Family Medicine Associates of Midland, P.C.
Comprehensive Patient History

Patient Name: MR# ' Date:

What is the reason for today’s visit?

Describe the following:

Location: How long have you had this problem?

How severe is this problem? Qi mild O moderate Qvery How often are you having the problem?

‘What caused the problem?

Do you know of anything else that may have contributed to this problem?

Does anything else occur with this problem?

Provider Comments: O I have confirmed the above information with the patient and the following are any additional comments:

List previous hospitalizations/Surgeries/Serious Injuries When? List any allergies you have.
1)
2)
3)
4)
5)
Patient Social History G)
_ 7)
Marital Status: QO Single O Married Q Separated U Divorced Q1 Widowed 8)
Use of alcohol: W Never QRarely Q Moderate O Daily 9)
Use of tobacco: W Never U Previously but quit (Q Current packs per day 10)
Use of Drugs: O Never (O Type/Frequency
Excessive exposure at home or work to: U Fumes (O Dust U Solvents (1 Noise
Have you ever had the following? DIabtes v coa s suvnsins o yes no Hypertension............. yes no
Cancer............c.o..... yes no Stroke........ocooiiin, yes no Heart trouble.............. yes no
Arthritis/Gout............. yes no Convulsions............... yes no Bleeding Tendency........ yes no
Acute Infections........... yes no Venereal Disease... ... .... yes no Hereditary Defects. ........ yes no
Family Medical History
Age Diseases If Deceased, Cause of Death
Father "
Mother
Siblings
Spouse

Children




VY €ar glasses/contact 1ens.......................... No  Yes SKIN

Blurred or double vision........................... No  Yes Rashoritching...........................c..ooooeoo.. No Yes
Glaueoma. .. ....oooovvvive v, No  Yes Change in skin color................................. No  Yes
Change in hair or nails............................... No  Yes
ENT Varicose veins.............c.oocoveieeeiii v, Noo Yes
Hearing loss...........cc..oocoooveiiiiieieeneeneen. Noo Yes Breast paini................ocooceei i, No Yes
Ringing intheears................c..oceoovvvviiii. No  Yes Breastlump...................ccooe v, Noo Yes
Earachmordramage vovevevers swenei s O Y68 Breast discharge...............ooo.ooiiiin, No- Yes
Sinus problems. .. v . NOO Yes
Nosebleeds.......oocoooveiiiiiii i, No  Yes NEUROLOGICAL
Mouthsor&s No  Yes Frequent or recurring headaches.................... No Yes
Bleedmggums S T [ T (- Light headed or dizzy................................. No  Yes
Badhreathorbadtaste R . (- R (- Convulsions or seizures.............................. No Yes
Sorethroat»orvmcechange ......................... No  Yes Numbness ornnglmgsensatlons.....,.............. No Yes
Swollen glands inneck.............................. No  Yes TORINOTEL . voss snromns saSsn a0 Domssmmmomnans mmene N0 V68
i Paralysis...............cc.ceceeeeeiiiiiin oo, Noo Yes
CARDIOVASCULAR SRS s vsmins 50055 550.6550050h s wa w sonmmmonas somevss MO YE§
Hearttrouble...........................cc.ocooeeo... No Yes
Chestpains. ...t No  Yes PSYCHIATRIC
Sudden heart beat changes.......................... No  Yes Memory loss or confusion........................... No Yes
Swelling of feet, ankles or hands............... .. No  Yes Nervousness...............occcooeeoceveiivenee.... No Yes
Depression..........oovev v iiiiiniini No  Yes
RESPIRATORY Sleep problems.............co.oooiiiviiiieen e, No  Yes
Frequent coughing................................... No Yes
Spittingup blood..................................... No Yes ENDOCRINE
Shortness of breath.................................. No  Yes Glandular or hormone problem veiineeeieeie. Noo Yes
Asthma or wheezing................................. No Yes Thyroid disease... vervieririiieoen... Noo Yes
v Excessive thirst or urmatlon ....................... No  Yes
GASTROINTESTINAL Heat or cold intolerance............................. No  Yes
Loss of appetite..........ooooeiiioeeonrenn e, No  Yes DY BKI 0 63 515558860 555mmerscrin nomsom sy No Yes
Change in bowel movements....................... No  Yes Change in hat or glovesize......................... No  Yes
Nausea or vomiting.................................. No  Yes
Frequent diarrhea... 5 vovever. No Yes HEMATOLOGIC/LYMPHATIC
Pamﬁﬂbowelmovementsorconstlpatlon..‘..... No  Yes Slow to heal after cuts... vevvereerioreine.. No o Yes
Bloodinstool.............ccocovvvennveniiiii No  Yes Easxlybrmseorbleed U | [ I (-
Stomachpain........................cocoeeeeee ... No Yes Anemia............ccoeeiveiciiiiiii e, No Yes
Phlebitis... ... cvveereiiee v No Yes
GENITOURINARY Past transfusion......................oo oo No  Yes
Frequent urination. .. po svvssmaE e NG YES Enlarged glands....................................... No  Yes
Bummgorpamﬁllunnanon viviinieneeen. No Yes
Blood in urine. .. vvevee. NOoo Yes i icati i
Change of force of stram when urmatmg ......... No  Yes List any medications youare now takmg'
Incontinence or dribbling. .. vevevirenne. Noo Yes
Kidney stones.............c..ooveeeeviiiiinii, No  Yes
Male - testicle pain................................... No  Yes
Female —~ pain with periods.......................... No  Yes
Female — irregular periods........................... No  Yes
Female — vaginal discharge.......................... No ° Yes
Female — # pregnancies # miscarriages
Female — date of last pap smear

Female — findings of last pap smear 0 Normal Q) Abnormal

Patient Signature:

Q I have reviewed and confirmed this information with the patient. Provider Signature:




