Medical Hiﬁtﬂ[’? Clinic Number: Warne: o

‘_E}:{_DRY HEALTHCARE Home Phone: DOB:e____ Age
THE EMORY CLINIC, INC. Work Phone: . Todav's dare:

Please fill out the following information so that we may have an understanding of your current medical status.

Current Medications (name of the drug

Do you take any:

l 3. — —_—

) é < Herbal Products
3 3 . 7. e 4 Viramins
N . = 8. — = d Minerals

Do yvou need refills on any of these medicines today? A Yes W No

Drug Allergies: Please check or list all drugs and the type of reaction:

< | am not allergic to any medications = Codeine Reacrion
J Penicillin Reacrion s Feaction
- Sulfa Reacrion Reacrion

Medical Problems: H

ave you had (or do vou have now) any of the following medical problems:

- High Blood Pressure < Breast Cancer < Asthma d Kidney Stones

< Hearr Diseasc < Colon Cancer < Emphysema < Urinary Tract Infection

J Hearr Arrack < Other Cancer = Tuberculosis d Oher Kidney Disease

= Stroke < Abnormal PAP < Sickle Cell < Seizure Disorder

< Diabetes < Heparitis or Jaundice < Anemia d Received Blood Transfusion
- Thyroid Disease < Liver/Pancreas Disease < Archrids A Sexually Tmnsmirred Diseases
J Positive HIV or AIDS Other (Describe) .

Past Surgt:r‘g.-': Have you had any of the following operations, and the year:

J Appendin _ year U Gall Bladder year O Thyroid year U Hysterectomy — vear
J Hernia __ year d Heare _ year JLung —_ year - Spinefjoint — year
< Tonsils year Orther (Describe) —

Hospitalizations:

Year Reason Year | Reason |

Smoking and Aleohol History:

Cigarettes: Do you smoke now: = Yes ' No Have you smoked in the past: 4 Yes D No
)

How many years did you smoke: When did you quir:

Do you use other tobacco products: A No d Cigars d Chewing Tobacco D Snuff 3 Other
How much alcohol do you drink: & Nene @ 1.7 drinks/week 9 8-14 drinks/week 9 more than 14/week

Please continue to next page.
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Social History:

Coftee/Tea: cups or glasses per day: Olecupation: ——

Marital Status: < Single < Married (Spouse’s namefage; YU Divorced 4 Separared < Widowed

Children's names & ages:

Do vou exercise regularly: A Yes D No

Have you signed your Drivers License as an organ donor! d¥es A No
In the last year have you rraveled ouside the country: A Yes D No  If yes, where;

Do you have pers ar home: = Cars D Dogs 9 Birds & Fish X Other

Personal Safety

[t you wear seathelrs: ."'L]'ﬂ.';'l'_n o Often L'?L'L.'.Hu‘-!‘r.ﬂll.;' U Mever

Do you have firearms in your home?! J Yes U No If yes, are they kepr locked up? 9 Yes A No

Please note: HIV, the virus thar canses AIDS, is spread by Hood or sexual concacrs, 1f you have had muldriple sexieal partmers or have nsed 1V
drugs presently or in the past, you shondd consider discussing HIV testing awith your health care provider

Family History: for blood relatives only: check if any relative had any of the following dise

d, and check if they had any of these diseases.

For parents and grandparents, please enter the current age if living, or age at the time of death if decease

| |]!|::3.--. l!l]-.'u_:! Heart | _ | Colon TITI“-‘_ : Other | Other Problems |
Living? Age Pressure | Disease |Diabetes| Cancer | Cancer | Cancer (describe)
Rother Oy QN 2 O | o | o | al| g | '
Grandfather | QY QN | BE 0 [ o | o]l al o -
Grandmother Jdy AN | | d J - _I o i B
Mother QY ON | o ool ol ao]la |
Grandfather dY AN J . - _I Q | - =
Grandmother Jdy WN a | J | M| 3. A
Any Hr-1||:.&'5.".“:-':_-iri-1- : | ] il ] o -_j_._ a | o]l
Other diseases in your family:
< Srroke < Tuberculosis < Goiter < Anemia
- Kidney Disease = Sickle Cell < Bleeding problems < Other Cancer
< Asthma o Leukemia or Lymphoma < Depression or other psychiatric illness

