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AUM Student Health Services

Name... YOM_“ Ckg_@l T2 e DateofBirth ... ...
PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOU EVER had any of the following? :
Heart/Lungs " i Stomach/Bowel Hematology/Oncology AnesthesiaHistory STDs
pOAsthma © - iOCeliacDisease [1Anemia [ Difficult infubation OChlamydia
[Heart Disease (valve, Diirritable Bowel Syndrome OBleeding Disorders OMalignanthypertherrmia OiGenitalHepes
vessel, rheumatic, efc.) OBlood Clots/Clotti i
o Murmur C1S{omach/Duodenal Ulcers Dsorders ng OPosiOpNauseaor OGenital Warls
preartMu OUlcerative Colitis/Crohn’s Vomiting (PONV) OGonorhea
pHighBloodPressure D0therLiver, Stomach, or DCancer O Pseudocholinesterase OHPV
[OHigh Cholesterol Bowel Disease O Radiation Therapy Deficiency
} i . 0 Other STD
0 Pneumonia - _iNeurological ' Orthopedics O1Spinalheadache :
Endocrine OCancussions ‘ OArthritis Surgir.al Hitory OB/GYN History
pAdrenal Disorders OConvulsions/Seizures O Endomelriosis
[IMigraines/Severe DFractures/Broken Bones 11 Appendectomy
ODiabetes g OAGencideciom OPregnancies#:
OPolycysticOvary Headaches ' ) ) Y
- gyndrome (PCOS) O Multiple Sclerosis Infectious Diseases OEarTubes Exercise History
S OMuscularDystrophy 0 Chickenpox/Varicella O Galibladder Removal
OThyroid Disorder RHepatitis Type: f'\ Olack of exercise
O Stroke/T1A P ype: DKnee ACLRepair
i OHIV Infection L R }ZﬂExercisingregularly
ey Mental Health ~ :
OChronic Kidney or £n €2 | Dnfectious Mononucleosis OKnee Arthroscopy Moderate Exercising
Bladder Dissase DADHD O Malaria L R Walking briskly, water aerobics, eic.
— i iRidRey Siones LAlcehel Abuse Tttumps - [‘!Orua‘nTranﬁplant Bl-essthan3timesperwesk
OAnorexia (Eating Disorder) O Tuberculosis L Ovarian Cyst Removal :M3 ormorefimes perweek
Ears/Eyes/Nose/Throat O Anxiety Disorder Tvohoid OSplenectomy . N
e : S . OTyphoid Fever MTonsiliect Strenuous Exercising
OChronic Sinus Infecions O Bulimia {(Enting Disorder) onsiieciomy Rurming, swimming laps, £
. - Ru imming laps, eic.
OEye Disorders (vther than D Depression Skin Cyweight Loss Surgery DLessthan3iimes perweek
glasses o7 cortiacts) 0 Drug Dependency OEczema ’ [OtherPriorSurgeries
OHearingLoss O0Other Menial Health : ?]3 ormoreiimes perweek
Problems OPsoriasis
DONasal Allergies/Hayfever
OHives

Other History /]
Allergies [ previous Hospitalizations__~| r“,fJ.A{I' < O Y
Have you ever had an allergic reaction? [ves fZI No J
MedicationAllergies: .
[JOTHERHealthProblems .

Food Allergies:
yther Allergies {latex, bee stings, etc.):

Does YO IMI\QEDIATE FAMILY h

Alcoholism
[ 5 _Breast » L
| § Collon AT S T e T T T ,{/I;,j(/(nym[iﬁj{/\%[”m
il Melanoma:
| omerCancers (List Type)

ParenlDeceased




‘Whatis your gender? Whatis your sexual orientation?
Female @Heterosexual {Straight)

[ male | Gayorlesbian

[ Transgender [] Bisexual |

[Jother [ other

Abuse History

As violence is a problem in many families, we ask these questions to ALL patients.
Verbal Abuse O Yes & No '
Physical Abuse » [ Yes No

Sexual Abuse J Yes 4 No

DrugHistory

Do youtake recreational drmgs? 1 ves ~No

How much? How often What type? Marijuana Cocaine Meth Heraine Spice Other

Sexual History
Sexually active? Kyes e Notcurrently

pPartners Male [Jremale [ Both

Birth Control/Protection -Pleasecircle:

Abstinence Bir’tthntrolP]Hs CervicalCap Condom Diaphragm Implani Injection 1UD Patch

Post-menopausal Rhythm Spermicide Spongé Surgical VaginalCondom Withdrawal Othersee conmients None

