JM STUDENT HEALTH CENTLT\v .
- TRAVEL HEALTH HISTORY

gDatetOiE’ IE’; A Name Low D{V@L ?@ﬁ‘g’ﬂ

. What is the reason for your Visit today l/u CCI nes
o 2 List allergles you have to medlcmes foods or 1od1ne

NEA

o 3, Llst any. medlcatlons or drugs you are ourrently taking (thls would 1nolude herbal and over- .
. the counter as well as prescr1pt1on drugs) /\/(cn o .

: 4, Have you had any of the followmg (c1rcle 1f th1s apphes to you )
Heart disease -
~ Kidney disease : ; o
, Stomach/Gastromtestmal dlsease - . S g L
Diabetes/sugar | ‘ ' o
5. Areyou 1mmunocomp1 omised? (Is there a problem with your immune system) Yes _No _{»_i/
 Thymus disorder ( Myasthema grav1s thymoma thymectomy) '
~ Spleen removed
Transplant rec:1p1ent
Cirrhosis of the hyer ;
- Cancer
HIV. . . |
6. How often do you drink beer, wine, wine cooler, or liquor? (Please circle)
eyer// Rarely / 1-2 times a week / 3-4 times a week / 5 or more times a Week
7. Where are you going on your trip? }«[ O J~¢ ' ‘
8. How long is your trip? Months Days 5
9. When are you leaving on your trip? Af)m 310 [

FOR FEMALES ONLY L

A Date of your last peuod? . Have you had ahysteleotomy? YES . 1/ NO
- B. Are you currently pr egnant’7 YES NO
What is your due date? | : o
C. Do you plan to become pregnant in the next 3 months‘7 YES ~ NO

D Are you breastfeed1ng‘7 YES NO

(Adopted by NGC 7/08) :
‘ Revrsedl/l 1)



| ~ AUM  NURSING CARE CENTER
| . HOOLESCENT/ADULT HEALTH HISTGRY
Date /] /;)‘% a OZ’ ’ . . Name L@I"’ Q((:‘)‘/V*’

: 1. What is the reason lor your visit today? 77% <>/C[ 7\ 7"8‘:’:} 1—'

2. lsthere anymmg about you and your heallh that we ‘Aeed to know? *’\/ o

, ; >
'3 List medicine, drugs. or food you are allerglc to: Z" T ’Uiﬁ.— (g Q‘“* .
*4. Listany medicines or drugs you take: . ' . . : :

—prior—to7s,

bF : Haye YOU or anyone in your family had any. of the following: (olrcle)‘f

nerve or mental problems

'diabeteélsugar, ,  uberculosis

'hlgh blood pressure ~ blood problem or disease ‘birth defects

stroke - . cancer - mental'r'etardatlon

6. Have you ever been In the hospltal’? ‘-/ Why? Ch//f/b{f ‘{Lh f‘rn/){md/u 7!7\‘5

7. Haveyoueverhadsurgery? V. Why? )4)993/}\{:{’,!( { 7[7 /C) 7d . ‘

8. Have you ever had a serious accident? ___ h
9. Have you had serigus or recent problems with:

( ~ earsorthroat /NO\ YES  cough  (NO\YES  kidneys  NO YES  gallbladder | ﬂo YES
aIIerg}ie’s ‘ No) YES  thyroid - NO YES - waight loss ~ NO YES liver 1 NO X YES
lung infections YES  skinproblems YES ulcers . NO YES  depression NO | \YES
. . . . - headaches Nol,f,YEs

110, Have you ever had a seizure, convulsion, or “falling out” spell? ...... G e e YES

1. Have you ever had a blood clot in your lungs, legs or anywhare? e i (NO) YES
12 'Haveyou eversmoked crgarettesorused smokeless tobacco? e e e e @ Y’ES,

. liyes areyouan: Ex- -smoker? Smoking now? Do you smoke (Iess) (more) thanapackaday? o

. How much smokaless tobacca do you use a day? . -

*13. How often do you drink beer wine, wine coolers or l:quor? .

; Never) Rarely 1.2 umes a week 3-4timesawesk  5ormoretimes a week
_ Ifyou drink beer, wine, wine coolers, or liquor, do you have: ..
(less) (more) than 5 drinks a day?

14, Have y"ou' ever tsed 'narl]uana cocaine, crack or other drugs?r.f.‘ ...... e e ;l_g,YES ‘
*15, -{aveyoueverused' V. drugs? e e L ~ e y YES
16 Haveyoueverhadabloodtransfuslon” . ...... .......... o - L, ' "YES
17, Doyou have any tattoos? ...... Ceriviiaenins o ~NO> YES

18. Have you ever bean treated fora venareal dxs , e ' ' (o) YES:
19. Have you had more than one sex pannerin the past 5 years? .......... b @ ND) YES ‘
20. Have you ever had sex with a member of your own sex? e , L @ YES
_21. Have you had or been around anyone with hepatitis? ......... el i e .. éﬂ@ YES
22, Would your sex partner(s) answer Yes to any o! the questlons 14227 0inee i o f:@ YES
- ~ j , FOR FEMALES ONLY , o " '
A ,How old were you when you started your periods? J—%.— Date of your last period? 7 ’ /"‘ 0z
How often do you have your perlods'? o LE) 719 Are they reQular? , : ’
How many days do they last? - O . - o ,
Do you hava: (circls) bad cramps. bleeding or spotting betwean periods . unusual dlschargae o
B. Doyou have any problems with your breasts (lumps, discharge, or othar)? ............ i et Cedvanees <§;g; YES |
Do you check them regularly? ...... el e - s (YES NO
*C. How many timas have you ever been pregnan!? __._._>___._._ How many children are llving? . 2 : Co i
: Have you aver had any children born dead; any. stlllbirths m'scarrlagos or abortions? . S e (_Lig YES .
Ware any of your children premature? ........... Ciipmihearees i e G i, e eNGD o YES
How old wera you whan your hrst chlld was born? ;2 Z(; ' o . . : .
: condoms? NO. .YES; 1UD7 NO YES;