Immunizations: Please enter information about immunizations you have had:

Tetanus: — year Preumonia: dYes dNo Chicken Pox: UYes dNo
Influenza (Flu): — (yr) Hepatirtis A: JdYes DNo Hepatitis B < Yes W No
Tuberculosis Skin Tese: — (yr) Th test positive! < Yes I No

If you were born after 1957, have you received a second measles vaccination? dYes dNo

Are you presently seeing other physicians: if yes, please list their name and specialty

Advanged Directives: Do you have a |i'.'i||;_‘_ will or medical durable POWET of Alrorney:

o | have a living will, o [ have signed a medical durable power of attormney. J I'm interested in learning abour these.

Please comtinue to next page. i S
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Review of Systems: Are you presently having any of the problems outlined below:

REVIEW OF SYSTEMS - PAGE 1

| COMPLETE THIS SECTION ONLY IF YOU ARE HAVING A COMPLETE PHYSICAL EXAM TODAY |
General: Weight Loss UdYes HNo
Weight Gain I No
Loss of Appetite ay, dNo
BT s st ea SR s e S R B Y < No
PR, SIS e rviiiss misiar st AT Er R 04 UYes ONo
Skin Chini prODIEME i s s v U No
Moles thar have changed color or size ... dNo
Bruise calsih' ........................................................... ec A No
Eves Wear glasses or contact lenses : - No
Bluroed vision i i Oy, < No
Visual disrurbances or Double Vision...oooovcvnn. - :-] No
Cararacts:or GNCOma. w.imiiisisiimi JdYes dNo
o ENE DAl o s i ey ' = No
Ears Binging in your €ars. .o, ' UNo
T o L T PO JdY d No
Trouble Bearini o e reeee e : U No
Mose Maosebleeds iismsnnnsmsmainsaminems : < No
Nasal congestionfdrainage ... : 5 =dNo
Sinus indections. ...ttt i e s No
Allergies Hay fever or Allergies (pollen seasons only) ...... A Yes dNo
Hay fever or Allergies (year round) .o _—] Yes _J, Mo
Taken Allergy shots now or in the past oo, dYes dNo
Mouth & Throat Dental Problems/Dentures/Tooth Pain dYes dNo
Mouds Sores: o nnannipapsinmsniins s = No
Sore Throat or Hoarseness (other than colds)..... 4 Yes  dNo
Difficulty Swallowing. ..., UYes UNo
Respiratory PEIBISENE COMEI ooorrpusisnsmmsspispsissmssssnisvion seassagions dyves dNo
Cough productive of sputum {(phlegm) o, dYes UNo
Coughing up Blood ..o, dYes dNo
Asthima or Wheezing v :1 Yes -l Mo
Exposure to Tuberculosis....mininnnne dYes dNo
Chormmiess of Breatlh At TESE i.ccciiimmisniiiieaniomiiiiimisssi s i faass Oves ONo
With exercise, climbing hills or stairs oo A Yes U No
Wake up at night short of breath o Yes WDNo
Sleep on more than one pillow in order to _ B
prevent shortness of breath ar night............... OYe:s OHNa
Heart Feel your heart racing even at rest ... UYes dNo
Heart Palpitations ..o cecmeccnnnsescnecinanenns OYess ONo
High blood pressure e o Yes :J MNao
Swelling of your feer or ankles dYes WNo
Pain in the leg or buttock when walking ... dYes UNo
Chest Pain or discomfort: At resto.virninn: UYes UNo
With exertion............ UdYes HANo
Gastrointestinal Indigestion or hearthurn.c.c.co i, -| Yes —] Mo
Frequent use of anracids or acid blockers............ OYes HdNo
Abdominal bloating....cc i .., d Yes -J Mo
Abdominal pabny s i st HdYes UNo
Stomach Uleat o muimisinmmi - Yes _:I Mo
MNausea OF VoM .o eeisisseamsoias mss sesssssmsssasns 4 Yes ~_J No
Vomitng blood . conimneanmnmnimnmmin dYe: dNo
Al S et s s P G R e R OYes dNo
Hemorrhoids or rectal pain.....onn dYes dNo
COEETPRUCIONY 5o s 4080 a5 m e i nesi o B JdYes dNo
Diarrhea frequently or persistently .o, JdYes dNo
Blood with bowel movement.....ocovieiiinrsinrennns UYes HdNo
Black or tar-like stools i UYes WdNo
Change in bowel habits recently ..coovvivireveninnns '_J Yes ,'I Mo
Frequent use of laxatives. ......cococrmnceeniisssasnisniais dYes UNo Which laxarive:
a1

