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AUM NURSING CARE CENTER _/‘\_‘

_afAls _ ADOLESCENT/ADULTJ:‘iALTHH Y A0 Y a@un\(,/

1. Whatis the reason lor your visit today? 6‘}1\1'7\ N \\L L\ '3\ UU f‘\\ Ef’jTﬁ\;'\.\ K LQ: 3

2. Is there anything about you and your health that we need to know? '\\a B, T
*3: List medicine, drugs, or food you are allergic to; - 'O Y \ A i .
*4. List any meaicines or drugs you take: __ Yo\l \ -\X\ 0\ | iy f"\“( L AATe) AV

5. Have YOU or anyone in your family had any ol the following: (clrcle)
- nerve or mental problems

heart disease ;d’iébelasfigga:-" tuberculosis asthma
high blood pressure blood problem or disease birth defects dled before age 50

stroke cancer mental retardation other “family” disease

Have you ever been In the hospital? 65 Why? u\\lL \Q\Y A

6.
7. Have you ever had surgery? _j_(ﬁilWhy? $ 5O >
8. Have you ever had a serious accident? Ny C
9. Have you had serious or recent problems with:
ears or throat NO @S/ cough "NO YES kidneys (EO YES gallbladder (__’O YES
allergies @0 YES  thyroid (NO YES  weightloss” ND YES liver (NG YES
lung infections {ﬁa"YES skin problems NGO\ YES = ulcers /ND YES ~ depression (N_Q JES,
/ \ / ¥ l / % I
~— > Nt headaches ~ NO GEg
10. = Have you everhad ageizure. convulsion, 'orfallingout ™ spall@EBEIEUl. (o0 = o n e t/NEJ YES
11. Have you ever had a blood clot in your lungs, I8gs 0ranyWhere? .. ........oveeeoeeee e s L .(FTO YES
*12. Have you ever smoked cigarettes or used smokeless tobacco? B LD o S R et e R I G R et { 10 YES

If yes, are you an: Ex-smoker? Smoking now? Do you smoke (less) (more) than a pack a day?
: How much smokeless tobacco do you use a day?
*13. How often do you drink beer, wine, wme_c_oblers or liquor?
Never Rarely “1-2 times a week -3-4 times a week 5 or more times a week
el Be Moo ;
If you drink beer, wine, wine coolers, or liquor, do you have: i
((less).” (more) than 5 drinks a day?

*14. Have you ever used marijuana, cocaine, crack or other andgstL s oL A R R P S e e I e NO | YES

215 have youlever used Viidilige? it st i . U T e A P o e (Q{Q‘ YES
B RS R B ALD SIOON IARSIORIANT it oo n . . oot D A Ll e A e Sy BT S TS NO-| YES
Do yohavelanyitaitonsPR B s s s o O RSB R sl i e e e s S e (jf(j YES
18. Have you ever been treated for a venereal disease? ........ e L ol e R, o ( HNO/ YES
19. Have you had more than one sex partner in the Past 5 YEArS? ..........ueeeeeessnsnoe oo R NO YESS
20. Have you ever had sex with a member of U O SBX 7 o e e et N7(_3 YES
21. Have you had or been around anyone with hepalitis? .................... et e e e el RTINS IR o g et ShleprH N:g YES
22. Would your sex partner(s) answer Yes to Baysoitheliquesoms i e s i e CNO JYES

FOR FEMALES ONLY -

[
A. How old were you when you started your periods? __._‘,_\.___ Date of your last period? L}‘ ! \ 2
How often do you have your perlods? T mo \ P Are they regular? \“ ‘
How many days do they last? C) -1
Do you have: (circle) bad cramps bleedmg or spotting belwesn perlods unusual discharge

B. Do you have any problems ‘with your breasts (lumps, discharge, or S T e St SR s e I s ﬁb YES
Doyou check themiragulany? .o o e R tians i o IR T L T P L e U kL e @ NO
*C. How many times have you ever been pregnant? | How many children are living? | ; A
: Have you ever had any children born dead; any stillbirths, miscarriages, or abortions? ................. S AP BT Q\I@ YES -
Were any of your children premature? ...... sy P o O T A A A S e ORI R IS e SR {NO ) YES
=y ShE
How old were you when your first child was born? o A4 A
D. Have you'ever /sed (circle NO/YES) birth control pills? NO ‘KES foam? (NO/ YES; condoms? NO ¥ES; 1UD? NO =st

dlaphragm? nNO/ YES %

E. Did you have p PrOblems with any of these methods? ........... s S T o M e e e i NO YES
F. Have you ever had an abnormal PAP smear? ................ ol A L el BB S S S {NOJ YES




