DOcOnWheels

Home Medical Care
NAME AGE M F DATE
ADDRESS PHONE
HISTORY OF PAST ILLNESS: Have you had SOCIAL HISTORY: (continued)
Childhood: Are you employed? Fult Time Part Time
[J Measles O Mumps [ Chicken Pox . .
[ Congenital Abnormaities ] Rheumatic fever or heart disease | YVhat is your job?
Adult:
[ Asthma [0 High Blood Pressure [] Cancer (Site. }
[ Diabetes [ Uicer or Gastritis [ Thyroid Problems
[ Tuberculosis ] Kidney Problem [ Liver Problems Are you exposed to fumes, dusts or soivents?

[ Blood Problem [ Venereal Disease  [] Heart Failure

0 Heart Attack O3 Abnormal Heart Rhythm How much time have you fost from work because of your heaith during
Have you had any serious iliness? No Yes the past?
Have you ever had a transfusion? No Yes : :
Have you ever been hospitalized or No Yes Six Morths. One Year. Five Years
been under medical care for very long? Education: (Years)
If Yes, for what reason? Grade School College Postgraduate
Do you wear seatbelts? [ Always [0 Sometimes [ Never
Most recent immunizations: FAMILY If Deceased,| Cause of
Hepatitis B (date) Flu Vaccine (date) || HISTORY: Age Health |.geatDeath| Death
Pneumovax (date) Tetanus (date) || Father
OPERATIONS: Moth
Have you ever had any surgery? No Yes ather
List: [ Appendectomy [ Hysterectomy (If so, reason_______ ) || Brother/Sister
[0 Ovaries Removed [ Joint Replacement
[ Gallbladder [ Bypass (If so, what )
[ Other
ALLERGIES:
Husband/Wife
Son/Daughter
MEDICATIONS:
INJURIES: - -
Have you ever been seriously injured in a motor vehicle accident? No  Yes Has either parent, sister, brother, child or
Have you had any head concussions of injuries? No Yes grandparent ever had?
Have you ever been knocked unconscious? No Yes S No Yes = No Yos
SOCIAL HISTORY: )
Circie One: Single Married Separated Tuberculosis No Yes |HighBiood Pressure  No Yes
Divorced Widowed Significant Other
With whom do you live? Diabetes No Yes
Recreational Drug Usage? ) No Yes Has any blood relative ever had?
Do you have any problems with sexual function? No Yes
Foreign travel within last year Cancer No Yes |Bleeding Tendancy  No Yes
Coffee Tea_____ Cola's (per day) Type: Gout or other crippling arthritis
ic Beverages: 1 weeak
G 1-5 p':r‘:;ek__ -&hzrer Suicide No Yes No Yes
Tobacco: L] Never Smoked OQuit_______yearsago ||Mental liness No Yes |Hereditary Defects No Yes
[ Years smoked [J Packsperday_______
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CIRCLE NO OR YES FOR THOSE THAT APPLY