: WUIESTH1 299 5K
Please comtinue to next page. L !



T|| Esmory CLINIC,

Ime

REVIEW OF SYSTEMS - PAGE 2

Gienito Urinary

h-h n k ?NL\’

Women ONLY

Gt up more than once at night to urinate ..., dYes HNo
Discomfort, burning or stinging with urination ...... J Yes J Mo
Difficulry starting or stopping your urine stream..... =4 Yes A No
I\ridl'l.l..“,' ] T e A Yes U No
Dark colored or cloudy urine i —l Yes ----l No
Leaking l*]'u!dvr ........................................................ dYes HANo
Hisrory of prostate trouble .o dYes dNo
Problems with erecrionfsexual difficulty..cocvc. = Yes W No
B P e [T o e TS DYes HNo
_H~ you examine your testicles frequently o DYes DNo

Age menses started
Dhare of kst period

Complications of Pregnancy:

Number of Pregnancies J Diaberes
Births J High blood pressure
Miscarriages  Cosection
Abortions . . U Toxemia
Method of birth control A Other:
Do you examine your breasts regularly oo JdYes dNo
Have you ever taken hirth control pills....o.o.o.co...... JYes HANo
Have vou noticed any breast lumps i UYes HNo
Vapinal discharge/discomfort ar present time ......... dYes dNo
Irregular periods o s JdYes WUNo
Bleeding when not your period e e, JdYes WNo
Pairt wWitlh IDEETCOUISE oo e ee e e e e e ee e e e vmerones dYes ONo
Hoot Hashies ..ot svimssssssss sinsmmsssmriminssss semmreransis dYes ANo
) ['_h:.:nl_l have a gynecologist:....oooiiii i dYes ONo Dr'sMName:
Muscles/Joints Do you have arthritis or joint pains.....o. Uyes WNo 012345678910
Swollen or red JOING .. i L Yes WNo
O £ s o s b bR L B e s Ao QYes QNo
Neck or back pun .................................................... dYes WHDNo 012345678910
MNeuro Common Hu’uLL..luﬂ- T IS —| No
Frequent or severe hr;hl;u.‘|‘w:r ................................... dYes dNo 012345678910
Seizures or Epilepsy ..o = Yes - A No
Mumbness or !.w:.]l-cm. s in t th ¢ arm or legnnnn. Dyes No
Endocrine Take thyroid Tormome: qoseda i OYes dNo
Hear or cold intolerance (i e dYes UNMo
Sugar in your uring/Diaberes S Yes dNo
Oither uE'.mdu|:1r problems...... D Yee WMo
Mental Health Marital problems OYes UNo
Have you been injured, or do you fear being
injured by your spouse/partier .....oveervcencrinnienes = Yes = No
["r'lﬁi._-“]r':: \];_';_'Pi.nj_{ ..................................................... dYes UNo
Feeling sad or depressed .. W Yes dNo
Feeling nervous or anmions s dYes ANo
Suicidal thoughits .o --] Yes Mo
Are you seeing a thempist. o dYes dNo

Women:
Pap Smear

Mammogram

Health Maintenances:

Do you use illicitfillegal drugs oo = Vs
Please

of the lasr time
Men (over 50 years old):
sz Prostare blood test

CNrer !'lll._' month .l1|.| VAl

Stool Test for Blood (if over 30)

All:

Sigmoidoscopy (if over 50)

Your Signarure {or person completing form):

Medical Provider Review:

Drate:

Date:
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