&@p Holy Cross

Hospital PATIENT HISTORY FORM Dates

Patient’s Name:

Birthdate:

Reason for Visit:

It is helpful to gather information about your medical history for the physician to use in your examination. Please

complete this form. completely for the physician’s review.

CONSTITUTIONAL SYMPTOMS

Good general health Jately .....ovvianenn ' No [l Yes
Recent weight change .........coooiuat, U No U Yes
Bever .ottt e QA No O Yes
Fatigue (vt e, U No 0OYes
Bxercise regularly.ooveii i iiiiiii i, U No UYes
Eat abalanced diet ......voviiiinennn... (A No UYes
EYES ,

Eye disease or injury v.ovveveeenseneennss O No [Yes
‘Wear glasses/contact lenses ............. LI No U Yes
Blurred or double vision +.e.vveveeneenn. L No U Yes
Glaucoma ...vveuen e eie i, L No WYes
EARS/NOSE/THROAT _

Hearing loss or ringing «..ovvvvniaviennn. O No 0O Yes
BEaraches or drainage ..........vevve. .. @ No O Yes
Chronic sinus problem or rhinitis ........ L No QYes
Nosebleeds vovrvviiuriinnananernnnnn, U No O Yes
Mouth 80TES c et v venvnrrsrserieroneenas (dNo U Yes
Bleeding gums.cvvveeiiiiiinnnninnnn U No U Yes
Sore throat or voice change ....cvvevenen O No [ Yes
CARDIOVASCUILLAR

Hearttrouble .oovvvnireviiiiniiiinat, UNo U Yes
Chest pain or angina pectoriS..v.eussss,. U No O Yes
Palpitation veveevsisirerisrinesiereanans LI Ne 0 Yes
Shortness of breath with walking. ........ W No O Yes
Swelling of feet, ankles or hands. ........ QO No 0O Yes
L L 11 (O No U Yes
Mitral valve prolapse cvvevvineriininnns, U No U Yes
RESPIRATORY

Chronic or frequent coughS..c.vuvuvisn U No U Yes
Spitting up blood. ... vvii it iii i O No U Yes
Shortness of breath, .. veveviverrarnnn... L No QYes
Asthma or wheezing............ e L No U Yes
GASTROINTESTINAL

Tossof appetite. v vviirinerinnrnans O No UYes
Change in bowel movements ......ovvan. U No U Yes
Nausea or VOMULINE «vveveneineenernnens dNo O Yes
Frequent diarthea .......coviviiiiiiinn. UNo U Yes
Constipation. vovevviivsnerirsiriarinsens L No U Yes
Rectal bleeding or blood in stool......... LI No O Yes
Abdominal Pai. . vveervrriiiererannnn.. O No O Yes
Peptic ulcer (stomach or duodenal)....... ONo U Yes

R UK et tvveiiiees et ianrreeenaaennns U No 8] Yes

MUSCULOSKELETAL
L0307 ¥ U No
Joint stiffness or swelling ......oovuun... A No
Weakness of muscles or joints ........... 0 No
Muscle pain or cramps. . voeerieeienen... U No
Backpain.ovoieiiinniniiaiaiiniiniian U No
Cold extremities vvevvieeiniiiernennanns (A No
~Difficulty in walking ......vovvivnnniann O No
SPOItS INJUIYe s e e v ieeveienecnennnnnen. O No
INTEGUMENTARY (SKIN, BREAST)
Rash orifching +vvvvviiiniiinininnnn.. LI No
Change in skin color ..vvvvvviinninannes U No
Change inhair ornails......oovvivnennnn U No
VariCoSe VEINS «revnvvvnnerrarisenaanans U No
Breastpain...vvveveiivinniiinniinanas U No
Breastlump covovuvivinniiiiiiiiiiin,.. W No
Breast discharge «uovvvivineanniiiiennns U No
Changing mole ...vvvviviienieieeiinnn. L No
NEUGROLOGICAL
Frequent or recurring headaches ......... O No
Light headed or dizzy.....vuvvrnvrunnns. Q No
Convulsions Or S€izUIeS. e cvvvsvreneannns U No
Numbness or tingling sensations ......... {1 No
Tremors. vt i s et Ll No
Paralysis v ieveeririieinninniannnsneres. A NO
SITOKE v vvtiiier i iiticiieanananennns 0 No
Head injury...ccvniivivniiniiiniennne.. L No
PSYCHIATRIC
Memory loss or confusion......... Ceeees U No
NervOUSIESS. . v v vrvnrvennenennnes PR 1 No
DEPIESSION 4 v e v erueevnrennrennesneones 0 No
InSOMNIAc. e vineerinroresnerasenneens, U No
ENDOCRINE
Glandular or hormone problem .......... U No
Thyroid disease.....coveeriiiiiiianens U No
Diabetes vvuviriiusniinsrrrineninanans {1 No
(Insulin or non insulin — circle one)
Excessive thirst or urination............. O No
Heat or cold intolerance. ...ovvevevnn... 4 No
Skin becoming dryer .v.vvvvieviiiiiinn 4 No
Change in hat or glove size........ovunn. Q No

