Name ...
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....... _Date.of Birth.....

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

sepf). /| & %

" i Stomach/Bowel

STDs
OChlamydia
OGenitalHerpes
OGenital Warts
OGonorrhea
OHPV

OO0therSTD

OB/GYN History
[1 Endometriosis

OPregnancies#:

Exercise History
0O Lack of exercise
DExercisingregularly

Moderate Exercising
Walking briskly, water aerobics, etc.

Heart/Lungs Hematology/Oncology AnesthesiaHistory
OAsthma ‘i OCeliacDisease OAnemia [ Difficult intubation
[1Heart Disease (valoe, Olrritable Bowel Syndrome O Bleeding Disorders CIMalignant hyperthermia

vessel, Theumatic, eic.) [1Stomach/Duodenal Ulcers OBlood Clots/Clotting OPostOpNauseaor
OHeart Murmur DUicerative Colitis/Crohn's Disorders Vomiting (PONV)
OHighBloodPressure DOtherLivgr, Stomach, or OCancer 0 Peeudocholinesterase
OHigh Cholesterol BowelDisease () Radiation Therapy Deficiency
00 Pneumonia Neurological Orthopedics DSplnaI headache
Endocrine . DCOHGU]S?’OHE;S ' OArhritis Surgical Histary
CiAdrenal Disorders Danvg sions/Seizures CFrectn en O Appendeciomy
ODiabetes [Migraines/Severe es/Br Bones )
OPolycysticOvary Headaches OAdenoidectomy

Syndrome (PCOS) [ Multiple Sclerosis Infectious Diseases [IEarTubes
OThyroid Disorder OMuscular Dystrophy 0 Chickenpox/Varicella O Gallbladder Removal

01 Stroke/TIA DHepatitis Type: OKneeACL Repair
Kidae OHIV Infection L R
Y Mental Health [ Infectious Mononucleosi fIKneeArthrosco

UChronic Kidney or SIS py

Bladder Disease OADHD O Malaria L R
GRidney Stones HAleohal Abuse SAtunps 0rg apﬂaﬂspla nt

OlAnorexia (Eating Disorder) 0 Tuberculosis 0 Ovarian Cyst Removal
i i O Splenectom

Ears/Eyes/Nose/Throat O Anxiety Disorder OTyphoid Fever P . y
OChronicSinusinfections O Bulimia (Eating Disorder) OTonsillectony
OEye Disorders (ofher fan 01 Depression Skin OWeight Loss Surgery

glasses or contacts) 01 Drug Dependency OEczema DOtherPriorSurgeries
OHearinglLoss 10Other Mental Health o

Problems OPsoriasis
[INasal Allergies/Hayfever
: OHives

BH-essthan3timesperwesk——

003 ormoretimes perweek

Strenuous Exercising
Running, swimming laps, eic.

Ol essthan 3times perwesk

3 ormoretimes perweek

Allergies

Have you ever had an allergic reaction? [ Yes No

MedicationAllergies:

OtherHistory

L] previous Hospitalizations

Food Allergies:

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

C1OTHERHealthProblems .

Breast

o

I @

| 2| Colon

[ § | Melanoma

L\_ Otherbancers (List Type)

Parent DAécévased




Whatis your sexual orientation?

‘Whatis yourgender?
o Biremae T T T T W eterosenal (straight) T
Cmale DGayorLesbian
0 Transgender [ Bisexual . .
Ll other Clother
Abuse History
As violence is a problem in many families, we ask these questions to ALL patients.
Verbal Abuse ' O Yes & No
Physical Abuse O Yes & No
Sexual Abuse [T Yes [ No
Drug History

Do you take recreational drugs? [ves F1No

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

Sexual History

Sexually active? [Zves Tno DNotcurrentIy
Partners Male [Jremale [ Both

Birth Control/Protection -Pleasecircle:

Abstinence (@ontrcﬂfilfs CervicalCap Condom Diaphragm Implant Injection 1UD Patch

Post-menopausal Rhythm Spermicide Sponge Surgical VaginalCondom Withdrawal Othersee cormments None

Last Menstrual Cycle A AN \ - /{:} Last PAP Normal Abnormal (Circle)
Comments:
Tobacco Use History ]
Alcohol Use History
U] Currenteveryday
] Currentevery day

Ccurrent some =13
[ current some days

[ Former smoler
O Former dinter

0 Heavy tobacco smoker
il H;avy drinker

N ) 1
=L ZIRIgITCOOICCOSTNORET

S T e me =
1% Social drinker
['Neversmoker

[ Never drinks
[] passive smoker- never smoked Pleasecircle:
e R D s B G B s e e e e e SIS adaducd
“Type used: Cigarettes Pipe Cigars Hookah E-cigs Chew Type used: Beer Wine Liquor
Packs/day: 0.25 05 1 15 2 -3 ’ Drinks/day: 0.25 0.5 ‘1 1.5 2 3 4 5
Years: 0.5 1 2 2 4 5 10 Years: 0.5 1 2 2 4 5 10




