Imperial Cardiac Center
Imperial Valley Family Care Medical Group

YOUR NAME:

TODAY’S DATE:

PERSONAL INFORMATION

BIRTHDATE:

BIRTHPLACE: YOUR DOCTOR:

[ MarriED [] SINGLE  [] DivorceD [] Wipowep  [_] LONG TERM RELATIONSHIP

YOUR OCCUPATION:

For How LONG?

ILLNESS INJURIES
ANEMIA O CANCER O HEAD INJURY O
HEART DISEASE O PEPTIC ULCERS O BROKEN BONES O
HiGH BLOOD PRESSURE [l SEXUALLY TRANSMITTED DISEASE  [_| BACK INJURY |
DIABETES [ PNEUMONIA [ SURGERIES
TUBERCULOSIS | HEPATITIS | HERNIA |
STROKE | KIDNEY DISEASE | GALLBLADDER |
STOMACH ULCERS [ ASTHMA [ HYSTERECTOMY [
MEASLES [l BACK TROUBLE [l APPENDECTOMY [l
MuUMPS [ BLOOD TRANSFUSION [ PROSTATE [
ARTHRITIS |:| OTHER:
MIGRAINE HEADACHES O
MEDICINES CURRENTLY TAKING PERSONAL HABITS
ALLERGIES SMOKING [1YEs ] No
PENICILLIN [ | ALconoL CYes [No
SULFA [J | OtHER DRUGUSE [] YES [INo
OTHER (PLEASE LIST) USE SEATBELTS [] YES [INo

OVER THE COUNTER MEDICINES:

FATHER: ALIVE - HEALTH:
DEAD - CAUSE:

BROTHERS / SISTERS:

FAMILY HISTORY

MOTHER: ALIVE - HEALTH

DEAD - CAUSE

HEART DISEASE  [] YES
ANEMIA [ Yes

BREAST CANCER [ | YES

[J No STROKE [ Yes [No
[ No BOWEL CANCER [ Yyes [ONo
] No DIABETES [ Yes [JNo

TUBERCULOSIS

HiGH BLoOD PRESSURE [_]YES [_JNo

[JYes [INo

JLJ: 04-94 DATA\FORMS\HLTH_HX.DOC

Patient History Questionnaire

(Please Also Complete Reverse Side)
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SYSTEM REVIEW

CIRCLE YES OR NO IF YOU HAVE RECENTLY NOTICED:

GENERAL
SIGNIFICANT WEIGHT CHANGE
ABNORMAL BRUISING OR BLEEDING

FEVERS

HEAD AND NERVOUS
DEPRESSED MOOD
SLEEPING PROBLEMS
MEMORY DIFFICULTIES
HEADACHES
DIZZINESS OR FAINTING
EYE DISEASE OR INJURY
TROUBLE SEEING
WEAR CONTACT LENSES OR GLASSES
EAR OR HEARING PROBLEMS
RINGING IN EARS
NOSE BLEEDS

SORE GUMS

BREASTS
Lumps

DISCHARGE

CARDIO-RESPIRATORY
SHORTNESS OF BREATH
SHORT OF BREATH LYING DOWN
ASTHMA OR WHEEZING
SIGNIFICANT COUGHING
COUGHING OR SPITTING UP BLOOD
CHEST PAINS

HEART PALPITATIONS

SIGNATURE / INITIALS OF MD REVIEWING:

YES
YES
YES

YEs
YES
YES
YEs
YES
YES
YEs
YES
YES
YEs
YEs
YES

YES
YES

YEs
YES
YES
YES
YES
YES
YES

No
No
No

No
No
No
No
No
No
No
No
No
No
No
No

No
No

No
No
No
No
No
No
No

GASTROINTESTINAL
CHANGE IN APPETITE
DIFFICULTY SWALLOWING
HEARTBURN
EXCESS GAS
NAUSEA
VOMITING
VOMITING BLOOD
DIARRHEA
CONSTIPATION
HEMORRHOIDS

BLEEDING OR BLACK STOOLS

URINARY
URINE FREQUENCY
FREQUENT NIGHT URINATION
PAINFUL URINATION
BLOOD IN URINE
LOSS OF URINE CONTROL
SEXUALLY ACTIVE

SAFE SEX ACTIVITY

SKIN AND JOINTS
UNUSUAL PAIN IN JOINTS
SWELLING OR STIFFNESS
PAIN OR WEAKNESS IN MUSCLES
SKIN SORES OR RASH
LEG PAIN WHEN WALKING

MUSCLE CRAMPS

GYNECOLOGICAL

AGE WHEN PERIODS STARTED
FIRST DAY OF LAST PERIOD
USUAL LENGTH OF PERIODS

USUAL PAIN WITH PERIODS

NUMBER OF PREGNANCIES

NUMBER OF MISCARRIAGES / ABORTIONS

NUMBER OF CHILDREN

YES No
YEs No
YES No
YES No
YES No
YES No
YES No
YES No
YEs No
YES No
YES No
YES No
YEs No
YES No
YES No
YEs No
YEs No
YES No
YES No
YEs No
YEs No
YES No
YES No
YES No
YEs No