= j : .
{ast Mensirual Cycle //(PA‘(F.[L { 'f%’é\ Last PAP N‘/’,\M( //’\,/}‘/)/ oy Normal Abnormal (Circle)
Comments: )
Tobacco Use History §
Alcohol UseHistory
Meurrent everyday ‘
[ current every day
Ceurrent some das :
Ol current some days
] Former sToler
[ Former dirker
[ Heavy tobacco smoker
[ Heavy drinker
[ Lighttobaccosmoker
[ 1 social drinker
gﬂf\bversmoker
. @»Never drinks
[ passive smoker-neversmoked Pleasecirde:
pleasecircle:
Type used: Cigareties Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liguor
Packs/day: 0.25 05 1 15 2 3 iDrinl-'s/day: 0.25 05 1 15 2 3 4 5
Years: 0.5 1 2 2 4 5 10 Years: 0.5 1 2 2 4 5 10




. AUM. . NURSING: CARE. CENTER .
L ' AL JLESCENT/ADULT HEALTH HISTO, |
Date (9&1/:?4/%01% Name ewla LYo

1., What is the reason for your visit today? 7 '/‘@é"ﬂ[.

P Y

2. Is there anything about you and your health that we need lo know? ﬁUO

3 List medicine. drugs, or food you are allergnc ta: Doth; s

4. List any meaicines or drugs you take: Moz l'/h 'j :

A3

5. Have YOU or anyone in your family had any of the following: (circle)

heart disease diabetes/sugar : tuberculosis - asthma
high blood pressure blood problem or disease birth defects dled befors age 50
stroke cancer : mental retardation other “family” disease

nerve or mental problems

6. Have you ever been In the hospital? W) Why? 5y 7:4’31’:’4
7. Have you.ever had surgery? Y24 ANhyr i pdy f/’/’v% '/ :
8. Have you ever had a serious decident? _ 0D
9. . Have you had serlous or recent problems with:
ears or throat @y YES cough ; %%7 YES kldneys @ YES gallbladder ?/S) YES
allergies %\J/g? YES thyrold NQ/ YES welght loss [\19) YES liver Q- YES
lung infections JYES skin problems Ko ) ves ulcers @ YES deprassion - % YES
e headaches NO/ YES
10.. Have you ever had a seizUre. convulsion; or"falling out® spelt?. .. ... PR R B e A AN Q\ YES
11.. Have you ever had a blood clot in your lungs, legs or anywhare? .../ . 0o, R N NQ:/YES
*12. Have you ever smoked cigarettes or used smokeless tobacco? v v ouc oo, TP R D S ] NO/ YES
If yes, are you an: Ex-smoker? Smoking now? Do'you smoke. (less) (more) than a pack a day?
: How much smoketess tobacco do you use a day? :
13, How gj,t%gp da you drink bear, wine. wine coolers, or liquor?
ever /. Rarely 1-2 times a week 3-4 times a week 5 or more times a week
I you drink beer, wine; wine coolers, orliquor, do you have:; :
(less) (morae) - than 5 drinks a day?
*14. Have you ever used marijuana, cocains, crack or other drugs? ..o oo iy CEA B O (ﬁé? YES
*15. HavayouaverusedI.V.drugs? ........ P G L S R N DR NQ%YES
16.. Have you ever had a blood transfuslon?. o, .o v oiiviii v, Ceenedan N A (N(C)<> YES
17.. Doyou have any tattoas? ... 00000, Geaviiii S AR AR RS RN Jedaniin %% YES
18... Have.you ever been treated for a venereal disease? ... iviviii O T R S P e Q/ YES
19.. Have you had more than one sex pariner in the past 5 years?-..i..... &445; YES
20.. Have you ever had sex with a member of your own sax? ..... KPS S PP ST SRR RSN i PR CRR AN ‘NO~ YES
21, Have you had or been around anyone with hepatitis? ... o o i a o RN I IR O S N PN NO (YES
22, Would your sex partnar(s) answer Yes to any of the questions 14-22 1 ... .o el S B NO ) YES
FOR FEMALES ONLY
A. How old were you when you started your periods? __.[_,Z_____ Date of your last perlod? ' _£ ;,(//,? [ //ﬂ/
How often do you have your pariods? __cUZY i/ 27t Are they regular? yr’@
How many days do they last? 4
Do you have: (circie) bad cramps bleeding or spotting betwesn perlods unusual discharge -
B. Do you have any problems with your breasts {lumps, discharge, or olher)? ................... B RN @ YES
Do you check them regularly? .......................................................... erieais R < YES NO
*C. How many times have you ever been pregnant? ____Q___. How many chlldren are llving? i
’ Have you ever had any children born dead; any stillbirths, miscarriages, or abortions? ........ vereees P @ YES
Were arly of your children premature? .............co.eenssnn B S e SRR SO Mo ) vYES
How :J) wera you when your f{irst child was born? - . - L
D. Haveyou everused (circle NO/YES) birth control pills? @ YES; foam? @) YES; condoms? (NO /YES; 1UD? @9/ YES;
diaphragm? O YES : :
E. Did you have problems with any of thesa methods? "ot it verinioediiesiai o T R @ YES
F. Have you ever had an abnormal PAP SMBAIT ... e vinenneiiirarnns Ceeraes Cerreeaaaas e e e @)\ YES




