Patient History Review Form
Dr. Anne Rose N Eapon, M.D.

e Single or Divorced or

ame Age Married Widowfer) Date
; All previous

Jecupation occupations Birth Place

Zducation: years High Schoo} years College years Post Graduate

lease list alt Symptoms, and use this space for any comments or questions you have for the doctor:

L If Livi it Deceased
Family History g Age Has any biood
Age Health atgdeath Cause relatve gver had: who
Tather Cancer no__yes
Mother i Diabatas no _ yes
Srother or Sister 1. Heart trouble ng  yes
2. Hypertension no yes
3. High Cholesterol no yes
4. Stroke no  yes
Son or Baughter 1. Msntal liness/Suicide o yes
2.
3, QOther:
4. no  yes
PERSONAL HISTORY if vaccinated, yr. ILLNESSES:Have you ever had-
Immunization or Infection (please circle answer for each question)
Chicken Pox no  yes Rheumaticfever. . .. ... ... ...... ... . ... .. .. ...... no  yes
Measles/Mumps/Rubella (MMR} no  yes PREUMONIZ ... .. .. ... it nninnnan. no  yes
Hepatitis B no yss — fluenza . . ... . ... no yes
Pneumovax no  yes PIOWIBY ;... ... 535 S48 SRS BEE S Blbd Bone 008 HES ne "o  yes
darT no yes mﬂm(mnhe t.jsr“ ..................... S R S no yes
- vtisor Rheumatism. . . . ... ... ... ... ... . ... no ves
Skin test for tuberculosis pos neg ¥e— Any bone or jointdisease. . . ... .................... no vyes
WEIGHT: Now: One year ago Neuritisorneuwralgia . . . .. .. ....................... no yes
Max. When? Bursitis, Sciaticaorlumbago. ................. ...... no  yes
Anyintentional weightloss. . . .. ....... ... ... .. ..... no yes MENINOMIB » o s ss v 9 s om 3 2 5 e s T i no  yes
When? GonomheaorSyphilis. .. ... .. ... ... ... .. oo no yes
TRANSFUSIONS: Have you ever had Kgarp"?: orGentalWards ....................... ... nng g
Blood or Plasma transfusion. . .. ...........o0hennnnt. Mo yes Jaundice or Hepaﬁﬁs .............................. no yes
SURGERY: Have you had EDIRDBY, ... 1o 5505 H08 el 505 safad 950 Sk AN 5 s no  yes
TONSBIOCPONY oo -ai 2.0y & svoll S200E § i ¥ G S0 aat o no yes Migraineheadaches . . . . ... .. ... ............... .ho yes
Appendectomy . . . ... ... no yes TUBRICUIONIS. . ; ;i sivs: Saind S8 - ool B S Va0 TRV o .o yes
: : . DIOLOMES . coos comsnien vl T B S W B S e s no yes
Litkomar sunperie s heiciien: CROCEE o v suuivias s @ f b & B8 GBR §90 S35 vy no yes
High of low biood prassure ........................ no  yes
Highcholesterol . . ............................... no yes
Nervousbreakdown .. ............... .. ........... no yes
Food, chamicalordrugpoisoning . .. ... ............... no yes
HayfeverorAsthma. . ........ .................... no yess
HivesorEczema .. ................. ... ....... ,..N0 yes
Frequentinfectionsorbails .. ....................... no yes
Have you been hospitalized forany otherillness . .. .. .... . ... no yes Frequentcoldsorsorethroat. . ... ... ... ........... no yes
Give details: Anyotherdisease. ... ..................ccovnennan no yes
ALLERAGIES: Are you allergic to
Ponlcllin or Subla . .o cus svny b i sen wE SR pee no yes
Aspirin, CodeineorMorphine., . .. ... .. .. ... ... .. ... no  yes
Mycingorotherantibiotics . . . . ............... ... ... no yes
APV ORWE ARG . i oo i & P s S8R SaeiE st no  yes
Any foods (indudmo BOOE): i v 5w e B0 VS B B 6 n yes
ANOSIVBARDR: oy o ey gon o & s 08 SRS GRS s 4 no yes
Tetanus AnfitoxinorSerums . .. ... .. .. ... ... no yes

NOTE: This is a confidential record of your medical history and will be kept in this offica. Information obtained here will not be released to any person except



CXR: When was your last chest x-ray.

X-RAYS: Any other? Please specify

EKG: When was your last electrocardiogram

FLEXIBLE SIGMOIDOSCOPY CR COLONQOSCOPY: Have you had one,

and when

INJURIES: Have you had any

Broken or cracked bones/Dislocations . .. .. .. ...... .. .. no
SPrANS e ¢ s 2 s s S - 8 BN Y SR L D) S o i o no
Concussionorheadinjury. .. .. ..................... ne
Knockedunconscious. . . ... ............. ... ....... no
Have you ever experienced physical or sexual abuse. ., ., . . no
SYSTEMS: Do you have or have you ever had:

