YES

How old were you when your first child was born?
. D. Have y/ou ever used; (circle NO/YES) b|r1h control pills? NO YES; foam? NO YES; condoms? NO YES; IUD? NO YES;

= dlaph’;agm? NO YES ; ~ ‘

E. Did you have problems with any of these methods? ......... e S . G NO YES

F. Haveyou ever had an abnormal PAP smear? ........c........ Cev e e i e e (NOD YES




