	YEARLY HISTORY FORM  
	NAME:                                                         D.O.B                                                       DATE:                                                                

	OCCUPATION/EMPLOYER:                                                                              MARITAL  STATUS:   S    M    W    D   SEP

	PAST MEDICAL & FAMILY HISTORY:  Please check if you (pers)or any blood relative (fam) had any of the following conditions
                                                   (PERS)  (FAM)                                                                                                              (PERS) (FAM)

	1. HEART ATTACK
	
	
	
	16. BLOOD TRANSFUSIONS
	
	

	2. HEADACHES/MIGRAINE
	
	
	
	17. ANEMIA/BLOOD DISORDER
	
	

	3. HEART DISEASE/MURMUR
	
	
	
	18. VARICOSE VEINS/SPIDER VEINS
	
	

	4. HIGH BLOOD PRESSURE
	
	
	
	19. DIABETES
	
	

	5. HIGH CHOLESTEROL
	
	
	
	20. THYROID DISEASE
	
	

	6. STROKE/BLOOD CLOT
	
	
	
	21. SEIZURES/TREMORS
	
	

	7. BREAST DISEASE
	
	
	
	22. BIRTH DEFECTS
	
	

	8. JAUNDICE/HEPATITIS
	
	
	
	23. ARTHRITIS-JOINT PAIN
	
	

	9. ASTHMA
	
	
	
	24. OSTEOPOROSIS
	
	

	10. STOMACH ULCERS/REFLUX
	
	
	
	25. BONE FRACTURE
	
	

	11. BOWEL DISEASE
	
	
	
	26. SKIN DISEASE
	
	

	12. KIDNEY DISEASE
	
	
	
	27. UNWANTED FACIAL HAIR
	
	

	13. URINARY INCONTINENCE

                        INFECTIONS

                        FREQUENCY
	
	
	
	28. CANCER (TYPE)
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	14. PELVIC PAIN
	
	
	
	29. ANXIETY/DEPRESSION
	
	

	15. MULTIPLE SCLEROSIS
	
	
	
	30. SLEEP PROBLEMS
	
	

	HOSPITAL ADMISSIONS
	List those operations and serious illness which  required hospitalization (excluding pregnancy)

	YEAR
	REASON FOR ADMISSION
	YEAR
	REASON FOR ADMISSION

	
	
	
	

	
	
	
	

	MENSTRUAL HISTORY
	Age at first period?                                    If menstruating, first day of last period:

	# of days in between periods:                   # of days bleeding:              Cramps   Y  or  N       Medication for cramps:

	Bleeding/spotting between periods?   Y or N                Irregular menstrual bleeding:       Y or N                 

	Currently sexually active:   Y  or  N        # of partners (lifetime): ____        Male  or   Female  or   both

	VAGINAL INFECTIONS
	HISTORY OF:  __ YEAST    __ TRICHOMONAS    __ CHLAMYDIA    __ HERPES   __GHONORRHEA    __ BACTERIA      

	PAP TEST
	DATE OF  LAST PAP:

Normal   or   Abnormal

History of HPV:   Y  or  N       
	MAMMOGRAM
	DATE OF LAST TEST:
Normal  or  Abnormal



	CONTRACEPTIVE HISTORY
	CURRENT METHOD:
	PAST METHODS:

	OBSTETRICAL HISTORY
	# OF PREGNANCIES_____  PREMATURE _____  MISCARRIAGES ______   ABORTIONS_____ LIVING CHILDREN______
# OF VAGINAL DELIVERIES____ # OF C-SECTIONS____

	MENOPAUSAL SYMPTOMS
	Age at onset: _____            Hot flashes:    Y or N                    Vaginal Dryness:   Y or N

	Memory/Concentration problem :       Y or N        Excessive Fatigue:   Y or N                    Night sweats:   Y or N

	OSTEOPOROSIS
	 Bone Density Test:   Y   or   N      Date:                   Calcium & Vit. D?  Y or N       Treatment: 

	SOCIAL HISTORY
	Smoking: Cig/day____ # years_____  Alcohol: Drinks/wk____ Coffee: cups/day____ Street Drugs: ____

History of abuse:   Y   or   N

	IMMUNIZATIONS
	(DATE)   Hep. B Vacc:              Gardasil:              TB Test:              Tetanus:

	FAMILY HISTORY
	MOTHER:   __ LIVING    __ DECEASED/CAUSE:                                                         AGE:

FATHER:     __ LIVING    __ DECEASED/CAUSE:                                                         AGE:

SIBLINGS:  # LIVING_____  # DECEASED/CAUSE:

CHILDREN: #LIVING _____ #DECEASED/CAUSE:

	Has anything changed since your last yearly exam ?                            Explain: 




	Medications
	LIST ALL MEDICATIONS (DOSAGE AND FREQUENCY) INCLUDING OVER THE COUNTER AND SUPPLEMENTS

	
	

	
	

	
	

	
	

	
	DRUG ALLERGIES:



	Please check all that apply:

	1. 
	__ WEIGHT LOSS      __WEIGHT GAIN    __ FEVER       __FATIGUE    



	2. EYES
	__VISION CHANGE      __ GLASSES/CONTACTS



	3. EAR, NOSE, THROAT
	__ ULCERS     __SINUSITIS     __HEADACHE     __HEARING LOSS     



	4. CARDIOVASCULAR
	__CHEST PAIN     __DIFFICULTY BREATHING     __PALPITATIONS



	5.  RESPIRATORY
	__ WHEEZING     __SHORTNESS OF BREATH     __COUGH



	6. GASTROINTESTONAL
	__ DIARRHEA     __BLOODY STOOL     __NAUSEA/VOMITING/INDIGESTION     __CONSTIPATION     __ FLATULENCE     __PAIN     __FECAL INCONTINENCE



	7. GENITOURINARY
	__ BLOOD IN THE URINE     __PAIN W/ URINATION     __FREQUENCY    __INCONTINENCE    __ PMS     __PAIN W/ INTERCOURSE     
__ABNORMAL/PAINFUL PERIODS      __ ABNORMAL DISCHARGE



	8. MUSCULOSKELETAL
	__ MUSCLE WEAKNESS     __ MUSCLE OR JOINT PAIN     __



	9. SKIN
	__ RASH     __ DRY SKIN     __PIGMENTED LESIONS  __ SKIN CANCER

YEARLY SKIN EXAM:   Y or  N



	10. BREAST
	__ DISCHARGE     __MASSES     



	11. NEUROLOGIC
	__ SEIZURES     __TREMORS     __ NUMBNESS     __TROUBLE WALKING     

__SEVERE MEMORY PROBLEMS


	12. ENDOCRINE
	__ DIABETES     __ HYPOTHYROID     __HYPERTHYROID     __HOT FLASHES    

 __ HAIR LOSS     __ HEAT/COLD TOLERANCE     __NIGHT SWEATS



	13. HEMATOLOGIC
	__ BRUISE EASILY     __ BLEED EASILY   





Patient Signature: ___________________________________  Date: __________________


Physician Signature: _________________________________  Date: __________________

