
PATIENT MEDICAL HISTORY

DEAN CURRIE, MD         DAVID LAIRD, MD          DAVID VILLARREAL, MD             DANIEL DAY, MD

PATIENT NAME:  ___________________________________________ CHART: ___________________________

DATE: ________________   UPDATES:  _____________________________________________________________

DATE OF BIRTH:  ________________ HOME PHONE:  _______________ WORK PHONE:  ________________

Do you have a Living Will or Durable Power of Attorney?    YES ____  NO ____

Would you like information regarding living wills? YES_____ NO _____  (PACKET GIVEN)________

FAMILY DR:  ________________________________________ REFERRED BY:  _________________________

Alternative contact:  ___________________________________ Phone:  __________________

Address:  _____________________________________________ Relationship:  ___________

Social History
Do you smoke? _______How much?____________ How many years? ___

Do you drink alcohol?  ________How much? ______How often? ___________

Occupation _________________________________ Marital Status    S       M      D       W

SIGNATURE OF PERSON COMPLETING FORM:  ________________________________________________

DO YOU TAKE ANY MEDICATIONS (INCLUDING OVER-THE-COUNTER) YES____ NO____

LIST ALL MEDICATIONS FREQUENTLY USED!  (HORMONES, ASPIRIN PRODUCTS, INSULIN, ETC)

MEDICATION DOSAGE
MG/ML

NUMBER OF PILLS NUMBER OF            TIMES
TAKEN

ARE YOU ALLERGIC TO ANY DRUGS?  YES _____  NO _____ (PLEASE LIST)
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                                                                  YES        NO
Heart Disease________________
  Coronary Artery Disease
 (Stents / Bypass/ Angina)

__ __ _____________________________________________

    Heart Attack
   (Myocardial  Infarction)

When?

    Congestive Heart Failure
    Valvular Disease
    Abnormal Heart Rhythm
   (Cardiac Arrythmias)
Stroke When?
Kidney Disease    
    Stones
    Kidney Failure/Insufficiency When diagnosed?
Lung Disease
    Emphysema (COPD)
    Asthma
    Bronchitis
    Cancer
Cancer
What type?
Treatment given?
HIV When diagnosed?
DIABETES When diagnosed?
HIGH BLOOD PRESSURE
(HYPERTENSION)
GASTROINTESTINAL
    Diverticulitis
    Colitis
     Ulcers
     Gallstones

List other diseases not mentioned above

Previous surgery/dates    Previous surgery/dates

Family History
Have any of your family members had any of the following conditions?

(PLEASE LIST ALL THAT APPLY)
CANCER (Who/Relationship) WHAT TYPE?

HEART DISEASE –Who STROKE –Who

HYPERTENSION-Who DIABETES-Who
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        FREQUENT OR CURRENT SYMPTOMS OR PROBLEMS THAT YOU HAVE.  CHECK YES OR NO 
                                             YES  NO                                                                                                                                 YES  NO

General
    Fever
    Night sweats
   Weight loss How much?

    Weight gain How much?

    Fatigue
    Loss of appetite
Cardiovascular
    Chest pain
    Abnormal heart beat
Shortness of breath
     At rest
    With exercise
    Wake you at night
Sleep with head elevated on
more than one pillow.
Fainting Spells How often?

Leg swelling
Pain in legs upon walking How far?

Respiratory
    Cough
    Sputum production
    Wheeze
    Bloody Sputum
Gastro-Intestinal
    Abdominal Pain
    Nausea
    Vomiting
    Diarrhea
    Difficulty swallowing
    Constipation
    Blood in stool
    Heartburn
Genito-Urinary
    Painful urination
   Frequency/urgency
   Controlling bladder

    Blood in urine
    Difficulty urinating
    Urinating after bedtime How many times?

Musculoskeletal
    Muscle pain
    Joint pain Where?

    Joint stiffness Where?

    Joint swelling Where?

Skin
    Rash Where?

    Changes in skin Where?

Neurological
    Headaches
    Visual Changes Describe?

    Numbness Where?

    Weakness Where?

    Dizziness
    Loss of balance
    Mini-Strokes When?

ENT
    Earache
    Hearing loss
    Sore throat
    Hoarseness
    Painful swallowing
ENDO
    Intolerance to heat
    Intolerance to cold
    Change in hair
    Change in skin
    Trembles
    Shakes
    Hot flashes




