$PORTS MEDICINE CENTER MEDICAL HISTORY FORp

TODAY’S DATE / / NAME:

AGE: SEX: M[_|F[ |HEIGHT WEIGHT .
ARE YOU RIGHT OR LEFT HANDED .

PRIMARY CARE PHYSICIAN: PHONE:
REFERRING PHYSICIAN: PHONE:
CURRENT MEDICAL:

LIST OF MEDICATIONS YOU ARE CURRENTLY TAKING:

LIST MEDICATION ALLERGIES *IF YOU DO NOT HAVE ANY PLEASE CIRCLE NONE.

OR: NONE (NO KNOWN ALLERGIES OR SENSITIVITIES)

CURRENT MEDICAL COMPLAINT: (CONDITION THAT YOU ARE BEING SEEN FOR)

PAST MEDICAL HISTORY: (LIST MAJOR SURGERIES OR MEDICAL PROBLEMS)

SURGERY OR PROBLEM: DATE:__/ /
SURGERY OR PROBLEM: DATE:__/ /
SURGERY OR PROBLEM: DATE:__ /[ /

FAMILY HISTORY: (CHECK THE MEDICAL PROBLEMS THAT YOUR MOTHER, FATHER, SIBLINGS, OR

CHILDREN HAVE OR HAD)
CJCANCER O TUBERCULOSIS O DIABETES CJHEART TROUBLE O STROKE
CJEPILEPSY CJHIGH BLOOD PRESSURE ~ CJARTHRITIS [ EASY BLEEDING

CJOTHER/PLEASE SPECIFY:

DO YOU:
OYES ONO EXERCISE DAILY

OYES ONO PARTICIPATE IN SPORTS/WHICH SPORTS .

OYES ONO SMOKE TOBACCO/HOW MUCH PER DAY HOW LONG____.
OYES [ONO CONSUME ALCOHOL/HOW MUCH HOW OFTEN .

OCCUPATIONAL CONCERNS: (CHECK IF YOU WORK EXPOSES YOU TO THE FOLLOWING)
COSTRESS OHAZARDOUS SUBSTANCES OHEAVY LIFTING [OOTHER
YOUR OCCUPATION:




MEDICAL HISTORY FORM
(CONTINUED)

SYMPTOMS:(CHECK SYMPTOMS YOU ARE CURRENTLY HAVING OR HAVE HAD IN THE LAST YEAR)

GENERAL GASTROINTESTINAL EARS, EYES, NOSE, THROAT
COJANXIETY CJABDOMINAL PAIN COBLEEDING GUMS
CJCHILLS COBLOODY OR TARRY STOOLS CBLURRED VISION
[JDEPRESSION I COLITIS/DIVERTICULITIS CIDIFFICULTY HEARING
CIDIZZINESS [CJCONSTIPATION CIDIFFICULTY SEEING-GLASSES/CONTACTS
CJFAINTING CIDIARRHEA CEARACHE
CJFEVER CJFREQUENT INDIGESTION/GERD COEAR DISCHARGE
CJFORGETFULNESS COGALL BLADDER PROBLEMS COFREQUENT COUGHING
CJHEADACHE CJHEMORRHOIDS CHAY FEVER/ALLERGIES
CJLOSS OF SLEEP CINAUSEA CINOSE BLEEDS
CINERVOUSNESS CORECTAL BLEEDING O RINGING IN EARS
CONUMBNESS COSTOMACH PAIN O SINUS PROBLEMS
CSWEATS CJULCER DISEASE CTOOTH OR GUM PROBLEMS
OvOoMITING CIDENTURES

CHEARING AIDS
MUSCLE/JOINT/BONE CARDIOVASCULAR SKIN
COARTHRITIS CICHEST PAIN/ANGINA CJCHANGE IN MOLES
CIBURSITIS CHEART ATTACK EASY BLEEDING
COCLUBBING CJHEART MURMUR OEASY BRUISING
CIEFFUSIONS/HEMARTHROSIS OHIGH BLOOD PRESSURE OHIVES
CJFREQUENT DISLOCATION CJIRREGULAR HEART BEAT O TCHING
CINFLAMATION PROBLEMS CJLow BLOOD PRESSURE CJLESIONS
CJJOINT STIFFNESS OrPOOR CIRCULATION CJOPEN SORES
OL0SS OF MOTION CRAPID HEART BEAT CRASH
OraN CSTROKE CJULCERS
CIRECURRENT BACK PAIN CVARICOSE VEINS CJPSORIASIS
COSWELLING CIDVT/PULMINARY EMBOLISM O ECZEMA
CJTENDERNESS CBLOOD CLOTS
RESPIRATORY URINARY ENDOCRINE
CJASTHMA/WHEEZING CIDIFFICULT URINATION CIDIABETES
CIBRONCHITIS CJFREQUENT URINATION CITHYROID PROBLEMS
COPNEUMONIA CJURINARY TRACT INFECTION
[CJSHORTNESS OF BREATH  [JKIDNEY STONES OR PROBLEMS

CISLEEP APNEA-DO YOU REQUIRE CPAP/BYPAP MACHINE YES/NO

OTHER

CONDITIONS: (CHECK CONDITIONS THAT YOU HAVE OR HAVE HAD IN THE PAST)

O ALCOHOLISM Ocout SEIZURES

[0 BLEEDING DISORDERS CJHEPATITIS O THYROID PROBLEMS
0 CANCER CJHERNIA

[ CATARACTS OHIV INFECTION OTHER

[0 CHEMICAL DEPENDENCY  [CIMULTIPLE SCLEROSIS

O DRUG ABUSE/PAST USE 0 PACEMAKER

CJEMPHYSEMA CJPSYCHIATRIC CARE

O GLAUCOMA [OSUICIDE IDEATION

CJFIBROMYALGIA SUICIDE ATTEMPT

CIRESTLESS LEG SYNDROME

I CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE. I WILL
NOT HOLD MY PHYSICIAN OR ANY MEMBER OF HIS/HER STAFF RESPONISBLE FOR ANY ERRORS OR

OMISSIONS THAT I HAVE MADE IN THE COMPLETION OF THIS FORM:

SIGNATURE:
REVIEWED BY:

DATE:
DATE:
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