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

__ DateofBith [2 0 BT

STDs
COChlamydia
OGenitalHerpes
[1Genital Warts
OGonorrhea
OHPV

0Other STD

| I Pt T "
NOrganTransplan -Al-essthan3timesperweek

Heart/Lungs " i Stomach/Bowel Hematology/Oncology Anesthesiaistory
OAsthma OCeliacDisease 0 Anemia 0 Difficult infubation
OHeart Disease (valve, ) Olrritable Bowel Syndrome O Bieeding Disorders OMalignant hyperthermia
wvessel, rheumatic, elc. OBlood Clots/Clottin
HemrtM 0 Stomach/Duodenal Ulcers Drordere g OPostOpNauseaor
UReart Murmur OUlcerative Colitis/Crohn’s Vomiting (PONV)
}&-Iigh BloodPressure OOther Livc_ar, Stomach,or CCancer O Pseudocholinesterase
OHigh Cholesterol BowelDisease [1Radiation Therapy Deficiency
O Pneurmonia Neurological Orthopedics [1Spinal headache
Endocrine D((}Zonculssmnj,s CArthritis Surgical History
. o . - H
OAdrenal Disorders ang sions/Seizures f'ﬁ;: - ctures/Broken [ Appendectomy
MDiabetes OMigraines/Severe a Bones }
. \@PolycysticOvary Headaches ! [1Adenoidectomy
I\ Syndrome (PCOS) O Multiple Sclerosis }ﬂ/feCﬁOUSDiSCﬂSCS DEarTubes
| GThyroid Disorder OMuscutar Dystrophy (X Chickenpox/Varicella | Gallbladder Rermoval
01 Stroke/TIA DOHepatitis Type: OKnee ACL Repair
Kidne OHIV Infection L R
o Mental Health O Infectious M leosi OKneeArthrosco
O Chronic Kidney or ONonNUCIENsIs nee Py
Bladder Disease CADHD {1 Malaria L R
—ifiKidney Stones BAleonel Abuse Bitumps ‘
EI:ﬁlAnorexia (Eating Disorder) O Tuberculosis O Ovarian Cyst Removal
] g i i O Splenectomy
Ears/Eyes/Nose/Throat | An>.<le'ty Disorder OTyphoid Fever ‘
OChronicSinus Infections O Bulimia (Eating Disorder) OTonsillectomy
4 X .
DEyela Disorderst(otthe)zr than §Depression Skin OWeight Loss Surgery
giasses or COMLACS, O Drug Dependency COtherPriorSurgeries
OHearingLoss DOther Mental Health CiEczema C-Sechon
i : Problems OPsoriasis
\I%Nasal Allergies/Hayfever
OHives

OB/GYN History
00 Endometriosis

e
\Eregnancies #: E

i Exercise History

Ol.ack of exercise

,‘Eiéxercising regularly
AN

Moderate Exercising
Walking briskly, water aerobics, etc.

v
%3 ormoretimes perweek

Strenuous Exercising
Running, swimming laps, etc.

DOlessthan 3times perweek

O3 ormoretimes perweek

OtherHistory

L] previous Hospitalizations

Allergies o

J
Have you ever had an allerglc rea?/lon? [1ves ,@\No
MedicationAllergies: § \ ~
Food Allergies: \\)f W

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

ROREDC PRS0, (TS

[LJOTHERHealthProblems ,

Does YOUR IMMEDIATE FAMILY have any of the following?

[ Adopted (Family history unknown)

Breast

Colon

Melanoma

OtnerCancers (List Type)




Vﬂ;hat isyourgender? What is your sexual orientation?
)@ Female ,@ Heterosexual (Straight)

’DMale DGayorLesbian

L] Transgender D Bisexual

[lother [l other

AbuseHistory

As violence is 2 problem in many families, we ask these questions to ALL patients.
Verbal Abuse I Yes j No

Physical Abuse [ Yes ¥ No

Sexual Abuse [J Yes [ No

DrugHistory

. AV
Do you take recreational drugs? [ Jves No
7y

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

Sexual History
Sexually active? Yes [Ino [ wNotcurrently

Partners Male [Tremale [1Both

post-menopausal Rhythm Spermicide Sponge Surgical Vaginal Condom Withdrawal Othersee commients None

Last Menstrual Cycle S()\g/}r Z/ll 70)/3 Last PAP NOV’ Z()Hﬁ @ Abnormal (Circle)

Comments:

Tobacco Use History .
Alcohol Use History

O Currenteveryday
[ current every day

[Tcurrent some das :
U current some days

LT rormer smoker

[ Former dinker

Ui Heavy tobacco smoker
[ Heavy drinker

] Lighttobaccosmoker A

j [%]\Social drinker

Eﬂ Neversmoker '

A ) [ Never drinks

[ passive smoker - never smoked Pleasecirde:

pPleasecircle:

Type uéed' Cigarettes Pipe Cigars Hookah E-cigs Chew Type used@efzvfn;;ﬁﬁ;u’;or)
: p (oAl {uor
g ™,
Packs/day: 0.25 05 1 15 2 3 Drinks/da@./zs) 05 1 15 2 3 4 5
o,
Years: 05 1 2 2 4 5 10 Years: 0.5 1 2 2 a4 @ )10




