LAV BLIVUBRC AL LY AICUILAL L RIDdLUY ‘)’ 42U

AUM Student Health Services

AN 2 .. _Date of Bi r’[h__sQ:‘._. S‘S “\\&t_
PAST/CURRENT PERSONAL MEDICAL HISTORY Have YOU EVER had any of the following?

Heart/Lungs " i Stomach/Bowel Hematology/Oncology AnesthesiaHistory " STDs
OJAsthma . -+ i0CeliacDisease OAnemia 0 Difficult infubation OChlamydia
OHeart Dis;aase (valze, ) Oirritable Bowel Syndrome [1Bleeding Disorders OIMalignant hyperthermia DiGenitalHerpes
wvessel, rheumatic, etc. (1Blood Clots/Clottin .
OHeart Murmur D Stomach/Duodenal Ulcers Disorders g OPostOpNauseaor OGenital Warls
eanuiviurm OUlcerative Colitis/Crohn’s i
. X OCancer Vomiting (FONV) CGonorrhea
\Dngh BloodPressure DOtherle?r, Stomach,or 01 Pseudodolinesterase - fHPV
/ngigh Cholesterol Bowel Disease [ Radiation Therapy Deficiency
) . O0therSTD
0 Pneumonia Neurological | Orthopedics [1Spinal headache p—
) i OConcussions ) s story
Endocrine 3 ElAr‘thr}’us Surgical History o
OAdrenal Disorders OConvulsions/Seizures O Endometriosis
N OCMigraines/Severe OFractures/Broken Bones 0 Appendectomy \ )
ODiabetes g . DPregnancies#: |
CPolycysticOvary Headaches OAdenoidectomy Fal
Syndrome (PCOS) O Multiple Sclerosis Infectious Diseases OEarTubes Exercise Histo
. . LX i} 1
OThyroid Disorder OMuscular Dystrophy O Chickenpox/Varicella D Gallbladder Removal v
OHepatitis Type: . [ Lack of exercise
O Stroke/TIA OKnee ACLRepair
Kidney COHIV Infection L R DExercisingregularly
OChronic Kidney or Mental Health 0O Infectious Mononucieosis OKnee Arthroscopy Moderate Exercising
Bladder Disease OADHD : 0O Malaria : L R Walking briskly, water aerobics, etc.
" i0Kidney Stones =Alcehol Abuse Stumps - ﬂOrGa‘nTransplanT Bessthan3timesperweek
DAnorexia (Eating Disorder) O Tuberculosis Ovanan Cyst Removal JZ{\3 or i )
. moretiimesperwee
Ears/Eyes/Nose/Throat O Anxiety Disorder i O Splenectomy . p
: ) OTyphoid Fever : Strenuous Exercisin
Chronic Sinus Infections O Bulirnia (Eating Disorder) OTonsilleciomy ] XBICISing
, . Runnmg, swimming laps, etc.
OEye Disorders (other fhan O Depression Skin . DOWeight Loss Surgery Lessthan s )
: essthan 3times perweel
glassesor cortacts) 0 Drug Dependency OEczema : © [fOtherPriorSurgeries P
OHearingloss [10ther Menial Health OPsoriasi \ (e )\IJ o ( " O3 ormoretimes perweek
] soriasis Egbr € iy A
tz{{\lasal Allergies/Hayiever Problems . H -7 N g
DOHives ‘ SN s Sureg.rv -
O (\;,x LA o RSN

OtherHistory
Allergies E:l Previous Hospitalizations
Have you ever had anallergic reactxon? . Yes M no '\[10{\14 A
MedlcatxonAHergles Roe e ' [ j
""" [JOTHERHealthProblems .

