MEDICAL HISTORY FORM

Date of visit: / /

Name: Age

1st day of last period: / / Age of 1st period: Age of menopause:

My period usually occurs every days/weeks and lasts for days.

My periodusually __is ___isnot painful. My periodusually ___is ____isnot heavy.
My period isunusual or irregular as described here:

My current method of preventing pregnancy is:

Last Pap smear: / / Bone Density: / /
Mammogram: / / Colonoscopy: / /

Reason for visit:

M edical Problems: (either now or in the past)
Thyroid __high __low
Mitral Vave Prolapse
Headaches

Stomach ulcers
Gallstones

Bladder infections
Diabetes

Other spinal injury
Urinary leakage

Loss of rectal control
Anxiety/Depression
Other:

Asthma
Angina
Stroke

Hiatal hernia
Kidney stones

Slipped disc
Irritable bowel
Cataracts
Sickle cell
Cancer:

Pneumonia/Bronchitis
Heart attack

High blood pressure
Anemia

Kidney infections

Hemorrhoids
Glaucoma
Thalassemia

Current Medications:. (***including vitamins, herbs and other supplements****)

name of medication/supplement | dosage

how often?




_ Pregnancy History: (please address all that apply to each pregnancy)

Marijuana or other drugs:

year # weeks mis- pre- full-term | vagina forceps cesarian section hours of
or carriage mature (weight) &Jor (why?) labor
months or abortion (weight) vacuum

_Surgical History:
name of procedure reason for procedure date of
procedure

Allergiesto M edications:

name of medication rash hives nausea other

Social History:

Place of Birth: Profession/Employment:

Haobbies:

Habits:

. Smoking _ cigarettes/packs per day for _ years

Alcohol Type: How much? How often?

Please list any other information you feel isrelevant, including History of Medical problemsin your

Family members:




