
HEALTH HISTORY 

Name: Birth date:-------­

Date of last physical examination: 

symptoms you currently have or have had in the past year 

Today’s Date: 

SYMPTOMS-Check 

GENERAL RESPIRATORY SKIN ALLERGIES 
ChillsDChills CoughDCough Bruise easilyDBruise easily AsthmaDAsthma 
DizzinessDDizziness Shortness of BreathDShortness of Breath HivesDHives Hayfever or allergic rhinitisDHayfever or allergic rhinitis 
FaintingDFainting Decrease in exerciseDDecrease in exercise ItchingDitching 
FeverDFever capacitycapacity Change in molesDChange in moles WOMEN only 
Loss of weightDloss of weight RashDRash Abnormal pap smearDAbnormal pap smear 
NumbnessDNumbness GASTROINTESTINAL ScarsDScars Bleeding between periodsDBieeding between periods 
SweatsDSweats AbdominalDAbdominal pain Sore that won’t healDSore that won't heal Breast lumpDBreast lump 

Appetite poorDAppetite poor Extreme menstrual painDExtreme menstrual pain 
BloatingEYE, EAR, NOSE, THROAT DBioating NEUROLOGICAL Hot flashesDHot flashes 

Bleeding GumsDBieeding Gums DBowel changeschanges Dizziness orDDizziness or Nipple dischargeDNipple discharge 
Blurred visionDBiurred vision Constipation or diarrheaDConstipation or diarrhea lightheadednesslightheadedness Painful intercourseDPainful intercourse 
Crossed eyesDCrossed eyes GasDGas WeaknessDWeakness Vaginal dischargeDVaginal discharge 
Difficulty swallowingDDifficulty swallowing Heartburn or indigestionDHeartburn or indigestion FaintingDFainting 
Double visionDDouble vision HemorrhoidsDHemorrhoids SeizuresDSeizures Date of last menstrual period 
EaracheDEarache Nausea or vomitingDNausea or vomiting 
Ear dischargeDEar discharge PSYCHIATRIC 
Hay feverDHay fever GENITO-URINARY DepressionD Depression Date of last pap smear 
HoarsenessDHoarseness Blood in urineDBiood in urine HeadacheDHeadache 
Loss of hearingDloss of hearing Frequent urinatingDFrequent urinating Loss of sleepDloss of sleep 

D NosebleedsNosebleeds Lack of bladder controlDlack of bladder control D NervousnessNervousness Have you had a 
Persistent coughDPersistent cough Painful UrinationDPainful Urination StressDStress mammogram? 
Ringing in earsDRinging in ears Trouble concentratingDTrouble concentrating 
Sinus problemsDSinus problems MUSCLE/JOINT/BONE Are you pregnant? 

Pain, weakness, numbness in: ENDOCRINE 
CARDIOVASCULAR Arms HipsDArms DHips DiabetesODiabetes Number of children 

Chest painDChest pain Back LegsDBack Olegs Hypertension0 Hypertension 
High blood pressureDHigh blood pressure FeetOFeet D NeckNeck Thyroid diseaseOThyroid disease MEN only 
Irregular heart beatOlrregular heart beat Hands ShouldersOHands OShoulders Erection difficultiesOErection difficulties 
Low blood pressureOlow blood pressure HEMATOLOGICAL Lump in testiclesOlump in testicles 
Poor circulationOPoor circulation AnemiaOAnemia Penis dischargeOPenis discharge 
Rapid heart beatD Rapid heart beat Bleeding disorderOBieeding disorder Date of last prostate exam 
Swelling in anklesDSwelling in ankles 

CONDITIONS - Check conditions you have or have had in the past. 

□’xM D Bulimia DGiaucoma 0 HIV positive □Mumps OScarlet feverOAIDS Bulimia MumpsGlaucoma HIV positive Scarlet fever 
Alcoholism Cancer Goiter Kidney disease □Pacemaker O StrokeStrokeOAicoholism OCancer OGoiter OKidney disease Pacemaker 
Anemia OCataracts OGonorrhea Oliver disease □Pneumonia OTonsilitisLiver disease Tonsilitis 
Anorexia OChemical OGout OMeasles □Polio OTuberculosis 

OAnemia Cataracts PneumoniaGonorrhea 
MeaslesOAnorexia Chemical Polio Tuberculosis 

Appendicitis 
Gout 
Heart disease OMigrainesDAppendicitis dependencydependency DHeart disease Prostate problProstate problemem OTyphoid feverProstate problemMigraines Typhoid fever 

Arthritis D Chicken pox DHepatitis OMiscarriage □Psychiatric careDArthritis Chicken pox leers 
Asthma D EmphysemaEmphysema D HerniaHernia OMononucleosis 

Hepatitis Miscarriage UlcersPsychiatric care 
Venereal disease 

Bronchitis D Epilepsy D HerpesHerpes 
Rheumatic feverMononucleosis Rheumatic Venereal diseaseDAsthma 

OBronchitis Epilepsy 

Please complete the back of this form also CPS-006 (DMS 10/99) 



Sisters 

Brothers 

4.3.

2.1.

PAST MEDICAL HISTORY; List surgeries you have had and the year. 

MEDICATIONS: List medications you are currently taking. ALLERGIES: To medications or substances. 
1. 8. 

2. 9. 

10.3. 

4. 11 . 

12.5. 

6. 13. 

7. 14. 

Phone:Pharmacy Name: 

Fill in health information about your family 

Age State of Health Age at Death Cause of Death 
Father 

Mother 

Brothers 

Sisters 

PREGNANCY HISTORY:
�
Year of Birth Sex of Birth Delivery Type Complications if any 


SOCIAL HISTORY: FAMILY HISTORY: 
Check the substance you use and describe List any illnesses that run in your family.
�
how much you use. 


Caffeine PR -t5.1. 


Tobacco 
 6.6.
 

Alcohol 


2.2. 

3.3. 7.7. 
4.4. 8.8.Other 

I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any members of his/her 

staff responsible for any errors or omissions that I may have made in the completion of this form . 


Signature Date 

Physician Signature Date Reviewed 
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