A Yes
I Yes
O Yes
L] Yes
I Yes
O Yes
O Yes
O Yes

O Yes
O Yes
U Yes
{J Yes
3 Yes
1 Yes
1 Yes
Q Yes

1 Yes
O Yes
O Yes
O Yes
1 Yes
1 Yes
[ Yes
O Yes -

O Yes
( Yes
1 Yes
A Yes

{1 Yes
0 Yes
3 Yes

{1 Yes
U Yes
(] Yes
1 Yes
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GENITOURINARY
Frequent Urination. «cvovvvieenanneeanue, _
Burning or painful urination............. I No 0O Yes

ONo € Yes History of vaginal/pelvic infection ....... ONo U Yes
Number of pads or tampons per day:

Bloodinurine ..o.vviviiiiiiiiiiiiia ONo O Yes HEMATOLOGIC/LYMPHATIC

Incontinence or dribbling .......... ..., O No OYes Slow toheal aftercuts........oooooviiit O No U VYes
Kidney stones ..vvvevuierensnesernnanns (I No U Yes Bleeding or bruising tendency ........... O No O Yes
Sexual difficulty ...oviiiiiiiiniies ONo WUYes ANEIHA . .vvverrirriaarineenstiannnnanns QO No U Yes
Pain with periods «..ooviiiiiiiiii, ONo OYes Phlebitis ovvvuveniiiiiiiiiiianan i QO No [Yes
Usedouche. ..covveiiiiiiiiiiiinnninans ONo QO Yes Pasttransfusion......oovvviiiiinnninnn. L No O Yes
Tiregular periods .uvvvvnvivne e, OONeo OYes Enlarged glands.....cooviniiiiaiiii ONo QYes
Vaginal discharge .....ovieiiaiiiiiins O No U Yes ALLERGIC/IMMUNOLOGIC

Age at the onset of menstruation:
Number of days menstruation lasts:
Date of last PAP smear:

Date of last menstraal period:
Date before that:

Age at first intercourse:
Date of last mammogram:

FORM OF BIRTH CONTROL:
List all pregnancies with dates, weights and problems (Please include miscartiages, terminations and pre-term:

Allergic to medications «.vvvveviavsnnrss UNo 0O Yes
(If yes, please list)

PAST MEDICAL HISTORY
Previous hospitalizations/surgeries/serious injuries:

- Medications:

PATIENT SOCIAL HISTORY

. Marital status: O Single O Married 1 Separated U Divorced (1 Widowed
Use of alcohol:  Never Number per week:
Use of tobacco: A Never U Previously quit — Date quit: U Current packs per day:
Use of drugs: O Never LU Type/frequency:
History of: {1 Sexual assault: Ut Domestic violence:

FAMILY MEDICAL HISTORY
Age Diseases If deceased, cause of death

Father:
Mother:
Siblings:
Children:
Other blood relatives:

Do you wish to have an assistant present during your exam?: ...oveiiiiiiiiiiiiii i e, O No [ Yes

Patient Signature:

Physician reviewed: Date:

FORM #2000 Rev-2 08/13/2011 Back
HCH Printing Services