Any eye disease, injury, impaired sight. . ... ........ . ... no
Any ear disease, injury, impaired hearing . .............. no
Any trouble with nose, sinuses, mouth throat. . . . . . .. PN o]
Loss of consciousness/Fainting Spells . .. .............. no
CONVUISIONS..c..c s 5 s 5 5 sisswinss ¥ 005 5 5 s 5 wisvasies o ol no
Paralysis; « iov « s s 3 7 omivirs 5 samiis ¥ sasves 3 spges © g9 no
DIZZINGSS: & o o sovie ¢ o ¢ 4 S0ue & LEPN B OBAE § SS R Y 5 0 no
Frequent or severe headaches, . .. ... ................ no
Depressionoranxiety. . ... ............. ... ........ no
Hallucinations . . . ............................ ... no
Enlargedglandsoriumps . . ............. ... .. ... ... no
Enlarged thyroidorgoiter . . .. .. ... .. .. s 5 e w0 vl no
Skin changes orchangesinmoles. ... ........ ...... .. no
Chronic or frequentcough. . ... ... ... ... .. ........ no
Chestpainorchestpressure. . . ... .................. no
Spittingupofblood. ...... ... ... ... L oL no
MNIGItSWEALS |, & i 4 cvn v v v wows ¥ a2 0ws % & ol no
Shortnessofbreath . . . ... ....................... no
Palpitation or flutteringheart . . . .................,... no
Swelling of hands, feetorankles . .. .................. no
Varcose Veins . ... ... . e no
Extreme tirednessorweakness . . .. .................. no
Kidney diseaseorstones .. ........................ no
BIAAder MBBASO ... ¢ v & cwvvn 5 v v & s © S & avens no
Albumin, sugar, pus,etc.inurine. .. .................. no
Difficulty inurinating. . . ... ... ... i no
Abnormalthirst. . .. ... .. ..., . . . L, no
Stomachtroubleorulcer. . ... ... ....... .. .......... no
INIGESHOM. 6 vuws pows v ¢ peows ¥ v o o Seis w0y 5 © Bes no
Liverorgall bladderdisease .. . . ..............¢..... no
Jaundice or hepatitis. . . . ... ... ... Y T no
Colitis orotherbowel disease . . ... .................. no
Hemorrhoids orrectalbleeding . ... ... ... .......... no
Constipationordiarmhea . .. ......... ... .......... no
Has there been any recent change in:

Your appetiteoreatinghabits . . . ... ................ no

Your bowel actionorstoals. . . ..................... no
Any unintentional weightloss. . . . .. ... .............. no
Aching or swelling musclesorjoints. . . ................ no

HABITS:

Exercise adequately. . . . « couivin v s s ih e 8 i e s no
How?
Sleepwall, . .......c ittt iiiriame ey no
Average hoursofsleep
Bowels move reqularly? . ............, wnmn x sgedidt ¥ & Wl no
Dietwellbalanced?. . . ............... o igse sxmnns § St no

Saltuse: Hght moderate much

Millk: ______ cups (8 ounces per cup) per day
Caffeinated beverages: cups per day - kind
Water: cups per day SRR

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
yes
yes
yes
yes
yes
yes
yes
yes

yes
yes
yes
yes

yes

yes
yes

Alcohalic beverages:

Amount Frequency Type
Have you been treated for alcoholism? . . ... . . no yes
Haveyouusedtobacco. .. ........... . ... . . no yes

How long? When stopped?
How much per day?

Type: Cigarettes Q Cigars Q Pipe Q Snut Q Chewing tobacco Q
Any history of recreational drug use? .

........ no yes
DRUGS: Check frequency of use
Laxatives naverd occQ freq O daily O
Vitamins never J eccQ freq Q daily Q
Tranquilizers/Sedatives: neverQ occQ freq O daily O
Sleeping pills: : never Q occQ freq Qdaity Q
Cortisone, Acth, Prednisone neverJ occQ freq O daily O
Aspirin: neverQ occ O freq O daity O
Thyroid: neverJ occQ freq O daily O
Appetite Depressants: neverQ occ O freq O daily O
Have you ever taken insulin or oral agents
fordiabetes?. .. ... ... ... ... .. ... ... .. ... ... no yes
Have you ever taken hormone shots or tablets?. . . .. .. . . N0 yes

List all medications, vitamins or supplements you are now taking including
over-the-counter medications, and include amount and frequency:

Sex: abstinentJ active O ; satisfactory {J unsatisfactory Q)
Sexual orientation: Heterosexual O Homosexual  Bisexual O3

Work: __________ hours/day - indoors O outdoors O
Doyoulikeyourwork? . . .. ... ........... ... ...... . .no yes
Recreation:
Do you participate in spotts or have any hobbies
which give you relaxation at least 3 hrsiwk . .. .. ... .. .. no yes
- _hrs/day
Reading _____  hrs/week
Vacations ___________ weeks/year
HIV RISK:

Have you been intimate with prostitutes or IV drug abusers?. .no yes
Have you had more than one sexual partner in

e astyear?. v « « vamen & & wemoes § eRnE § PR S § no yes
InthelastSyears? . . ... ... ... ... ...l no yes
Have you or your sexual partner had ANY transfusions

between 1978 and 19857 . . . .. . ... ... ... ........ .no yes

what other physicians or specialists do you see?

WOMEN ONLY:
Menstrual History: Age at onset Regular-yes 1 no O
Cycle: days from start to start
Usual duration: days Heavy O Medium Q Light O

Pains or cramps: yes 0 noQ
Date of last period: _ Date of last pap smear:
Date of last mammogram:
Breast lumps, tendemess ordischarge? . . .. ............ no yes
Age at onset of menopause if applicable
Pregnancies
How many?
How many bom living? __________
Any complications with any pregnancy? .. .. ............ no  ues
Your age at which first child was bom




