GHENT FAMILY PRACTICE, Inc.

HISTORY
Name: Date form filled out:  / /
Occupation: O retired Marital Status: S M W D Educ:
IMMUNIZATIONS: Date of last tetanus: Flu vaccine: Pneumovax:

Varicella Other:
.. PAST MEDICAL HISTORY: (Please list all significant medical diagnoses and surgeries)

YEAR: ILLNESS / OPERATION: YEAR: ILLNESS / OPERATION:

MEDICATION: (name / dose / frequency) [include other-the-counter drugs (vitamins, herbals)]

ALLERGIES: [Please note type of reaction]

FAMILY HISTORY: [v for all 1° relatives: parents, grandparents, aunts and uncles, siblings, children.]

@ Diabetes @ Hypertension @ Stroke @ Heart Disease ® Osteoporosis  ® Cancer (please specify)
@ Alcohol or drug abuse Bleeding disorder

Age of parents (indicate living or deceased):
Mother: L/D Father: L/D

Age of grandparents (living or deceased):

Mat.Gm:  L/D Mat. Gf:  L/D

Pat. Gm:  L/D Pat. G:  L/D
RISK FACTORS:
Smoking: O Never smoked (3 I smoke:  cigarettes/day O Quit smoking: year
Alcohol: 0O Don’t drink O Drink 1 oz./day or less (3 Drink more than 1 oz./day
Illicit drugs: O Never used (J Used in past, but not last 3 yrs ([ Have used in last 3 yrs.
Calcium: O 2 or more milk servings every day O Calcium supp O Vit. D supp
Exercise: O Never exercise O Exercise <3 days/week (J Exercise 3 or more times weekly

Type of exercise:
Diet: O I restrict salt in my diet I I follow a cholesterol-lowering diet O I follow a diabetic die

REVIEW OF SYMPTOMS: Check (¢/) for current problems. Mark (X) and indicate age when you had any of the
following (Next Page):



1. Eyes/Ears/Nose/Throat
O Tinnitus (ringing in ears)
O Decreased hearing
O Vertigo (spinning sensation)
O Blurred vision
O Double vision
O Partial loss of vision
O Frequent headaches
O Chr. nasal or sinus congestion
O Frequent sneezing spells / itching
O Recurrent nose bleeds
O Frequent sore throats
O Difficulty chewing
O Painful or swollen gums
O Broken off or painful teeth
O Chronic hoarseness

2. RESPIRATORY
O Hx of pneumonia or Tuberculosis
O Chronic cough or wheezing (asthma)
O Bring up > 1 Tbsp. phlegm / day
O Discolored sputum
O Coughed up blood
O Shortness of breath: (7 at rest
O on exertion (J on lying down
O Chest pain with cough

3. CARDIOVASCULAR
0 Angina (episodes of pressure in chest)
O Palpitations (awareness of heart beat)
O Easy fatigability
O Lightheadedness
O Syncope (loss of consciousness)
O High blood pressure
O Heart murmur or hx Rheumatic Fever
O Varicose veins
O Deep vein thrombophlebitis (clots)
O Swelling of feet or ankles
O Leg pain or cramping when walking
O Leg cramps in bed

4. GASTROINTESTINAL
O Difficulty swallowing
O Heartburn
O Indigestion
O Ulcer disease
O Abdominal pain
O Bloating / gas
O Chronic constipation
O Chronic diarrhea
O Blood or mucus in stool
O Anal itching or burning
O Change in bowel movements

5. MUSCULOSKELETAL
O Reddened, inflamed joints
O Shoulder pain
O Hip pain
O Knee pain
O Difficulty using hands
O Painful feet / ankles
O Neck pain
O Low back pain
O Deformed joints

6. NEUROLOGIC
O Numbness / tingling
O Weakness
O Tremors (shakes)
O Awkwardness or spasticity
O Difficulty with memory
O Difficulty with speech
O Difficulty thinking clearly or quickly
O Disequilibrium (imbalance)

Notes




** If you have any disability, please complete the following:

7. REPRODUCTIVE 12. ACTIVITIES OF DAILY LIVING:

No. of pregnancies: 2 = need full assistance

O Breast mass/ pain/ or discharge
O Abnormal spotting or bleeding
O Post-menopause symptoms

0 = independent

1 = some help
Transferring out of bed or chair
Getting dressed

0 Taking estrogen _ ;Ziﬁzng
O Vaginal itching / burning / discharge o Groom%ng
O Lesions of vulva _ Dressing
O Last mammogram _ i

- Eating

8. UROLOGIC
O Burning or pain on urination
O Blood in urine

13. INSTRUMENTAL ADL’s:

Preparing meals

O Urinary frequency - Housecleaning

: . - Use of phone
O Incontinence of urine .

. oy . . - Use of / balancing checkbook
O Nocturia (voiding at night)/ # of times: .

. — N Transportation
O Decreased force / caliber of stream .
- Shopping

O Not sexually active

O Not orgasmic with intercourse

O Pain with intercourse

O Difficulty getting / maintaining erections
3 Lesions on penis

9. DERMATOLOGIC
O Rash
O Persistent itching
O Suspicious moles or other lesions
O Abnormal loss of hair
O Discolored or distorted nails
O Tattoos or other distinguishing marks

10.PSYCHOLOGICAL
O Feelings of anxiousness
O Depressed mood
O Difficulty getting to sleep
O Difficulty with early morning wakening
O Poor energy / lethargy
O Feelings of helplessness / hopelessness
O Loss of interest in activities / sex
O Loneliness
O Panic spells
O Thoughts of suicide

11. CONSTITUTIONAL
O Changes in appetite
O Weight change >5 Lbs
O Fever / Sweats / Chills
O Tiredness
O Easy bruisability
O Swollen Glands

Please describe your present health:

Has your health changed during the past year?

AMBULATION ASSISTANCE:

O splint or brace
O walker

3 cane
O wheel chair

Notes:

O Excellent
O Stayed the same

3 Good O Fair

O Poor

0 Has gotten worse O Improved



