MEDICAL PROFILE

Date:

Patient Name

Age

Medical Record #

Date of Birth

Marital Status

Occupation

Personal and Family History

Indicate if you or anyone in your family has (or has ever had) any

of the following conditions

Description Patient |Family [Relation / Age |[Description Patient [Family Relation / Age
Hearing Problems High Cholesterol
Heart Disease Depression / Anxiety
High Blood Pressure Migraine Headaches
Stroke Arthritis or Gout
Cancer: Kidney Stone

Breast Kidney Disease

Colon Liver Disease

Prostate Hepatitis

Other (where) Anemia
Asthma, Bronchitis Stomach Problems
Emphysema Abnormal Bleeding
Thyroid Disease Ulcers
Diabetes Polio
Epilepsy or Seizures Tuberculosis

Social History
Indicate Usage
Cigarettes O No O Yes Packs Per Day For How Many Years Date Quit
Alcohol Drinks O No OYes |How Many Drinks Per Week How Many Drinks Per Month
Caffeinated Drinks O No O Yes |Cups of Coffee Per Day Pop/Tea Per Day
IV Drug Use Childbirth No. Pregnancies |No. Live Births No. Miscarriages No. Abortions
O No O Yes History
Hospitalizations / Surgeries

Hospitalization or Surgery Date Hospitalization or Surgery Date

List Any Prescription Or Over-The-Counter Medications You Are Currently Using

Medication Dosage Medication Dosage
Are you Allergic To Any Medications?
O No O Yes - List
Immunizations
Type of Immunizations Date Other Immunizations Date

Last Pneumonia

Last Tetanus

Last Influenza

Last TB SkinTest

If Under 18, Are Immunizations Current?

ONo

O Yes




MEDICAL PROFILE

Patient Name

oM

O

F

Age

Medical Record #

Review Of Systems

Review the list below. Check each item to show if you now have or have recently had any of these problems
(Yes or No). If you need help with this form our staff will be happy to assist you

Rapid heart beats for no reason
Light headedness
History of a heart murmur

Date of Last Period

Name of Gynecologist

Y N Constitutional [Y N Gastrointestional Y N Musculskeletal

o o Fatigue o O Frequent Heartburn or Indigestion o o Joint Pains

o o Fever o o Frequent Nausea o Joint Swelling

o o Chills o o Frequent or recurrent Vomiting O Frequent Backaches

o o Sweats o o Vomiting Blood O 0O History of Fractures

o o Night Sweats o o Constipation Y N Neurologic

o o Weight Change o o Hemorrhoids O 0O History of Seizures

Y N Eyes 0O o Bloodin Stool 0 o History of Fainting

o o Glaucoma o o Frequent or Recurrent Diarrhea O 0O History of Stroke (CVA)

o o Cataracts 0 O Use Laxatives Frequently o o History of Temporary Paralysis
o o Corrective Eyeglasses Date Of Last Colon Exam o o Frequent Headaches

O O Recent Visual Change Y N Gentiourinary Y N Psychiatric

Date of last eye exam o o Painful Urination 0 Depression

Y N ENT O O Getoutof bed at night to urinate O Anxiety

o o Allergic Rhinitis How many times? o Crying Spells

o o Frequent Sore Throats o o History of Kidney Stones o o Change in Personality

o o Recent Hearing Change Y N Men Only |Y N Skin (Integumentary)

O O Hearing Aids o o Difficulty with erection o o Skin Lesions

o O Ringing in Ears o o Dribbling urine o o Skin Rash

o o Dentures o o Decreased urine stream size |Y N Hematologic/Lymphatic
Y N Respiratory | o o Difficulty Starting Urination 0o o Easy Bruising

O o Frequent Cough Y N Women Only |D O History of Anemia

o o Cough up Sputum or Phlegm o o History of Breast Lumps O 0O History of Blood Transfusion
o o Cough up Blood o O Nipple Discharge o o Swollen Lymph Glands

o o Short of Breath with Exertion o o Change in Periods |Y N Endocrine

o o Wheezing O O HotFlashes o o History of Thyroid Problems

o o Excessive Snoring o o Hormonal Medications o Difficulty tolerating heat or cold
Y N Cardiovascular | o O Recentchange in Skin or Hair
o o Chest Tightness, Pressure or Pain |Y N Allergic/Immunological

o o Swelling in your Feet or Legs Date of Last Mammogram o o History of Hives

o o Sleep on More than One Pillow o o Frequent Pneumonia

O O Awaken at night to get your breath Date of Last Pap Smear 0o o Removal of Spleen

o o Pounding heart beats (palpitations) o O Use of Prednisone or Steroids
0o o

0o o

0o o

m]

O

Leg cramps when walking

Physician Review

Date

Update to Medical Profile

Date

|Physician Initials |Date

|Physician Initials
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