Food Allergies:
Other Allergies (latex, bee stings, etc.): “E> pd TP, w_f yoaarOh L S s

Does YOUR IMMEDIATE FAMILY have any of the following? D.Adopted (Family history unknown)

Alcoholism

Breast
Colon

| 8| Melanoma
L Otrer Cancers (List Type)

Pérént Debéased '



i

;\ \ 2| qj%f‘ ADOLESCENT/ADULT HEALTH HIST RY

Date .= Name ¢ \(j,V\\ 4 ‘”O .DL/(/(/ \,(\

E i
1. What is the reason for your visit today? C‘J ( /(/’1/\ *\}\J\ ~ ; . -
2. s there anything about you and your health that we need to know'7 \) QLQUG\ /‘v\/Q & M}Q ¥ o £ b0 (:U{ﬁ“ t G Qf:lLL\J

i

3. List medicine. drugs, or food you are allerglc to: \\r& i »-iﬁ,s 00 (on
4. Listany medlcmes ordrugsy you take; Lo .

5. HaveYOUor anyone in your ffamily had ‘any of the following: (circle)

~ . , o , nerve or mental problems
heartdosease ‘ , kdiabetes/sUgér ; tuberculosis , ' asthma :

SSUP ~ blood problem or disease _ birthdefects ~ died before age 50
mental retardation other ‘family’ disease

; —1
Have you ever been in the hospltal'f\ e Why? l/ 10 (’J_’/”f\y/_t‘ L/Y\ Jdoc it L %’wau,, o Sin

6.
7. Have you ever had surgery” Lé_u;?_.(lxv y'7<< wfu” Lo O b & L\?{A‘ tm,‘\'lﬁif‘?fi@” ,z"':\;é e Y
8. Haveyou ever had a serious acgtdent'? N o ' ' ‘ .
9. Have you had serious or recent problems W|th.
earsor throat | MQ) ES cough kidneys %92 YES, . gallbladder ;@YES
allergies . NGO /YES N thyroid @w weight loss fNO YES liver L NO| YES
lung infections \NQDYES skin problems {\\"NO YES  ulcers , &\\@ YES depression (\\ﬁ?(ff YES
- . ' headaches (\\I\\IO" YES
10.  Have you ever had a seizure, convulsion, or “falling outispell? ...l
,1‘17. Have you ever had a blood clot in -your lungs, Iegs or anywhere? ciean o i :
*12. Have you ever smoked cxgarettesorused smokeless tobacco? ... e
If yes, are you an: Ex—smoker‘7 Smokmg now'7 Do you smoke (less) (more) than a pack aday? o \NM/ ,
How much smokeless tobacco do you use a day?

*13. How often-doyoure rink beer, wine, wine coolers, or liquor? , .
' Never Rarely 1-2. times a week 3-4 times a week 5 or more times a week
- If'you drink beer, Wine, wine coolers, or liquor, do you have: k k
(less) = (more) . than 5drinks a day?

. ’ e
*14. Have you ever used marijuana, cocaine, crack or other drugs? ...... e L i i. K: WES o
15, Haveyoueverusedlv drugs? coiiii o o o L A Nd YE,ES.
16. Have you ever had a blood transfusmn” ....... . L L . Voo L \NQ YES
17 ; .
18. Have you
19. Have you
- 20. Have ydu
21, Haveyou
22,
FOR FEMALES ONLY
| A. How old were you when you started your periods? _.}_.4.2________.. Date of your last period? i - (/"\ Q g
How often do you have your periods? EX0MC 0 4y v s A 4 0 Are they regular? "L;ﬂjfﬁ
How many days do they last? L“;‘“ ; .
Do you have: (circle) . bad cramps bleeding or spotting between periods‘ unusual discharge //’ ""‘\\’
B. Do you have any problems with your breasts (lumps, discharge, or other)? .......... oo iiivit s Geeeeens 3 /~Nc:,\l5§
Do you check them regularly? .........cc.ooiiiiiiiiiiiiiiiiiiiiiiiii s, AR ey \ YE? NO
*C. 'How many times have you ever been pregnant? ____..l..m How many chlldren are living? t : /(m\ L
: Have you ever had any children born dead; any stillbirths; mxscarnages orabortions? oicoiiiiiiiainTiiin il NO; Y.Eé .
Were any of your children premature? ..........oive L e L ey NO YES\
~ How old were you when your first child was born? -'Wc; =
D. Haveyou everus%d (circle NO/YES) birth control pills? = NO (@ foam? ( UYES condoms‘7 NOU. YES) 1UD? \Ni) YES:
diaphragm? NQ] YES ; 3
E. Didyou have problems with any of these methods? i i iiiiiioinniiviiinn S o e \Ng . YES
F. Have you ever had an abnormal PAP smear" .............. e e e L S Sl NO ) YES
; T |




