AUM ~ NURSING CARE CENTER AR
DOLESCENT/ADULT HEALTH HIS" 1Y
Dale Name :
1. Whatis the reason for your visit today? A\ ‘\f"\‘(\‘i (¢ & i r}“‘ oA SAAEIVN E
2. Is there anylhing about you and your health that we need I)o know? o\ o peea Saekd T et .f\//@C?( i
+*32 List medicine; drugs, or food you are allergic to: .
*4, Listany meaicines or drugs vou take: PG’X\C\ o \\,\M\; "\‘,g‘r&’/\Q\«‘_ N 2y T\\MCQG/\ ;
5. Have YOU or anyone in your family had any of the lollowing: (clrcle} :
: ! nerve or mental problems
heart disease diabetes/sugar tuberculosis asthma :
high blood pressurs blood problemt or disease birth defects dled befora age 50
stroke cancer mantal retardation (\/
\)C’ \)\/C"H )\f "\ L‘j\\\ (’ Ny )\ e D 3\/ : L
6. Have you evar been In the hospxtal? N Why? \JUW ‘W AS TR CAE \M\’-re, Loven A
7. Have you.ever had surgery? . Why? ga\l/*'\ D vonernt el Yaeo
8. Have you ever had a serious accident?
9. Have you had'serious orrecent problems with:
gars or throat NOK YES/) cough’ “NO (_Egj kidneys % gallbladder
allergies e NO)YES thyrold )} YES welght loss ﬁQ) YES llver
lung infections ("N‘-(j\ YES skin problems %NO XYES ulcers (NO}YES “ depression
- LT T headsaches
10, Have you ever had a seizure, convuision, oF “falling out! spell? . oo s i ik
11:" Have you ever had a blood clot in'your lungs, legs or anywhera? . v. . oo o oiiln v i RITEEORIEEIe
*12. Have you ever smoked cigarettes or used smokeless tobacco? .. .iui i i N R R TR S S S AR / N(Z)YES
If'yes, are'you an: . Ex-smoker? Smoking now? Do you smoke (less) (more}) than & pack a day?
. How much smokeless tobacco do you usa a day?
-*13.: How often do_yougd_rink beer, wine, wine coblers; or liquor?
~ Never- | Harel 1-2 times a week 3-4 times a week 5 or more times a week
[ you. drink Eeer wine, wing coolers; orliquor, do you have: : :
f/ (Ies/)) (more)  than 5 drinks a day?
*14; Hava you ever used marljuana, cocaine, crack or other drugs? ... il viinnnnn ER T @Q‘) YES 43\) ,7
*15. Have'you ever used I.V. drugs? ..\, . ovienviiei N e e S e R S N @LU
6. Have you ever had a blood transfuslon? . v oy oo i i s o e B S SO SO (./NO YES
17.0 Do you have any tatlo0s Tt oo i o o o e B s A S LN NQ) YES
18.. Have you ever baen treated for a venareal disease? i . .. i s e C@ YES
19... Have you had more than ana sex partner in the past 5 years?: ,o.io. i P R RS B /NQ ) Y§§)
20.. Have you ever had sex with a member of your own sex?. ... i i viiivin B UL DA S SR O PO { I‘L_.) YES
21:. Have you had or been around anyane with Repatitis? .. vy o i s o s '\ﬁ,OD YES
22 Would your sex partner(s) answer Yes to any of the questions 14-22 2., o 0 v i oo N%YES
! L
FOR FEMALES ONLY
A. How old were you when you started your perlods? _\.\ A\ Date of your last perlod? Cont vemomber - \)
How often do you have your perlods? MW wsually 4 ;}W’V‘W‘ﬁ/xm they reguiar? Ao
How many days do they last? L EllS ¢ ‘1\“\‘*‘4 7“ A'
Do you have: (circla) béH”é"f?ﬁbs‘ bleeding or spotting betwesn perlods - "unusual discharge "
B. Do you have any problamswith ‘your breasts (lumps, discharge, or other)? ......................................... ( N@ " YES
Do you check them regularly? ... Y R s PR EPEPRREELS CY!?\ NO
*C.. How many times have you ever been pregnant? b How many children are living? G oo
’ Have you ever had any children born dead; any stlllbmhs miscarriages; or abortlons? o iivivonv o RSN (:. NM(? YES o
Were a?y of your children premature? ...... e e /\) R ¢! NO) YES
How old were you when your first child was born? L/ ) ”"\
D. Have y/ou ever us‘ecji {circle NO/YES) birth control pills? NO (YESJ foam? Q\JO }YES; condoms?  NO QEE) |UD?< YES;
dnaphragm? NO/ YES
E. Did you haveBroblems with any of these methods? «....ivees.eriaserarinnnans, e W Qi YES
F." Have you aver had an abnormal PAP sMBar? ... ., it iiisaeserviviiressisnines i R v, ¢ .NO ;JYES



