Name:_______________________________________________________________________________

Date:____________________

DOB:__________________
MR#:____________________________
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What doctors are involved in your care?

________________________________________________________________
Is it okay that we send correspondence to all of the physicians you have listed above? Y   or    N
​​​​​​​​​​​​​​​​​(These are physicians seen here and/or outside of our facility)

If no, please list who you do not want correspondence sent to.
________________________________________________________________
Do you have any of the following conditions?  Please circle those that you have or have had.

Cardiac


Congestive heart failure

Heart Attack


Arrhythmia
Irregular Rhythm


High Blood Pressure
Stent Placement

Bypass Surgery


Hardening of the Arteries


Pacemaker or Defibrillator

Other___________________

Respiratory


Asthma



Emphysema

Using Oxygen

Bronchitis



COPD


Pneumonia



Other__________



Gastrointestinal


Ulcers




Diverticulitis

Irritable Bowel

Hiatial hernia



Acid Reflux

Gall Bladder Stones or Infection

Pancreatitis



Hemorrhoids

Other__________

Genitourinary

Renal Failure



Prostate Enlargement

Kidney Stones


Kidney Infection


Bladder Infections


Dialysis

Other___________


Neurological

Stroke




Mini Stroke/TIA
Depression

Seizures



Memory Loss
Other_________

Infectious Disease

TB




Hepatitis

Meningitis

HIV




Other_________

Endocrine

Diabetes



Hypothyroid


Hyperthyroid



Other_________

Blood Disorders

Blood Clots



Low Blood Counts
Leukemia
Bleeding Disorder


Anemia

Other__________
Ear, Nose, Throat
Tonsillectomy


Vision Loss

Cataracts

Hearing Loss



Glaucoma

Peripheral Blood Vessel Disease
Carotid Artery Stenosis

Other Blood Vessel Blockage






Location________________
Previous Cancer



What body part?______________________________________



Treatment Received___________________________________



By what Physician_____________________________________

Previous Surgeries or Major Procedures:

___________________________________________________________

___________________________________________________________

Please list any other health conditions not listed above:


___________________________________________________________
Has anyone in your family had cancer?                  Yes               No

If yes:

Relationship


Age at Diagnosis

Type of Cancer

__________________
_______________

________________

__________________
_______________

________________

__________________
_______________

________________

__________________
_______________

________________

Cancer Screening Tests





Date

Location


Most Recent Mammogram________
_________


Most Recent Pap Test      ________
_________


Most Recent PSA
          ________
_________


Most Recent Colonoscopy________
_________

Do you smoke?            
Yes



No


If yes, how many packs per day?____________


How many years have you smoked?_________


Do you intend to quit smoking?__________



Would you like to join a stop smoking class?___________
If you used to smoke but quit, please list how many packs you smoked per day, how many years you smoked, and the year you quit:


___________________________________________________________


Do you drink alcohol?




Yes

No



If yes, how many drinks per week?__________________________


Do you use smokeless tobacco?


Yes

No


Do you use any other recreational drugs?

Yes

No




If yes, please list________________________________________

Please circle any of the following that you practice:

Prayer

Meditation
Massage
Herbs or Vitamins
Chiropractic
Art or Music Therapy
Guided Imagery
Exercise

Other_____________________
Who lives with you in your home?________________________________________
What is or was your occupation?_________________________________________
Are you currently working?


Yes

No
Do you have a living will, power of attorney, or other instructions or wishes regarding your code status?______________________________

Do you receive any type of home health services?___________________________

Review of Systems:


Please circle any that apply:


Loss of Appetite




Fever


Weight Loss (how much?)____________
Weakness


Change in Vision




Hearing Loss


Dizziness





Sinus Problems


Difficulty Swallowing



Hoarseness


Swollen Lymph Nodes



Breast pain or lump


Nipple Discharge




Heart Palpitations


Swelling of Ankles




Shortness of Breath


Cough






Wheezing


Indigestion





Nausea/Vomiting


Constipation





Diarrhea


Blood in stool




Frequent Urination


Blood in urine




Incontinence


Sexual Difficulty




Dermatitis


Anxiety





Depression


Nervousness





Poor Memory


Pain (location)_______________________
Pain rating:  circle 0—no pain    1-3 mild discomfort      4-6 moderate discomfort      

                    7-10 severe discomfort


Fatigue 

Females:


Vaginal Discharge____________________

Do you have menstrual periods?
Yes (date of last)_____________   No_______


When did your menstrual periods begin?_____________________


When did your menses cease?_________________________


Have you ever used Hormone Replacement Therapy?__________If so, for how long?______

Number of pregnancies___________________________________

Number of live births_________________________

___________________________________________________________________________________

For facility use only:

T:______________

P:______________

R:______________

BP:_____________

Height:__________

Weight:__________

Prostate cancer pretreatment function:____________________________________
Medications:  
_________________________________
_______________________________

_________________________________
_______________________________

_________________________________
_______________________________

_________________________________
_______________________________

_________________________________
_______________________________

_________________________________
_______________________________

_________________________________
_______________________________
Allergies:


Medication Allergies______________________________________________
Food Allergies__________________________________________________
Environmental or Latex Allergies____________________________________
Nurse Signature:_____________________________Time ____________ Date___________






New Patient History


