West Eric Medical Group

Hame Birth Date { Gender M- F
Last Finst
Place of Emplovment How Long? : Occupation
Cdsingle - (3 married ( Separmed  (J Divorced U Widowed Highest Grade Completed
Do you bave someone available (o assist you in time of need? (dyes Woo
H mareied, spouse’s nama i
Children'’s names and ages :
Doyoulivealone? ~ - (lyes [dno Doyoudive? (dves L no
Do you have any special spiritual or religious nesds? yes  Lhno
Do you have any special cultural needs? : S Uyes o
Main lznguage that you speak '
Any ALLERGIES to medications, x-ray dyes, foods, or other substances? (yes [ no Ifso, whal type of reaction?
Past Medical History & Review of Systems
Please mark the box if you have had problems with or are presently complaining of any of e following: _
[ tiigh 8lood Pressure (3 Preumonia () Hemorthoids . (L3 sleod Disorders . Bronchits
(.3 Diabetss [} Persistent Congh : (1 Gall ladder Disease () venereal Diseases (.3 Unexplained Weight Gain/Loss
{. Cancer s ' C colitis W] Anxiety (3 skin Diseases
-} 1eart Disease (23 #ay Fever g Hepatilis or Jaundice W} Depression [ Hearing Difficulty
{d Ghest Pain/Discomlort (3 Abdominal Discomicrt 3 Thyroid Disease L anemia (3 Aleheimee's Disease
(.} Shortness of Beealh {3 Indigestion ] Head o Neck Radiation () aieohel Abuse
{3 swollen Ankes ] vavsearvomitiag £ teadache g Daug Abuse
o3 Palpilations J Constipation J Kidney Diseases 3 Gout
(3 Light Headedacss {7 piarchea L Kidney Stones [} Difficulty Eating
(2] Frequent Urination (. 8lood in Stool ) oiffculty Urinating ] stroke
L} Rheumatic Pever ) [ vleers - ' L anbritis ‘ ] Tmpotency
L) ssthma [ Change in Bowe! Habits {) LowBack Problems (1 Carrective Eyeweac
Anw problems not listed above
Level of Independence . : Self Need-Assistance
Eating/Meal Preparation
Toileting
Walking '
Bathing/Shewering
Dressing
Hausehold Tasks
Are you on a special diet? ' o ' Chyes Qoo Type:
Have you had a change in gating habits in the last year? {J yes 0 e :
Do you use any commuyaity resources? {i.e. GECAC, Meals on Wheels, Home Health ete) (Jves  (dne
Gynecologic and Obstetric History .
Age of onset of periods: Frequency: " Length of Period:
Pregnancies: ___. Births: ‘Miscarriages:
Method of birth control:
Prolonged or abnocmal bleeding: o 765 (please describe)
" Leakage of urine: ' Ono U yes (please describe)
Pelvic Pain: Qoo T yes (please desceibe)
Abnocmal discharge: ‘ O L ves (please describe)
. 1 n et dmiiy



+gase Jist and supply dates of,

Dperalions:

Hospitalizations other thar for surgerv:

{dves
(dyes

Chves

Chno
GI?O
Uno

Trmunjzation history-have you had; Tetanus Immunization?
tiepalitis 87 (lves (o When? Flu Immurization?

Other? Qves Qo When?___ Preumovax Immunizalion?
“hen was your last; -

Pap Smear? _ . DBreast Exam?
Mammaogram? . - Cholesterol checks?

When?

When?

When?

Stool check for blood?

Prostate Exam?

Family History Has any member of your family (including parents, grandparents, and siblings) ever had the following? Please check ané_ﬁfl out appropriate boxes. -

Hiness _Which family members?

Approximate age when diagnosed?

() Cancer (describe type)
(=} Hypertension (high blood peessurs)

(. Heart Disease

(3 “Strokes

{3 Mental Disease (anxiety, depression, etc.)

.3 ‘Drug or Alcohol Addiction

(. Diabgles
(3 Glaucoma

() Bleeding Uleer

Do yau have a donoc card?

Parent/Guardian/Patient

Date

. Other:.
Viedications (Prescriptions, Over-the-Counter, Vitamins, Hedbs, etc.) . )
Drug Name ~ Dose Drug Name ‘ . Dose.
Frevention ‘
Do you wear seatbalts? Qyes T If no, why rot? _
Do you wear 2 bike helmet? (hes  ao™ Qi
Do yéu smoke? ) Wlyes  Uino M yes, how many packs/day? ——
Do you drink alcoholic beverages? Lyes Qoo IFyes, how muclfeek?
D you drink colfee? Cdyes (oo ™ T yes, how many cups/day? e
Do you drink tea? ' o Dyes oo Ifyes, how matly cups/day? -
1f thege is 2 gun in your home, is il cut of children's reach and unloaded? Uyes oo Onaa
Do you use drups? {marijuana, cocaing, crack, eic ) Oyes Qo 15 yes, explain?
tave you ever engaged in any activity which has you at risk of gelting AIDS? Q;{es Qe
Do you wish to be tested for AIDS? (yes  Clno .
Have you ever worked with chemicals, paints, asbestos, or other hazardous materials? s Qoo ifges, explain?
Ave you in a relationship in which you have beea physically hurt? Clyes (e
{c-g. stapped, kicked, punched, bruised by your pactner)
Do you ever feel afeaid of your partaer? Lyes .Qt}oh
Do you have a "living will"? Cyes Uno
Olyes. g
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