	  Comprehensive Medical History

	This important information is confidential.  No one other than your healthcare provider will have access of knowledge of this information without your express written consent.  Completion of this history allows us to provide you the most complete medical care possible.

	General:

	Name
	Birth Date:
	SS#:

	Height:
	Weight:
	Sex:

	Date of your last physical exam?
	Date of your last chest x-ray?

	Date of your last cholesterol screening?
	Date of your last dental exam?

	Date of your last eye exam?
	Date of your last EKG?

	Women:
	Men:

	Date of last mammogram?
	Date of last PSA test?

	Date of last pap smear?
	Date of last/prostate exam?

	

	Immunizations:

	Measles–Mumps–Rubella(MMR)
	Date:
	Hepatitis B
	Date:

	Tetanus and Diphtheria Toxoids
	Date:
	Childhood DPT (x5)
	Date:

	Pneumonia Vaccine
	Date:
	Polio (x4)
	Date:

	HIB (x3)
	Date:
	Chicken Pox Vaccine
	Date:

	

	Past Medical History: (Check those that apply)

	
	AIDS or HIV+
	
	Chicken Pox
	
	Measles
	
	Rheumatic Fever

	
	Blood or Plasma Transfusions
	
	Epilepsy
	
	Mumps
	
	Scarlet Fever

	
	Cancer
	
	Infectious Mononucleosis
	
	Polio
	
	Whooping Cough

	Hospital / Surgical History:

	Illness or Operation
	Date
	Illness or Operation
	Date

	1)
	
	3)
	

	2)
	
	4)
	

	Allergies:  Please list any drug, food, contact or environmental substances to which you have had an allergic or bad reaction.

	

	

	

	Social History:

	Do you exercise regularly?
	Yes
	No
	What type?
	How Often?

	Have you ever smoked?
	Yes
	No 
	I currently smoke ____ packs per day.
	I have smoked for _____ years.

	I formerly smoked but stopped in -
	Do you drink coffee?  How much?
	Yes
	No

	Do you use other forms of tobacco?
	Yes
	No
	Type and Quantity:
	Do you drink alcohol?


	Yes
	No
	Quantity:

	Have you used in the recent past?
	Marijuana
	Cocaine
	Heroin
	Crack
	Amphetamines
	LSD
	Other

	Do you have any risk factors for HIV infection?
	Yes
	No
	Have you ever been exposed to anyone with tuberculosis?
	Yes
	No

	Have you had excessive exposure to Sun due to work or recreation?
	Yes
	No

	Are there any environmental risks involved in your job or home environment?
	Yes 
	No

	

	Family History - Has anyone in your family had the following?

	
	Relationship
	
	Relationship
	
	Relationship

	Anemia
	
	Epilepsy
	
	High Cholesterol
	

	Asthma
	
	Glaucoma
	
	Kidney Disease
	

	Obesity
	
	Leukemia
	
	Thyroid Disease
	

	Cancer
	
	Depression
	
	High Blood Pressure
	

	Diabetes
	
	Heart Disease
	
	Alcohol Problems
	

	Stroke
	
	Lung Disease
	
	Bleeding Tendency
	

	Present Age or Age of Death
	Mother
	Father
	Sibling #1
	Sibling #2
	Sibling #3

	Women Only:
	Menstrual Period Onset:
	Regular?
	Yes
	No
	Date last period began:

	Age at Menopause:
	Difficulty with periods?
	Yes
	No
	Specify:
	

	Pregnancies: No. of Children
	Born alive:
	Caesarean:
	Premature:
	Stillborn:
	Miscarriages:

	Describe Complications:


