HEALTH AND HISTORY QUESTIONNAIRE

Name:

LDIONALD £, STEVENS, M.D.
South Kingston Internal Medicine

Date:

Marital status: d Single O Married [ Widowed U Divorced
Health of spouse O Good OFair O Poor
List household members

Your occupation(s)

Your exercise routine:

Sleep (how many hours per night)

For the items below, list the type you use & how much per day
Sleeping aids:
Alcohol:
Tobacco:
Caffeine:

Do you have a living will? OYes ONo

Do you wish to have one? UYes UNo

Have you ever abused alcohol/prescriptionfillegal drags? LYes W No

Circle *Y” (yes) or “N” (no)

Flaive you ever had: _
Anemia Y N |Appendix Y N [Alcoholism
Arthritis Y N [Breast Y N Anemia
Asthma Y N |Gatlbladder Y N Arthritis
Back Trouble Y N |Heart Y N Asthma
Bladder Infect. Y N [Hemia Y N Bleeding Tendency
Bleeding Tendency Y N |Prostate Y N Cancer
Blood Transfusion Y N Stomach Y N Chronic Lung Disease
Bronchitis Y N |Thyroid Y N Depression
Cancer Y N [Tonsils Y N Diabetes
Diabetes Y N |Uterus/Ovary Y N Hay Fever/Allergies
Diphtheria Y N |Varicose Veins Y N Heart Disease
Glaucoma Y N |Others: (ist) High Blood Pressure
|Emphysema Y N Kidney Disease
‘|Hay Fever Y N Leukemia
Heart Disease Y N Mental Iltness
Hemorrhoids Y N Migraine Headache
Hepatitis Y N Obesity
High Blood Pressure Y N Peptic Ulcer
Hives Y N Seizures
Infectious Mono Y N Stroke
Kidney Disease Y N
Malaria Y N
Measles Y N
Meningitis Y N
Mumps Y N
Whooping Cough Y N Broth
Pleurisy Y N M F
Pneumeonia Y N M F
Polio Y N 2 M F
Rheumatic Fever Y N |Hepatitis A Y N M F
Scarlet Fever Y N |Hepatitis B Y N M F
Thyroid Disorder Y N |HIB Y N M F
Tuberculosis Y N |MMR Y N MF
Exposure to TB Y N |Pneumonia Y N Childre
Ulcer Y N [Pelio Y N MF
Other Illnesses: (list)  upesea | Tetanus Y N M F
Others: (list) M F

M F

M F

M F




Review of Systems: Please indicate any personal history below:

O Constitutional Symptoms " - [] Genitourinary _ ] Psychiatric
Good general health lately . ... No  Yes Frequent urination. . ... ...... No  Yes Memory loss or confusion. . . , | No  Yes
Recent weight change .. ... .. Ne  Yes Burning or painful urination. . .. No  Yes Nervousness. ...........,..., No Yes
Fever ... . ... . ... No  Yes Bloodinurine.............. No Yes Depression................ No Yes
Fatigue, .................. No Yes Change in force of strain Insomnia ................. No VYes
Headaches................ No  Yes when urinating .. ........... No Yes .
incontinence or dribbling, . . . .. No Yes . []Endocrine
3 E))r(:sdisease or injury No  Yes Kidneystones . ............. No Yes Glandular or hormone problem No  Yes
Wear glasses/contact lenses . No Yes Sexual difficulty. ............ No Yes Excessive thirst or urination. ... No  Yes
o Male - testicle pain ... ....... Noe Yes Heat or cold intolerance. . . . .. No Yes
Blurred or double vision . . . . ., No  Yes B X ; X :
Female - pain with periods . ... No  Yes Skin becoming dvyer, .. ... ... No Yés
[ Ears/Nose/Mouth/Throat . Female - imegular periods . .. .. No  Yes Change in hat or glove size. ... No Yes
Hearing loss or ringing . ... .., No Yes Fernale - vaginal discharge . . . . . No  Yes . ! .
Earaches or drainage . . . . . ... No Yes Female - # of pregnancies. . . . [ Hematologic/Lymphatic
. Chronic sinus problem ar rhinitis No  Yes Female - # of miscarriages. . . . Slow to heal after cuts. . ... ... No Yes
Nosebleeds.............., No  Yes Female - date of last pap smear Bleeding or bruising tendency.. No Yes
Mouthsores, .. ............ No Yes Anemia ........... .. ..., No Yes
Bieedinggums . .........., . No  Yes [JMusculoskeletal Phlebitis. ................. No Yes
Bad breath or bad taste . .. . .. No  Yes Jointpain ................, No Yes Past transfusion. . . ., ......., No Yes
Sore throat or voice change ... No  Yes Joint stiffness or swelling .. .. ., No Yes Endarged glands. . .. ......... 'No Yes
Swallen glands in neck ..". ... No Yes Weakness of muscles or joints .. No  Yes
. : ' Muscle pain or cramps . ... ... No Yes []Allergic/iImmunologic _ _
[ Cardiovascular Backpain ................. No Yes History of skin reaction or other adverse
E'ﬁg; troitrx‘béer angina pectoris :::0 ¥Z§ Cold extremities . ........ ... No Yes reaction to: '
>+ pa gina p e Difficulty in walking. . ........ No Yes Penicillin or other antibiotics . No  Yes
Palpitation . .. ............. No Yes B Morphine. D I
Shortness of breath w/walking . orpnine, Lemerol, _
orlying flat. .. .......... .. No Yes [ Integumentary (skin, breast) or other narcotics . .. ...... No Yes
Swelling of feet, ankies or hands No  Yes g?‘sh or 'tChsL“S e T :0 ¥es ilsogqcain o:h other gnesﬂ\:éi.cs mo ¥es a
ange inskincolor .,....... o Yes pirin or other pain remedies No  Yes
[ Respiratory Change in hair ornails. ... .. .. No Yes Tetanus antitoxin
Chronic or frequent coughs ... No  Yes Varicoseveins ... .._........ No Yes orotherserums . ... .., ., .. No  Yes
req g
SEittjng upblood ........... No Yes Breastpain ................ No Yes lodine, Merthiolate or
Shortness of breath. . .. ..., .. No Yes Breastlump. ............... No Yes other antiseptic . . .....,.., No  Yes
Wheezing. . ............... No " Yes - Breastdischarge ............ No Yes Other drugs/medications:
D Gastrointestinal 1 Neurological
Loss of appetite ............ No  Yes Frequent or recurring headaches No  Yes Known food allergies:
Change in bowel movements .. No  Yes Light headed or dizzy .. . ..... No Yes
IFNIausea ?rd\_.forr"n:tmg """"" ﬁo ¥es Convulsions or seizures . . .. ... No Yes Ervi | allorgion
Paniul bowel | mevernents o e Numbness or tingling sensations No  Yes nvironmental allergies:
or constipation. . ........... No Yes ;ren;or} """""""""" so ¥e5
Rectal bleeding or blood in stool No  Yes Araysis .. 0 Yes
Abdominalpain............ No Yes Head injury.............. ;- No Yes

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my heaith. It is my responsibilty to inform the doctor's office of any changes in my medical status, |
- also authorize the healthcare staff to perform the necessary services | may need. -

~ Signature of Patient, Parent or Guardian Date
Doctor’s Review
-&ignature of Doctor Date




