_—= ADULT PATIENT INFORMATION -

NORTHFIELD HOSPITAL FamilyHealth
s & CLINICS e

FamilyHealth Medical Clinics
Patient Information

Name: Date of birth:

Allergies
Is patient adopted? d YES W NO

Interpreter needed?  YES W NO
Medications

Please list all of the medications you are taking, including any vitamins, herbal medicines, and “over-the-counter” medications.

NAME OF MEDICATION DOSE FREQUENCY

Medical History

If your answer is “YES” to a question, please explain on the line following the question.

NONE? ...ttt dYES NO
Thyroid Problems? ..........ccccoeeeveeeeieeeieeeieen, dYES NO
SEIZUMES? ..o, JdYESs UNO
SOKE? .ot dYES NO
ASthMA? ..o, dYES UNO
C.OPD. 2 e dYES NO
SIEEP APNEAT ... dYES UNO
Coronary Artery Disease? ...........cc.ccccovveeeennnn. A YES UNO
Congestive Heart Failure?..........c..ccccooveveennen. A YES UNO
ChesSt PaiN? ......ooooeeieeeeeeeee e dYES NO
High Blood Pressure?..........c.cccoveeeveeeveeeneneen, dYES NO
Elevated Cholesterol? .........coouveeceeveeceeeeeenennn. JdYESs UNO
Heart AtacK? .......cooviveeeeeeeeeeeeeee e, dYES NO
Implantable Devices? ..........cccovveiveeeieeeeen, dYES NO
Cardiac Arrhythmia? ........cccooceevieeeieeeeeeeen. A YES UNO
RheUMAtiC FEVEI? ....ovveeeeeeeeeeeeeeeeeeeee e JdYESs UNO
DIabeteS? ..o, dYES NO
Liver Problems?.........cooeeeeeeeeeee e, dYES NO
Stomach Problems? ........oeeeeeeeeeeeeeeeeeeeeeeeeen, JYEs UNO

(continued...)



Medical History (continued)

Irritable Bowel Syndrome? ..............cccceveveueee... QdYEs NO
R0 (CH =N 3 ) 2 QdYEs NO
Kidney Problems? ..........ccooooeeeoeeeeeeeeeeeeenen, QYES ANO
Incontinence of UriN€?.......ccvooveoveeeeeeeeeeeeeeenn. QdYES UNO
Genitourinary Problems?........cccoeeveeveeveeeeenns QdYES ANO
OStEOPOTOSIS? ...t QdYES LANO
Back or Neck Problems?..........coccoveeeeeeeeene.. QYES LANO
AEFIS? oo, QYES LINO
SKin Problems? ..........cccoveeeeeeeeeeeeeeeeeeeeees QYES ANO
ANCMIA? <., QYES ANO
BlOOd DISOTAEI? ..., QdYES ANO
MR.SA. /V.RE.? oo, QdYES LINO
TUDEICUIOSIS? ..., QYES LANO
C-aiffiCHEP et QYES LINO
HEPAHHIS ..ottt e, QYES NO
HIV OF AIDS? ..o, QYES ANO
STDS 7 ettt ettt QdYES ANO
DEPreSSION? ..., QYES UNO
ANXIELY? ..o, dYEs NO
Eating DiSOrder?...........ccoceveveveeeeeeeeeneeennn, QdYEs NO
Menstrual Problems?.........oocoeeeeeeeeeeeeeeeeeeenn, WdYES UNO
Abnormal Pap SmMear? .........ccoceeeeeeeeerreenn, QYES ANO
CANCEI? e, U YES UNO
Other Medical Problems?..........cccccceeeeeeveeenn.. QdYES LINO
HospitalizationS? ........cccoveveeeeeeeeeeee e, QYES LINO
Are Immunizations on Schedule?..................... U YES ANO
Previous reaction to immunizations?................ WdYES UNO

Surgical History

If your answer is “YES” to a question, please explain on the line following the question.

NONE? ..ottt s dYEs UNO
APPENdECtOMY 2., QYES NO
Breast BiOPSY? ...c.voveveeeeeeeeeeeeeee e, QYES ANO
CholeCyStECtOMY? ......cvceveeeeeeeeeeeeeeeeee e QdYES ANO
Coronary Artery Bypass?........ccccocuvveevveeeeennn. QdYES LINO
HEMMIA? ...vveieee s dYEs UNO
Hip Replacement? ..........cccooeeeoeeeeeeeeeeeean, QYES ANO
HYStEreCtomMY?. ..., QYES ANO
Knee Replacement?..........cccoeeeeeeeeeeeeeeeenn, QYES ANO
Other Surgical Procedures? ..........cccoveeveeeunn. QdYES ANO

(continued...)



Family History

Please indicate which of your relatives have had any of the following conditions.

