Family History (cont.)

(Circle “no” or *“yes”, leave blank if uncertain)

Asthma... Ao 0
Chronic Iung cl|sease .......... no
Drug or alcohol problem.‘.. no
Mental Illness... ... NO
Leukemia... st isassaas THO)
Migraine headaches .. no
Obesity.... wsssiitaitase 10
Thyroid Dlscase weee NO
Ulcer... iy TGS
Depressmn sssess TIO
High Cholesterol ... NO
Kidney Dlscasc no
Glaucoma........ccccecvrieuieuinnes NO
G [0 || IS NN , |,

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes

Present age,

If living, health (good, fair, poor)

Do you have now or have you had within the past year:
(Circle “no” or “yes”, leave blank if uncertain)

Weakness or paralysis................. 10
Tire easily or weakness............... N0
Recent weight changes...............no
Change in appetite..........c.cvevreneer. O
Sensitivity to cold or heat............no
Persistant fever... aseses 11O
Night sweats or hot ﬂashes ... NO
Skin rash... I [,
Skin troublc or changes .10
Change in nails or halr................ no
Headaches... Sessasavsnsessysy IO
Easy bleedmg or bru151ng ...N0
Double ViSion.........cceurverrrseriesss IO
Blurred vision...... <o NO
Eye pain.... ...N0
Infected eyes NI, o
Do you wear glasses orrcmtacts. no
When was your last eye exam

Ringing in the ears...................... N0
Discharge from ears................... NO
Ear pain... PR B |
Dccrease in hcanng ... NO
Frequent nosebleeds....... ... NO
Frequent colds...........ccevveieuruennn. NO
Sinus trouble.........cccciciereciscsenss, IO
L0858 O SIElLiaiisain fissassssnsin 110
Persistant hoarseness................... N0
Sore throat.........cccoenreieerirncrennne. NO
Sore tongue or gums................... 0
Lump or discharge from breast..... no
Chronic or frequent cough.......... no
Shortness of breath......................n0

X

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes

or age of death If deceased, cause of death
Relationship

Father

Mother

Siblings

Spouse

Children
Bloody sputum... ..no yes Joint pain or stiffness............ccoeoo.. 0 yES
Wheezing.... ceannens 10 yES  Swollen joints........ccccevessnsnenssansonsnesss N0 YES
Chest pain or drscomfon .no yes Muscle cramps or spasms................ N0 yes
Purple fingers or lips.... v DO y€S  Sleeplessness.......oivienisceieriisennrennn. 0 YES
Swelling of hands, feet or ankles ......... N0 YeS  SEIZUrES.......ccsrerererieresresesressersereesens 10 YES
Difficulty in breathing.... «wNO V€S  Depression........cesmsmisiinie: 10 Y€S
Palpitations or fluttering oft.he heart .no yes Memoryloss........cccociiiiiiiiiiiiiiin. N0 YES
Leg cramps on walking or at mght ...... no yes Poorcoordination..........ccciniininne. DO YES
Enlarged veins.. veveneneens N0 y€S Dizziness or fainting spells..............no  yes
Difficulty swallowmg ..no yes A living will or advance directive.....no  yes
Heartburn... padnd S Xl HO--YEs
Frequent bclchmg.............................. no yes
Abdominal crampmg no yes
Nausea... .. N0 yes
Vomltmg - v N0 YES
Vomited or coughed up blood .............. no yes
Chronic diarrhea... ..No  yes
Chronic constipation......................... no yes
Rectal bleeding..........ccccoverriecrieeneee. DO y€S
Black tarry stools........cccceervvrinrenneen N0 YES
DAtk UNNe; ..o racimrsansisrsrsersessrers IO, YES
YEIlOW JBUNOICE ccersassseersmssseisanimmianss 110 YEE
Frequent urination (day)..........c.ceo0... O YES
Frequent urination (night)................no  yes
Increase in thirst..........ccccccceveeieenee. N0 YES
Painful urination... ..N0  yes
Leakage of urine... rerrereeeneeeenn. IO YES
Difficulty in startmg ULIMNC. sansassersssensars no yes
Blood in urine........ccccceivinniisiniinnnnn. 0. YES
Lack of sex drive..........cccocecevrcininnnn. N0 YES
Hemorrhoids..........cccovvvvrcvirviiceeeeee. N0 y€S
Backaches.........c.coceeericiiciiiiciiinnnn. N0 Y€ES

Signature of patient or parent if minor

Date



