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                                                 HEALTH HISTORY

                          -  TO BE COMPLETED BY PATIENT, PLEASE PROVIDE ANSWERS TO ALL QUESTIONS -
Name: ____________________________________________DOB: _________________________Date: ______________
Reason for Visit: ___________________________________ Primary Care Physician____________________________

Medical Problems - Please indicate if you are currently experiencing any of the following: (√)

	 High Blood    Pressure
❑ Arthritis


	 Kidney disease/failure

 Irregular heartbeat

 Other: _____________________
	 Stroke/paralysis

 High cholesterol

	 Rheumatic Fever

 Heart Attack
	 Diabetes

 COPD

	
		


Surgeries/Procedures – Please indicate if you have previously had a surgery or procedure: (√)

	 None	                                                                                           Carotid Surgery
 Dialysis access surgery	                                                             Vein Surgery
 Lower Extremity Arterial Bypass for PVD                            Cardiac Surgery
 Lower Extremity Angioplasty                                                 Heart Surgery
 Colonoscopy-Date _______                                                      Other: ________________                                                 	
	


Social History: (√) 
Do you currently smoke? ______ If you’ve smoked previously, when did you stop? ____________________________ 
How many packs per day? _______ For how many years? __________
Do you drink alcohol? ______ How many per day? _______ per week? _____ per month? _______
Do you use illicit drugs? ________ If yes, what kind? _______________________________

Family History: (√) 
History of Heart disease (heart attack, heart failure)?            Yes           No        __________________________
Strokes?                                                                                        Yes           No	  __________________________
High Blood Pressure?                                                                  Yes           No        __________________________
Diabetes?                                                                                       Yes           No 	  __________________________
Cancer?                                                                                         Yes           No 	 ___________________________
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Review of Systems: Please indicate if you are currently experiencing the following: (√)
General:       None         Fevers	    Chills	               Sweat                Fatigue  	                   Weight Loss
Eyes:	      None             Blurring              Diplopia (Double Vision)             Vision Loss               Eye Pain
Ears/Nose/Throat:   None            Tinnitus (Ringing in Ear)                           Dysphagia (Difficult Swallowing)
Cardiovascular:    None                       Chest Pain             Palpitations                      Syncope (Passing Out)     
          Orthopnea (Shortness of Breath When Lying Down)               Peripheral Edema (Leg Swelling)
Respiratory      None	                               Cough	                                            Dyspnea (Shortness of Breath)
Gastrointestinal:    None              Nausea       Diarrhea           	Change In Bowel Habits           Heartburn       

                                         Jaundice (Yellow Skin)

Musculoskeletal:     None	Back Pain	Joint Pain   	Joint Swelling	    Muscle Weakness     Arthritis

Skin:           None                      Rash                          Itching	                                Dryness
Neurologic:        None       Transient Paralysis        Seizures          Syncope (Passing Out)                 Tremor  
Psychiatric :      None      Depression        Anxiety           Memory Loss       Hallucinations           Paranoia
Endocrine:        None                  Cold Intolerance                       Heat Intolerance	

Heme/Lymphatic:   None             Abnormal Bruising             Bleeding                        Enlarged Lymph nodes

Allergic/Immunologic:   None       Urticaria (itching)         Hay Fever           HIV Exposure            Eczema

Allergies: (√)  NONE           Aspirin           Sulfa          Versed           Valium            Shellfish       Latex 

 Other:___________________________________


Patient Signature _______________________________________________   Date: ____________________

Physician Signature _____________________________________________   Date:  ____________________
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