Health History and Problem List

Patient's Name: _________________________________ DOB: _______________

Past Medical History:
Mark YES or NO: If you have the following or have ever had the following problems:
	
	YES
	NO

	HIGH BLOOD PRESSURE
	
	

	HEART DISEASE
	
	

	DIABETES
	
	

	THYROID DISEASE
	
	

	KIDNEY DISEASE
	
	

	LIVER DISEASE
	
	

	LUNG DISEASE
	
	

	HEPATITIS
	
	

	TB
	
	

	HIV
	
	

	BLEEDING DISORDERS
	
	

	STOMACH DISORDERS
	
	

	ULCERS
	
	

	SEIZURES
	
	

	STROKE
	
	

	CANCER
	
	

	BLOOD DISORDERS
	
	



Others please list: _______________________________________________________________

Do you use any tobacco product? _________________________________________________

Do you use drink alcohol? _________________________________________________________

Has anyone in your family had an alcohol problem? ___________________________________

Have you ever used drugs? ________________________________________________________

Please list any surgeries you have had: _______________________________________________________________________________

Have you ever been tested for colon cancer? (e.g., a colonoscopy or stool tested for blood) If so, when? _______________________________________________________________________________

WOMEN ONLY: 
What age did you have your first period? ___________
How many times have you been pregnant? __________
When was your last pap smear? ____________________
When was your last mammogram? __________________
At what age did you go through menopause? ____________________

MEN ONLY:
When was the date of your last prostate exam? _________________


Current Medications: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________

Pharmacy: ____________________________________________

Allergies: _______________________________________________________________________________





Family Medical History

Mothers’ medical history:   
Living? _____     Date/cause of death: ______________________  ______________________________________________________________________________________________________________________________________________________________

Fathers’ medical history: 
Living? _____     Date/cause of death: ______________________  ____________________________________________________________________________________________________________________________________________________________

Maternal Grandparents medical history: 
Living? _____     Date/cause of death: ______________________  ______________________________________________________________________________________________________________________________________________________________


Paternal Grandparents medical history: 
Living? _____     Date/cause of death: ______________________  _________________________________________________________________________________________________________________________________________________________

Anything else you think we should know? 
_______________________________________________________________________________