Parent Parent Maternal Maternal Paternal Paternal Siblings

Unknown.............. Ay U~ Q4 d | d d 4 d M|
Aneurysms ........... Ay N QA | J d d d d M|
Bleeding Tendencies . Ay A~ QA d | d d | d M|
Breast Cancer....... Ay A~ QA d M d d | d M|
Colo-Rectal Cancer Y WUN a 4 d d 4 d M|
Ovarian Cancer....dY UN d M| d d 4 d M|
Pancreatic Cancer. dY WUN d | d d 4 d M|
Other Cancers ...... Ay A~ QA d 4 d d M d M|
Diabetes............... dy U~ Q4 d M| d d M| d M|
Alcohol Dependence.. Ay A~ QA d M d d | d M|
Drug Abuse........... Oy AN QA Q | a Q | a |
Heart Problems....dYy UN U | | d d d d M|
Hypertension ........ Oy AN QA Q | a Q | a |
Stoke ..o Oy AN QA Q Q Q Q a a Q4
Mental lliness........ dy A~ QA d M| d d 4 d M|
Other Health Problems Y N d M| d d | | J
NONE ... Oy A~ 4 Q d Q Q d a 4
Is your father deceased?..........cccoevevvniieinnnnen. O ves d No

Is your mother deceased? ........cccoeeevvvieinnnnee. U ves d No

Social History
Marital Status: (d Married Single U Divorced O widowed [ Other

Occupation:

Highest level of education: College a High School U G.E.D. U Other
Number of living children:

Do you have special religious or cultural needs? U ves U No

Health Risk Profile

If your answer is “YES” to a question, please explain on the line following the question.

Allergic to 1ateX? .........ccovoveeeeeeeeeeeeeeeee e A YES ANO
Reaction to a medical procedure?............c.ccc......... QA YES NO
Reaction to a dental procedure? ............cccooveveven.... dYES ANO
Allergic to bananas? ..........ooeeeeeeeeeeeeeeereeerereens dYES ANO
ANEIGIC tO KIWIS? ..o dYES NO
Allergic to avocados?.............ccceueueeueueeeeeeernnnn D YES NO
Allergic to chestnUES?.............ccoeveveeececcceeen A YES ANO
TODACCO USE? ..., dYES ANO
PriOr tODACCO USE?......eveoeeeeeeeeeeeeeeeeee e QYES ANO
Exposure to secondhand Smoke? ...........cccccvevvvnnnn.. dYES ANO
Other toDACCO USE? ..o, QA YES ANO
AICONOI USE? ... JdYES NO
Recreational drug USe? .........cccccvevveveveeerenererennnn. A YES ANO
CaffeiNg USE? ......c.ccecveeeeeiceeieeeeeeeeeeie e dYES NO
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Do you feel safe at hOMe?........cooveveveeeeeeeeeeesenn. L YES NO

Do you want to diScuss abuse?............cccveeeeeeeeren.. QYES NO
Is someone threatening you? .............ccccceeueueeeuennne. QdYES NO
Health Risk Prevention

Exercise regulary? ............cccooovevoveeoeeeieeeeeeeeenn, QdYES NO
Maintain a healthy weight?...............ccccooevevevevennnne. QdvYEs ANO
HEIMEE USE? ... QYES NO
SEADEIE USE?.. .o U yes UNO
Smoke detectors in your hOme?.........ccccveveveveveveeeenn. L YES NO
Carbon monoxide detectors in your home?.............. L YES NO
Health Risk Hazard Exposure

Lead EXPOSUIE?.........eceeeeereeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseseenn. QYES NO
Exposure to other chemicals? ...........c.cccccveoveveeeennn. Qdyes UNO
Type of Contraception

Sexually aCtVE?........c.coveeeeeeeeeeeeeeeeeeeeeeee e QdYES NO
NONE? ..ottt W YEs NO
Birth Control Pill?........coovevieeeeeeeeeeee e QYEs NO
Birth Control Patch? ...........cooeveiieeeeeeeeeeeeenn Qdvyes ANO
Birth CONtrol RING? .....oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen. L YES NO
CONAOMS? ..ottt ettt eee e Qyes UNO
Diaphragm/cap/shield?...........c.cccueveeeeeeeeeeeeeeeenan Qdyes UNO
DEPO PrOVEIA? ...t W YEs NO
IMPIANE? ..., QYEs NO
LU.D? e Qdvyes ANO
SPONGE/SPEIMICIAE? ..o L YES NO
Tubal Sterilization? ............ccocooveeeeeeeeeeeeeeeeeees QdvYyes ANO
VASECIOMY? ... QdYES NO
(0] 13 Y=Yt TS W YEs NO

Sym ptoms- Please circle any of the following symptoms that you have now or have had recently.

Fever Unexplained Weight Loss Chills
Changes in Vision Difficulty Swallowing Problems with Hearing
Chest Pain Racing Heart Palpitations
Cough Wheezing Shortness of Breath
Stomach Pains Blood in Stool Constipation

Blood in Urine

Burning During Urination

Difficulty Starting/Stopping Stream

Joint Pain Black Stools

Foot Swelling

Depression Anxiety

Panic Attacks

Excessive Thirst Frequent Urination

Swelling in the Neck

Swollen Glands Easy Bleeding

Poor Healing

Frequent Headaches

Loss of Consciousness

Numbness in Arms/Legs

Worrisome or Changing Skin Lesions Hair loss

Skin Rashes




