PATIENT HEALTH HISTORY M. Methodist Medical Group

PLEASE PRINT ALL INFORMATION Clinic
Date: / /
Name: Birthdate: / /
Racial/Ethnic Background: Occupation:
Primary Language: Interpreter needed? Y N
Date of Last Physical Exam: / / Where:

Referring Doctor:

List any allergies to medications, or anything else, including latex and describe your reaction

LATEX ALLERGY PRE-SCREEN

1. Do you ever have a rash, redness, or swelling after use of gloves, lasting 1-2 days? Y N
Do you have allergies, asthma, rhinitis after use of rubber, latex products? Y N

Do you have frequent contact with rubber, latex products? Y N

> LD

Do you have allergic reactions to any of the following foods: avocados, bananas, chestnuts, papaya, kiwi,
hazelnut, cherry, or peach? Y N

Nutrition Screening Questions

* Have you lost more than 10lbs. in the last 6 months without trying? Y N
¢ Do you have any open sores that are not healing? (decubitis) Y N e Are you experiencing any pain? Y N
* Are you having difficulty in chewing or swallowing that is affecting your food intake? Y N

Pain Assessment Screening:

* Is a pain assessment necessary? Y N
" . ('to be completed by nurse/practitioner)
¢ Is a nutritional assessment necessary? Y N (To be completed by practitioner)

Functional/Mental/Psycho/Social Assessment:
Do you live alone? Y N Whom do you rely on for emotional/social support?

Have you had any changes in your life that could affect your coping abilities? (job, move, divorce, death, disabilites) Y N If yes explain:

Are you able to care for yourself without the assistance of anyone else?

Do you require any assistive devices such as wheelchair, walker, cane, etc.

Do you have any social, cultural, religious, beliefs or values that may affect your treatment plan or healthcare needs?

Abuse Assessment Screen:
* Have you felt unsafe where you have been living? Y N Explain:

* Have you been emotionally, physically, or sexually hurt by anyone? Y N

Do you have a LivingWill? 'Y N Do you have a durable power of attorney for your health care? 'Y N
Have you provided this office witha copy? Y N Would you like information on this? Y N

Immunizations:

DATE OF LAST: Flu Vaccine Pneumonia Vaccine Tetanus Vaccine
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Name: Birthdate: / /
Please indicate if you have or have had the following conditions:
L1 AIDS/HIV positive ] Cancer ] Gallstones/gall bladder diagnosis [J Obesity
[J Alcoholism [J Chest pain [J Hand problems [ Osteoporosis
[ Allergies/Hay fever [J Chronic cough [J Head injury [ Prostate problems
[J Anemia ] Chronic diarrhea [] Headaches/migraines (] Rheumatic fever

L] Arthritis/joint pain, swelling

[ Constipation

[J Hearing problems

(7 Rupture/hernia

] Asthma

[J Depression

[J Heart problems

[ Stomach problems

] Back problems

[ Diabetes mellitus

] Hemorrhoids

[J Stroke

[ Birth Defects

[ Dizziness/fainting

[J High blood pressure

(] Suicide attempt

[J Blood clots

[J Drug abuse

] Kidney/bladder problems

[ Thyroid disease/goiter

[J Blood disorder

[] Eczema, hives, rashes

[ Liver problems, jaundice, hepatitis

[J Transfusion reaction

[J Blood in stools

[J Emphysema

[ Lung/breathing problems

[J Tuberculosis

L] Bowel problems

L] Epilepsy/seizures/convulsions

] Mental illness

[J Venereal Disease

[J Breast lumps

] Eye problems/glaucoma/cataracts

] Muscle weakness

1 Broken bones

[ Foot problems

L1 Nervous problems/breakdown

Please indicate of you have had any of the following procedures: (Note dates if possible)

] Adenoids removed

[J Coronary artery stent

] Mammogram

[J Vaginal delivery

L] Appendectomy

[J C-section

[J Mastectomy _ R_ L

[ Vasectomy

[J Breast biopsy _ R_ L [J Cystoscopy [J Pacemaker

[J Breast surgery _ R_ L [J DEXA (bone density) test [J PAP smear

[ Bunion surgery L] Dilation and curettage (d&c) L] Prostatectomy (turp) W FRACTURES

[ Cardiac catheterization L] Echocardiogram [ Sinus surgery procedure (J Ankle fracture _ R L

[J Cardiac stress test [J Eye exam [J Sleep Study O Elbow fracture __ R_ L

[J Cardiac surgery L] Gallbladder surgery ] Tonsils removed (1 Forearm fracture __ R__L
[ Carpal tunnel __ R_ L [ Gastric bypass for obesity [ Total hip replacement _ R__ L (] Hip fracture __ R__L

[J Cataract __ R_ L [J Hemorrhoidectomy [J Tubaligation (tubes tied) (0 Humerus fracture _ R__ L
[J Circumcision [J Hysterectomy—ovaries left [J Tuberculosis (TB) Skin Test [ Knee fracture _ R__L

[J Colonoscopy [J Hysterectomy—ovaries removed [J Tubes in ears O Lower leg fracture _ R_ L
[J Colposcopy [J Inguinal hernia CJ Umbilical hernia [ Thigh fracture _ R_ L

[J Coronary artery angioplasty [J Knee replacement _ R_ L [J Upper Gl endoscopy (EGD) O Clavicle(collarbone) fracture

[J Coronary artery graft

[J Low back surgery

[ Wrist fracture __ R__ L

Comments/Other not listed:

Immediate Family History (Father, Mother, Sister, Brother)

[J Alcoholism [J Cancer: Lung [ Endometriosis [J Respiratory (Breathing problems)
[J Attention Deficit disorder [ Cancer: Other OJ Glaucoma [JRheumatoid arthritis

[ Bipolar disorder [J Cancer: Ovary ] Hematologic (blood) disorder (] Schizophrenia

[ Bleeding disorder [J Cancer: Prostate [ Hypertension (High blood pressure) [ Stroke

[J Cancer: Breast - mother

[J Cancer: Skin

(] Mental health problems

(] Systemic lupus

[J Cancer: Breast - other [J Cancer: Stomach ] Migraine [J Thyroid disorder
[J Cancer: Breast - sister [JCAD (Heart problems) [ Osteoarthritis [J Toxemia

[J Cancer: Colon - other [JDVT (Blood clots in legs) [ Osteoporosis [J Tuberculosis

[J Cancer: Color - parent [J Dementia [J Kidney cysts [ Vision loss

[J Cancer: Colon - sibling

[ Depression

[ Ovarian cysts

[JNo significant family history

[J Cancer: Uterine/cervical

[ Diabetes mellitus

[ PE (Blood clots in lungs)

[ Not available

Comments:

Social History - Environmental / Behavioral Risk Factors

L] Alcohol use: [J Home abusive environment [J Occupational risk: chemicals [J Tobacco: second-hand exposure
U # daily / # weekly [J Home: smoke detect: no / yes L] Seat belt use: no / yes [J Tobacco: no use
[ Diet: diabetic L] Infection exposure: HIV / TB [J Sexual behavior: high risk [J Tobacco smoke: current / past
LI Diet: high fat L] Prolonged sun exposure [J Drug use: no / yes / past [J Travel abroad
LI Diet: low fat [J Occupational risk: dust [J Sun protection: no / yes [J No significant social history
LI Helmet use: no / yes L] Occupational risk: injury [J Tobacco: chew: current / past
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