Conndential lviedical History Form

AUM Student Health Services
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PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOU EVER had any of the following?

__Date Aof_Birth___/_Q:.g?{?/ e

.\gmﬁLungS " { Stomach/Bovel Hematology/Oncology AnesthesiaHistory STDs
Asthma OCeliacDisease O Anemia 01 Difficult intubation OChlamydia
OHeart [?ls;aase (ztyqlvez ) Dirritable Bowel Syndrome Dg’:eez"g ?ijgld?nr's OMalignanthyperthermia DGenitaiHerpes
ssel, rheumatic, ele. CBlood Clots/Clottin .
vesse e 0 Stomach/Duodenal Ulcers - 9 [PostOpNauseaor DGenital Warls
OHeart Murmur . . : Disorders
OUicerative Colitis/Crohn’s Vomiting (PONV
. X OCancer omiting ) OGonorrhea
(HighBloodPressure DOtherlegr, Stomach,or {1 Pseudocholinesterase OHPV
[High Cholesterol Bowel Disease O Radiation Therapy Deficiency
; . O0therSTD
0 Pneumonia Neurological Orthopedics OSpinal headache
Endocrine OConcussions rthritis - - OB/GYN History
i Convulsions/Seizures Surgical History 0 Endometriosis
d | OConvuls
Odrenal Disorders OMigraines/Severe R es/Broken 0 Appendeclomy
ODiabetes d denoid fPregnancies#:
. iOPolycysticOvary Headaches UAdenoidectomy
i i Tofectious Discases
i Syndrome (PCOS) 7 [} Mx{lflp@ Sclerosis ; . B OEarTubes Exercise History
o OMudscular Dystrophy O Chickenpox/Varicella- (1 Gallbladder Removal ™™ ) T e
OThyroid Disorder OHepatitis Tvoe: \ﬂLack of exercise
O Stroke/TIA Epatlis type: OKnee ACLRepair
Kidney OHIV Infection L R OExercisingregularly
OChronic Kidney or Mental Health O Infectious Mononucleosis rIKnee Arthroscopy Moderate Exercising
Bladder Disease COADHD O Malaria L R Walking briskly, water aerobics, etc.
i OKidney Stones HAleohol Abuse BMumps DQrganTransplant ~Hkessthan3timesperweek
CIAnorexia (Eatine Disorder . OOvarian Cyst Removal
.re, ( ating Disorder) O Tuberculosis 03 ormoretimes perweek
Ears/Eyes/Nose/Throat O Anxiety Disorder . O Spleneciomy .
' OTyphoid Fever ; Strenuous Exercising
OChronicSinusInfections D1Bulimia (Eating Disorder) OTonsillectomy ! XETC
’ . OWeight Loss Surgery Running, swimming laps, etc.
OEye Disorders (other than O Depression Skin . ' Ol ess than 3 times perweek
glasses or contacts) 01 Drug Dependency OEczema DOOtherPriorSurgeries
[HearingLoss 10ther Mental Health 03 ormoretimes perweek
. Problems [IPsoriasis
DNasal Allergies/Hayfever
O Hives

Allergies

OtherHistory

/
Have you ever had an allergic reaction? [ ves ENO

MedicationAllergies:

[ previous Hospitalizations

Food Allergies:

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

[CJOTHERHealthProblems

Does YOUR IMMEDIATE FAMILY have any of the {ollowing?

[1 Adopted (Family history unknown)

Clots/Ciot

Breast
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| 2| Colon
3

| § 1 Melanoma

|~ {othgrCancers (List Type)




AUM Student Health Services
Medical Information Release Form
(HIPAA Release Form)

Namejgﬁm(m{ @M%/f LW& Date of Birth: /@ / CQ(/I /7

Release of Information

]/ authorize the release of information including the diagnosis, records;
/xamlnatlon rendered to me and claims information. This information may be released

[]Spouse :D(\/MM{ WQ/

[ ] Child(ren)

[ ] Other

[ ] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Please call [ ] my home}{my work [\,Kmy cell Number: 7(7/<Zj 5(0 2? / ;/; @Q Bv(/

If unable to reach me:

[ ]you may leave a detailed message
'\[\/f\please leave a message asking me to return your call

[]
The best time to reach me is (day) ? g % between (fime)
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