MEDICAL HISTORY

DATE NAME

\

(

MASON

PRIMARY CARE

P.O. Box 248

3500 McClure Bridge Road

Duluth, GA 30096

(770) 476-3636 / Fax: (770) 476-5845

Please list any allergies below.

CARDIAC High Blood Pressure
Heart Attacks
Congestive Heart Failure
Arrhythmias
Murmur

PAST MEDICAL HISTORY Please check if you have ever had:

PHYSICIAN NOTES

ALLERGIES

PULMONARY
Emphysema
Asthma
Pneumonia
Tuberculosis

GASTROINTESTINAL
Gallstones
Hepatitis
Diverticulosis/itis
Colonic Polyps
Ulcers
Hemorrhoids

RHEUMATOLOGIC
Arthritis
Chronic Fatigue Syndrome
Polymyalgia Rheumatica
Fibromyalgia
Lupus

DERMATOLOGIC
Psoriasis
Eczema
Skin Cancers

HEMATOLOGIC / ONCOLOGIC
Cancer,
type

treatment

Anemia
Blood Clots

ENDOCRINOLOGIC
Diabetes
Hyper / Hypothyroidism
Elevated Cholesterol
Osteoporosis

PSYCHIATRIC Depression
Anxiety
NEUROLOGIC Strokes
Seizures
Headaches
RENAL Urinary Tract Infections
Kidney Stones
INFECTIONS Venereal Diseases

(Gonorrhea, Chlamydia,
Warts, Syphillis)
Rheumatic Fever

ACCIDENTS / INJURIES
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SURGERIES (list type, year, anesthesia, complications)

FEMALES ONLY / GYNECOLOGIC HISTORY

Pregnancies Births

1st Day of Last Menstrual Period:

Miscarriages

Method of Birth Control:

Age at Onset of Periods:

Leakage of Urine

Frequency:

Length of Period:

Abnormal Discharge

Prolonged or Abnormal Bleeding

Abnormal Pap Smear, type or treatment

Pelvic Pain

Gynecologic Surgeries and reason why

LAST PAP

LAST MAMMOGRAM

LAST BREAST EXAM

IMMUNIZATION / HEALTH CARE MAINTENANCE LIST

Hepatitis B

(list dates and abnormal findings)

Pneumovax

Flexible Sigmoidoscopy

Stool Check for Blood

Flu Shot

Cholesterol Check

Tetanus Booster

Prostate Check / PSA Level

TB Skin Test

Eye Exam, intraocular pressure check

Last EKG (electrocardiogram)

Last Chest Xray

FAMILY HISTORY

(parents, grandparents, siblings)

Family Member

Age at Onset:

Cancer

High Blood Pressure

Heart Disease

Diabetes

Strokes

Drug or Alcohol Addiction

Glaucoma

Bleeding Diseases

Other:

Smoking No Yes

Alcohol No Yes

Drugs (marijuana, cocaine, crack, etc.)

PERSONAL HABITS / RISK FACTORS

# Packs per Day
Type

Do you have a Living Will?

Do you wish to be tested for
AIDS? No Yes

Yes

No

# Years

Amount per Week

No

Yes

Are you in a relationship in which
you have been physically hurt by
your partner? No Yes

Quit:

Have you engaged in activity putting you at risk of getting AIDS?

History of Blood Transfusions? No Yes Year

Have you ever worked with hazardous materials, asbestos, chemicals?

No

No

Yes

Yes

Are you experiencing any sexual
dysfunction/dissatisfaction?
No Yes




