If you are unable to answer any of the questions, please bring it to the doctor’s attention. This form becomes part of your
medical record and is held in confidence between you and your physician.

Please Print

Name: Date:

Social History: Place of birth: Marital Status: [ |Single [ |Married [ |Divorced [ ]Widowed
Military Service: [ [Yes [ JNo When: Where: Maritime Employee: [ [Yes [ ]No
International travel or lived overseas: [ | Yes [ ] No When: Where:

Use of tobacco: [ ] Never [ 1 Previously, but quit [ ] Current packs/day

Use of alcohol: [ ] Never [ | Rarely [ ] Moderate [ ]Daily

Do you use illegal drugs? [ ] Never [ Type/Frequency

Family Medical History:

Age Diseases If Deceased, Cause
of Death
Father
Mother
Siblings
Spouse
Children

Previous Surgeries and Hospitalizations:

Date Hospital Reason Physician
Date of last EKG: Female - date of last pap smear
Female- date of last mammogram
Date of last chest X-ray: Female- dale of last menstrual period
Male- date of last prostrate check
Do you take blood thinner? Do you take diet pills?
CONSTITUTIONAL SYMPTOMS No Yes MUSCULOSKELETAL No Yes
Good general health lately .......................... ] | JOINE PAIN i [} O
[} O Joint stiffness or swelling ..............cccveveeinn. [} O
[} O Weakness of muscle or joints ...................... [} O
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Name: Date:

Fatigue ........oviiiiiiiiicc e [} O Muscle pain or Cramps ...........cocoeeevveineeennens [} O
CANCET ettt ] | Back Pain ..........oeiiiiiiiieeii e [} O
Acute infections ............cccoeeiiiiiiiiiii O O Cold extremities ............ccoeeevviiieiiiiiinnennns O O
HIV / Aids [ O Difficulty in walking [ O
HEPatitis ......oovvveniieeiiiiie e O O Arthritis / gout .....c.ovvveeiiiiiiiie e, [} O
Other Infectious Disease O O
Venereal diSEaSse ..........ccoevrveveeeueuiiiiiinnnns [} O
Hereditary defects ..............ccoovvieiiiiininns [} O

EYES No Yes INTEGUMENTARY (skin, breast) No Yes
Eye disease or injury ..............cccoeeviiieninnns ] O Rash or itching ..........c.cooeviiiiiiiiiiniee [} O
Wear glasses / contact lens ........................ ] O Change in skin color ..........c..ccooviiiiiiinnennnn. [} O
Blurred or double vision ...............cccocceeeee. ] O Change in hairor nails ................ccccoeenee [} O

EARS / NOSE / MOUTH / THROAT No Yes Varicose VEINS .......cccoeuuiiiiiiiiiieiiiiieeeeeiie, [} O
Hearing loss of ringing ............cccoeeevviiieeeni. [} O Breast pain [} O
Earaches or drainage [} O Breast lump [} O
Chronic sinus problem or rhinitis .................. ] O Breast discharge ............c.ccooviiiiiiiiniiinn. [} O
NOse bleeds ........ooevvviiiiiiiiiiiieieie e [} O
Mouth sores ...........cooviiiiiiiiiiie | O NEUROLOGICAL No Yes
Bleeding gums ........cooiiiiiiiiiei e ] O Frequent or recurring headaches .................. [} O
Bad breath or bad taste .................ccooocee ] O Light headed or dizzy ............cccooeviiiinennnn. [} O
Sore throat or voice change ........................ ] O Convulsions or SeiZures ..............c.ccceeeeennn.. [} O
Swollen glands in neck .............ccoocceieinn ] O Numbness or tingling sensations .................. [} O

CARDIOVASCULAR No Yes Tremors 0o O
Heart trouble [} O Paralysis ... [} O
Chest pain or angina pectoris ...................... ] O SHOKE ..vneeii e [} O
Palpitation ............cooeeeiiiiiieeeiee e ] | Head INjury ........oovveiieeiiiiiiee e, [} O
Shortness of breath when walking or lying flat. [} O PSYCHIATRIC No Yes
Swelling of feet, ankles or hands .................. ] O Memory loss or confusion ...................ccc.c.... [} O
Hypertension ............cccoviiiiiiiiiiiiiiien, ] O NEIrVOUSNESS ...coeviiiiiiiiiiiiee e [} O

RESPIRATORY No Yes DEPreSSION ....euveeiiiiieeeiiiiee e [} O
Chronic or frequent coughs ................c.oee ] O INSOMNIA ..o [} O
Spitting up blood ... [} O ENDOCRINE No Yes
Shortness of breath [} O Glandular or hormone problem ..................... [} O
Asthma or wheezing ............cccoccoiviiiieiin. ] O Thyroid diSease ...........c.cccoeeeiiiiiiinieiiaennnn. [} O
SIEEP APNEA ...coevvveeiiiiiieee e ] 0 Diabetes ..........coeiiiiiiiiieeiii e [} O
Tuberculosis ..................ccoo ] J

GASTROINTESTIONAL No Yes Excessive thirst or urination ........................ [} O
Loss of appetite ............covieiiiiiiiiiiiiiiiiea [} O Heat or cold intolerance ..............ccccoeeveeennee [} O
Change in bowel movements ...................... ] O Skin becoming dryer .............ccooiiiiniiinennnn. [} O
Nausea or vomiting ............ccocovieiiiiiinennns ] O Change in hat or glove size .................c..l [} O
Frequentdiarrhea ............................L | O HEMATOLOGIC / LYMPHATIC No Yes
Painful bowel movements or constipation ...... O O Slow to heal after cuts .............cooeiiiiiiniiinn. ] O
Rectal bleeding or blood in stool .................. ] O Bleeding or bruising tendency ..................... [} O
Abdominal pain or heartburn ....................... ] O ANBMIA ..oeviiiei e [} O
Peptic ulcer (stomach or duodenal) ... ] O Phlebitis . ] O

GENITOURINARY No Yes Past transfusion .................ccooee [} O
Frequent urination ...........cccccoveeiiiiiinnneiinnins ] | Enlarged glands ...........cccoceevviiiiiiiiiiinneninns [} O
Burning or painful urination ......................... [} O ALLERGIC / IMMUNOLOGIC No Yes
Blood in UMNe ......ccuvveiiiiiiiiiiiieceeees ] O History of skin reaction or other adverse reaction to:
Change in force of strain when urinating ........ O O Penicillin or other antibiotics ........................ O
Incontinence or dribbling ............................ ] O - Morphine, Demerol, or other narcotics ......... ] O
Kidney stones .............c..ccooiiiiii ] O Novocaine or other anesthetics .................... ] O
Male - testicle pain ..................ccooi ] O Aspirin or other pain remedies ..................... ] O
Female - pain with periods .......................... ] O Tetanus antitoxin or other serums ................ ] O
Female - irregular periods ........................... ] O lodine, methiolate or other antiseptic ............. ] O
Female - vaginal discharge ......................... ] O Other drugs / medications
Female - Are you pregnant? ........................ ] O Known food allergies

Female - # pregnancies #
miscarriages
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