AUM: NURSING CAKRE UENLIER
/ DLESCENT/ADULT HEALTH HISTC |

Date .- : N et Name
: \i\\\\\X\” \\ MURGIAAN bl

What is the reason !or your visit loday? \ %\ ‘\\<\~\\?\ \® ' 35

2., Is there anything about you and your health that we need to know? \\\\

- *3: List medicine. drugs, or food you are allergic to; (\‘\k\:\ \@?\W\\ fﬁ\" SN
*4. List any medicines or drugs you take: Q\“\\Y&‘\\\\V\ v

g
5. Have YOUor anyone in your family had any of the followmg {circle) :
: & P : nerve or mental problems
. heart disease (xmduabetes/sugaj : tubarculosis : C@Mg) :
biood problem or disease birth delects died befora age 50
stroke: cancsr mental retardatlion other "famlly” disease
6. Haveyou ever been In tha haspjtal? _XELWhW .
7. Have you.ever had sturgery? X0y Why?
8. Have you ever had a serious accident? 1%}
9. Have you had sarious or recent problems with:
ears or throat cotgh. %@QYES 7 kidneys (M\ YES - gallbladder {7
“allergiay thyrold NG YES““""""""welght lossww__m N SYES:— _liver
lung infections Q\i/) YES skin problems \C% SNES 4 ulcers \jYES " 'depression
; : headaches
10.
11 b :
*12. Have you ever smoked cigarettes or used smokeless tobacco? ... .. il B B \\WN YES

If yes, are you an:  Ex-smoker? Smoking now?: Do you smoka: (less} (more) than a pack a day?

. How much smokeless tobacco do you use a day?
."13. How often dg you drink beer, wine, wine coolers, or liquor?

Never Rarei::) 1-2times'a week J-4 times a week 5 or more times a week:

"\
( (Ieas) ) (more) than 5 drmks a day?
o o ' s

*14.- Have you ever used mari[uana, cocaine, crack or other drugs? ................................ rnienionn Vi
*15, Haveyoueverusadlv drugs? Lo e A e I e PR RS T R -
16.." Hava you ever had a blood lransfusion? ..o i vy iinnlaniianinnaTa B e S I O N
17. Do you have any tattoos? o iviiiiiviviiviveaysisiiiiies IR e R R S e NQOXYE
18: Haveyoueverbeenlreatedforavaneraaldlseasa? I R e L R L S S et R LT (‘IGQ_BYE
19 Have you had mora than one sex partner in tha past 5 years? : Z : C
20:
21
22.

FOR FEMALES ONLY

A. How old were you when you started your periods? \\ Daie of your last perlod? Q) ‘\‘%J?S\<\‘§ Q\\\“
How oftan do you have your parlods? AN Q-i Ara they regular?- \J
How many days do they last? : : :
Do you have: (circle) bad cramps bleading or spotting betwean periods unusual discharge

B.. Do'yau have any problems wilh your breasts (lumps, discharge, or olher)? ............................ Sl .. NO /'YES\
: Doyoucheckthemregularly?..............‘.... Bl
*C. How many timas have you ever been pregnant? L\) How miany children are ltving? _. : e o
’ Have you aver had any children born dead; any stilibirths, miscarriages; or abortions? NO) YES
Were any of your children premature? B T T B T L B T N e I SO R PP RSN SRR YES

How old were you when your first child was born?
D." Have ou everused: (circle NO/YES) birth control pills? * NO YES;  foam? NO" YES; condoms? NO .YES; 1UD? NO YES;
dxaphragm? NO ' YES ‘ :
E.  Did you have problems with any of thess methods’7 .............................. RO ERNE I RIS RN NO . YES,
F.. Have you aver had an abnormal PAP SMBAIT 1, \u v e iviasssantvlivineiivisanasaviain SEEI L DT NO QEE_)




