
HEALTH HISTORY

Name______________________________________________________     Date of Birth_______________________

MAIN PROBLEMS 1)________________________________  2)_______________________________  

3)________________________________

PATIENT / FAMILY HISTORY:     CHECK:     P=PATIENT     IF=IMMEDIATE FAMILY     (   ) NONE

     *TYPE

VENOUS ACCESS     *SHORTNESS OF BREATH

OTHER:     *MANUF.#     *EMPHYSEMA

DEMENTIAIMPLANTS (i.e.PACEMAKERS)     *ASTHMA

MENTAL ILLNESSTHYROID DISEASERESPIRATORY DISEASES

     *TUBERCULOSISBACK / HIP / KNEE PROBLEMS     *HEART ATTACK

     *CHICKEN POXSEXUALLY TRANSMITTED

DISEASES

     *HEART FAILURE

RECENT EXPOSURE TO

COMMUNICABLE DISEASE

SEIZURESHEART DISEASES

GLAUCOMA     *CLOTTING DISORDERSSTROKE

     *DIFFICULTY WITH       

       URINATION          

ANEMIAHYPERTENSION

     *STONESHEPATITISDIABETES

KIDNEY/BLADDER DISEASESMITRAL VALVE PROLAPSECANCER

PREVIOUS HOSPITALIZATION / SURGICAL PROCEDURES

REASONDATEREASONDATE

CURRENT MEDICATIONS ALLERGIES:

LAST TAKENFREQUENCYDOSENAME

ARE IMMUNIZATIONS UP TO DATE: (   ) YES   (   ) NO   (   ) UNKNOWN   LAST TETANUS:__________     

DATE OF LAST:  PAP__________ MAMMOGRAM__________ DEXA SCAN__________ 

MENSTRUAL PERIOD__________
11-18-99


