
Date —

— Adult Patient History Chart #

___________________

MRN #

_______________

Name:

______________

Age. — Date of Birth Sex M F

Marital Status. Single Married Widowed Dix orced Occupation:

Spou se/Significant Other Name:

______

— Education Highest Level Completed

What is the reason br vow xisil toda Who referred

Vaccines Approximate Date Exams Approximate Date
retanu Last Dcntal exam
Flu l ast Eye exam

_______________________

Hep B Last Chest X-ray
Pneumovax Last Colonoscopy/Sigmoidoscopy
MMR Last Mammogram
Chicken pox Last Pap Smear

_____________________

TB skin Test Positive Negatix e Last Physical Exam
Last

Prostate
Exam/PSA

_____________________

FAMILY HEALTH HISTORY: Other_______________

______________

Check (V) if you or any blood relati’ e has or has had any of the following and enter their relationship to you: (Use the following
abbreviations) Y - yourself Al - mother F -father B - brother S - Sister GF - grandfather GM - grandmother C - child
Condition Relationship Condition Relationship
Heart disease Rheumatic fever
I ung disease astlzma, bronchitis, emphiiccma, TB, etc) Stomach/Intestinal disorders
Cancer (breast, prostate, o.elanoma, leukemia, etc. — Gallbladder disorders
Stroke Thyroid disorders (goiter)
High Blood Pressure _. Gout
Diabetes

________

Skin disorders
Liver disease (hepatitis, cirrhosis, jaundice, etc — Depression or other Mental Illness
Kidney disorders (including kidney stones)

_____________

Sexually transmitted disease (HIV, Herp., PID, etc.)
Arthritis

___________

Alcohol/Drug abuse
Blood disorders (anemia bleeding disorders, etc.)

_______

Risk factors for HIV
High Cholesterol Migraines/Headaches
Allergies (food, seasonal)

_______

Other

_____________________________________________

Current Medications - Prescription and Over-The-Counter Meds. Are you allergic to any medicine? Yes No
(including vitamins, herbs, aspirin, antacids, injectables, hormones) Please list all medications and reactions

___________

—

— Past hospitalizations/surgeries/serious injuries
(including blood transfusions)

Birth Control (2in/ctable)

Do You Yes No Type Amt./Day Date Quit
Use tobacco products
Consume alcohol
Drink caffeine
Use or used illegal drugs
Exercise regularly
Have diet restrictions
Travel outside US

FORM # CHS-904A (3/06) See Reverse Side



Today’s Date

________

Chart #

_____

Nanw;

INDICATE WHICH APPLY TO YOU

GENERAL
1. Frequent infections
7 Wmght ‘barge
3 Appetite/thirst change
4. Excessive fatigue/ners ousness
5 Difficulty sleeping
6. Enlarged/tender lymph nodes

or glands
7. Other

EYES
L Do ‘,ou wear glasses/contacts
2. Vision changes
6. Red/itchy, watery eves
4. Esepam
5. (.Oau,.oma
i’, Dr. e’.’ex
7. Other

EARS
1 lntectons
2 Hr arinr loss

3. Earaches
4. Ear drainage
L Buzzing/ringing
6. Feel “stopped up’
7 Other

NOSE AND THROAT
I Nail stuifiness, drainage
2. l-rerurnt nuseN’ejs
3. Sort’ tr’rca
4 Mouth ure ,‘ nlcer
5. Hoar-’oee.
6. Changu p

tO.
a. Snoring
9 Sleep apnea Riot’ tireatIu’tc,’

a,iuii sleeping)

10 Other

PUI MONARY
1 Shortne’-s 01 breah!ditficuIt’,

breathing
2 C righ dry! productrt e
I. Fhrra x’, hoeinxg
4. Nigit ‘,n, at’,
5. Vex er’t hlh
,. Otre

(‘AR1)1O’ M(”UL-\R
‘,ts k ;c .i”gna

I •‘,‘ ‘ . ‘c’t’
i’iS p’. L. 6 v’tbeat

4 Fligli hI,,id f ‘Essur

S “‘ s ‘r’p t it tt ‘nkles
6 0 larops ss’th nalking

Mitral Val e Murmur
8. ()thrr

Yes No GASTROINTESTINAL
1. 1 leartbum indigestion
“ 1S,ct,,-,4,
—‘ “‘““•j x’.’”..”’b

3. Stomach pain/ulcer
4. Nausea/vomiting
9. Vomiting blood
6. Loose stoots/diarrhea
7 Constipafion
8 Hemorrho ds
9. Rectal bleeding

Yes No 10 Black.’blood stools
ii. Changes in H wel habits

-=
12. Frequent L,\atiues
13. l.vor problems taundici

her’atit’s
14. (,ai,stones

S (.)ther

BREAST
Yes No i 1 ‘imps

2. Pain
4. Discharge

4 Other

MALES ONIV

1. Piostate problems
2 Sexual difficulties
3. Testnh pain, lumps/swelling
4 Impotent
S Diccharge

6 l) ,no di regular iC5tjjt’ exams
I. [)atceth-”nian”.rate

(\Crfl / P94
S \cnereal do-ease
°. C,enitoi ci.ner

iii.

FEMALES ONLY
Lx..,’— ‘a mtn’trual ticn

2. x,,es.,in men ttuai pain
Vaginal disharge!odor

Yes No \‘.igiol dryness
‘ P’.IS a
6. Mcnopause/svmptorrx
7 lr”iihle cc’nc ‘iairp
V. Pr ht,’rn— ‘‘, tV pregi it’d’s

9. ‘t-’ui’ ,.!0!,.0.ic-

10. \enerual d’,rr.i—e

ii :o’o co’ea’rns

ct broi .z’enc per vt-ic
Ye xii ,

1!. ii ‘i a pap
V ‘—l’stor I gbtgirna1 tap

Tr atment

16 l)a’e if last mammograrri

17 Age at onset of periods

18. Frequen of periods

Yes No FEMALES ONLY (continued)

19. Last menstrual pci tad

________

20. Pieg1aiii.es .

21.1 ive births

22. Miscarriages/abortions

23. Other

MUSCUI OSKELETAL
1. Joint pain/tenderness
2. Joint six clung/warmth
4. Joint stitfness
4 Joint deformita
3. Muscle pain
6. Back ‘ne.k pant
7. 9’eakness
t T’rone tx falls

Yes No SKIN
4. Rashes
2. Dry/iLh skin
3. Bruising
4 Saseats

Mole Ic ion changes
Yes No 6. Skin color changes

7. Skin growths
8. i-lair ‘nail problems

9.

Other

NEIjROI.OGIC
1. Headache’. ‘migraines

2. Oizznec-. nausea
.7 Fainting.’ bleckmiis
3. \umbr’ess hngl “ig

5. i,rela’,i
c. Seiiur’. ‘.05 ul’.;ors.

I Coordination proriems
Yes No S. Memory loss

3. 0th r

PSYCHIATRIC Yes No

I Mmtal Hire-s

2 ‘nxi’t
3. De r’ ssion
4. Sui’.tdal thoughts

OVCa en’t’.en,i ‘reeod ‘—5’. ms
i’. I laliucnatto’xs
7. Piieb,a-.

is. iil’icr

URIN ARS
,U ,,r. -trinatl,,:x

2. L Hoar to
L.Sffnulty sta”ting none

4. 1 ontmer cc — ‘110 )
Bk od ur p

6. Othir

______

Pit a idei k en

Yes No

Yes No

Yes No

NoYes

4es No

‘is dci keviien Dale:




