PAST HISTORY

Name: ___________________________________________________________________Date: ____________

Height: __________

Weight: __________

Date of Birth: ____________

List current medications, including over-the counter medications such as aspirin: ________________________

____________________________________________________________________________________________________________________________________________________________________________________

List all allergies, including medications. If no allergies, simply state none: ______________________________

__________________________________________________________________________________________
PLEASE CHECK THE APPROPRIATE BOX OR BOXES BELOW:
	CONDITION
	Self
	Family 
	None
	
	CONDITION
	Self 
	Family
	None

	Diabetes
	 
	 
	 
	
	Pacemaker
	 
	 
	 

	Coronary Artery Disease
	 
	 
	 
	
	Cardiac Stent Placement
	 
	 
	 

	High Blood Pressure
	 
	 
	 
	
	Kidney Failure/Insufficiency
	 
	 
	 

	Congestive Heart Failure
	 
	 
	 
	
	Kidney Stones
	 
	 
	 

	Heart Murmur
	 
	 
	 
	
	Sleep Apnea
	 
	 
	 


THE FOLLOWING QUESTIONS APPLY TO YOU ONLY:
	CONDITION
	YES
	NO
	COMMENT

	Heart Valve Disease (i.e. mitral valve prolapse, valve stenosis, etc.)
	
	
	List type:

	Lung Disease (i.e. asthma emphysema, COPD, tuberculosis, etc.)
	
	
	List type:

	Joint Replacement or Surgically Implanted Prosthesis
	
	
	List type: (i.e. knee, hip, penile prosthesis, etc.)

	Do you smoke?
	
	
	How much?

	Do you drink alcohol? 
	
	
	How much?

	Hysterectomy (females only)
	
	
	If yes, are your ovaries in or out?

	Has anyone in your family had cancer?
	
	
	List type(s) and relationship(s):

	Do you have a history of cancer?
	
	
	List type(s):


List all major surgeries that you have had in the past and/or any other major personal illnesses not mentioned above: 

____________________________________________________
____________________________________________________

____________________________________________________

____________________________________________________

__________________________

__________________________

__________________________

_________________________

PLEASE TURN THE PAGE OVER AND COMPLETE THE BACK!
REVIEW OF SYSTEMS
Please answer the following questions to the best of your ability:

Skin

Persistent/recurrent skin rash

Y   N

Boils




Y   N

Persistent itch



Y   N

Other: _______________________
Eyes
Blurred vision



Y   N

Double vision



Y   N

Pain




Y   N

Other: _______________________
Cardiovascular
Persistent/recurrent chest pain

Y   N

Varicose veins



Y   N

High blood pressure



Y   N

Other: _______________________
Neurological
Tremors




Y   N

Dizzy spells



Y   N

Numbness




Y   N

Tingling




Y   N

Other: _______________________
Endocrine

Persistent/recurrent excessive thirst

Y   N

Persistent/recurrent cold/hot flashes

Y   N

Persistent/recurrent fatigue


Y   N

Other: _______________________
Gastrointestinal

Persistent/recurrent abdominal pain

Y   N

Persistent/recurrent nausea or vomiting
Y   N

Persistent indigestion/heartburn

Y   N

Other: _______________________
Allergic/Immunologic

Hay fever




Y   N Drug allergies (list on front)

Y   N

Other: _______________________

Constitutional

Persistent/recurrent fever


Y   N
Chills




Y   N
Persistent/recurrent headaches

Y   N
Other: _______________________
Musculoskeletal
Joint pain




Y   N
Neck pain




Y   N
Back pain




Y   N
Other: _______________________
Ear/Nose/Throat/Mouth
Persistent/recurrent ear infection

Y   N
Persistent/recurrent sore throat

Y   N
Sinus problems



Y   N
Other: _______________________
Genitourinary

Urinary retention, incomplete emptying
Y   N
Persistent/recurrent painful urination

Y   N
Urinary frequency



Y   N
Urinary leakage



Y   N
Other: _______________________
Respiratory
Persistent wheezing



Y   N
Persistent/recurrent cough


Y   N
Shortness of breath



Y   N
Other: _______________________
Hematologic/Lymphatic
Persistent/recurrent swollen glands

Y   N
Blood clotting problem


Y   N
Other: _______________________
Psychological
Are you generally satisfied with your 
Y   N
life?

Other: _______________________