SYSTEMIC REVIEW: Do you have any of the following? :
General: Maximumweight______ Minimum weight SUNOBS...........oi et No Yes
Recent weight change?....... ... No Yes Enlargedglands. . ... ... ....... ... ............... No Yes
Have you been in good general health most of your life? ... .No Yes L
Have you recently had? L
[0 Weakness EI Fever [ Chills O nghl Sweats Loss 0‘ Uﬂl'le ........................................ No Yes
O Fainting [ Problems Sieeping Bloed in URNB. . .oovnesne e ee e s rsnnse s sas No Yes
; Frequenturination.............. ... ... . ...l No Yes
Skin. Bumingorpainfu. ..., No Yes
Skin Disease ......... ... No Yes Nighttime urinating. . ............................0.... No Yes
daundiee . .. ..ol No Yes Kidney trouble . ... ............ooiiiiiiiii, No Yes
Hives, eczemaorrash.................................. No Yes Problem stopping/starting flow ofurine. . ............... No VYes
mwmm TOStCUIRT M@BS . . ... .o.iiviiniiniiisinivesrssessnens No Yes
DIy 8YeS Or MOUth. ... .. ... ... e No Yes Testicularpain ...... ... No Yes
BMIW Gums - Frequen( orConstant . . . ... o0, No Yes Prostate problem .................................... No Yes
Blumed VISION. . ... ...ovoeeeeietiriieeee s No Yes Sexual Dysfunction..................oooiinn No Yes
Date of Last Eve Exam STD/AIDS RISK . . ..ot et iieaeenas No Yes
Sneezing Or rUNNY NOSE . ... ... ....vovuirinenennnnannnns No Yes n ical:
Nosebleeds - Frequent. . ...................coiieiinn, No Yes First day of last period
Chror_m: BINGE DU e T T No Yes Age periods started
Eardisease............................. No Yes How long do periods last? Days
|I1':Ipﬂ_ll'9d hearing . . B E LT RR T PP No Yes Frequency of periods every Days
Dizziness or sensation of room spinning. .. ................ No Yes Painwithperiods. ... .. ... ... ..................... No Yes
Frequem orsevereheadaches........................... No Yes Number of pregnancies
= Number of mi i
AsthmaorWheezing ....................coovivieniiann, No Yes Date of last cancer smear and resuits
DIOUMY BORBIING. .. . s csistviicinsimicb s smsmiassi No Yes BEORBLUM. . :cccvviniiicyesvaniiiasivinsslssnain o ves
Any trouble with Iungs - .. .. ............................ No Yes Abnormal Vaginal Discharge. ......................... No Yes
Pleurisy of PReUMONIA. .......................c..cevenn. No Yes e A e e
Cough up Blood (&ver). ................................. No Y OE IS mascaimasa RSB TR o
) P fover) I SkinchangeofBreast. ........................c00.ie No Yes
1 ) Nippleretraction. ... ......... ... ... . .ccoiiiiiiiinn. No Yes
Chest pain, pressure, orfightness . ... ................. ... No Yes
Shortness of breath with walking or lyingdown. . ........... No Yes ! sreloial
Difficulty walking two blocks .. ......... B No Yes Stiffness or pain in joints (check all that apply)
PRIPHBHONS. - ooy s wonsiomars woa s s s i S e No Yes OFinger (JHands CIWrist [JEibows [1Shoulders CINeck [1Back
Swelling of hands, feetorankles ......................... No Yes [JHip  [JKnee [JToes [JFoot [JTemporomandibular Joint
Awakening in the nights smothering ...................... No Yes Weakness of muscles orjoints. ....................... No Yes
Heart mummur. .. .. ..........ooeieiliiiiii No Yes Any difficulty inwalking. .. ... No Yes
. ) Any pain in calves or buttocks on walking
Gastrointestinal: relievedbyrest. ... ... ........ ... ... No Yes
Vomitingbloodorfood..................... ...l No Yes . by
Gallbladderdisease ...........................cc0vvnnn. No Yes : . .
Change in appetite .. .................................. No Yes Transient blindness [JTremor CJNumbness in fingers [] Wt
Hepatitis/Jaundice. ... ................................. No Yes Have you ever had counselling for your mental health?. . Yos
Painful bowel movements .. ............................. No Yes Have you ever been advised to see a psychiatrist? ... No ves
Bleeding with bowel movements ... ... ... ... ... . No Yes Do you ever have, or have had, fainting spefis? ... No Yes
BIACK $100IS . ... .. .......... .o No Yes Convulsions ...t No Yes
Hemorthoids or piles. ... .......................... No Yes Paralysis......... DR LR P PE P REE L Tes No. Yes
Recent change in bowel habits. . .. ....................... No Yes Problem with coordination . . ... .-.ccocvreerrranrenns No Yes
me BRRITRRE i S e o s e oo o No Yes Dﬂﬂ'lﬂsﬁc violence...... TR Seeeeeieiaiaas .- No Yes
Heartburn of indigestion. . ... .............ooouueeneennn. No Yes Depression Symptoms (difficully sleeping, loss of appetite
Cramping orpainintheabdomen ........................ No Yes loss of interest in activities, feelings of hopelessness).... No  Yes
Does food stick inthroat. ... ..................coiiinan No Yes P
m Are you slowtohealaftercuts? . ...................... No Yes
HOMONE theTBDY. . . . ...\ttt ieeeeeeeeeeeeeeeennas No Yes Anemia .............. BB S SR T & :“
Any change in hator glove size . ......................... No Yes Phisbitis or Blood Clots in veins................ - bt es
Any change in hair growth. ... ... ........................ No Yes Have you had difficulty with bleeding excessively
Have you become colder than before - after tooth exiraction or surgery? ................... No Yes
or skin become dryer. .. ... ..........c.eeiuriiieianinn. No Yes Have you had abnormal bruising of bleeding?............. o Ve
Source of information, if other than patient:
Signature of person acquiring this information:
Provider Date Signature of Patient



