Tvercy
HEALTH HISTORY FORM

Please complete and/or update.

Patient name

Enterprise #

Birthdate
Visit date
Provider
Reason for Visit
Allergies Reaction
Pharmacy Name Phone Fax

Current Medications

If time allows, what other health concerns would you like to discuss with your health care provider today?
Please list them in order of importance.

#216624 (11.08)



Please mark the appropriate response.

Medical History

No significant past medical history. .. Yes No COPD/Emphysema. ... .... Yes No Hepatic Disease ... ...... Yes No
Arthritis .. ... Yes No Dementia. ............... Yes No Hyperlipidemia . ......... Yes No
Asthma ........ ... ... ... L. Yes No Diabetes . ............... Yes No Hypertension. . .......... Yes No
Autolmmune/Rheum.............. Yes No Dysrhythmia ............. Yes No Osteoporosis. . .......... Yes No
Cancer-Breast. . ................ Yes No GERD ........... ... ..., Yes No Pancreatitis . .. .......... Yes No
Cancer-Colon.................. Yes No GlDisease .............. Yes No Psych Disorder .......... Yes No
Cancer-Lung................... Yes No GU Infections ............ Yes No Renal Disease........... Yes No
Cancer ... i Yes No Headaches.............. Yes No Seizure Disorder .. ....... Yes No
Coronary Artery Disease. . ......... Yes No Heart Disease............ Yes No Stroke ... Yes No
Congestive Heart Failure .......... Yes No HIV/AIDS............... Yes No Thyroid Disease ......... Yes No
Clotting Disorder. . ............... Yes No IBS... .. Yes No Vascular Disease . ....... Yes No
Other
Other
Surgical History
No Previous Surgery . .. .............. Yes No Hernia....................... Yes No Pacemaker................ Yes No
Appendectomy .. ... Yes No Hip Arthroplasty (Replacement) ... Yes No Tonsillectomy. . ............ Yes No
C-Section ............... ... oL Yes No Hysterectomy ................. Yes No Tubal Ligation ............. Yes No
Coronary Artery Bypass .. ............ Yes No Knee Arthroplasty (Replacement) . Yes No Vascular Procedure. . ....... Yes No
CardiacCath....................... Yes No Mastectomy. .................. Yes No Vasectomy................ Yes No
Cholecystectomy (Gall Bladder Removal) . . Yes No Neck/Back Surgery. ............ Yes No | V-PShunt................. Yes No
EarTubes ......... ... .. ... .. Yes No
Other
Other
Family History
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Father | Y / N
Mother | Y / N
Sister Y /N
Sister Y /N
Sister Y /N
Brother | Y / N
Brother | Y / N
Brother | Y / N
Social History
TobaccoUse........ Yes Quit Never
N\ 2
Freq Date
Alcohol Use......... Yes Quit Never
DrugUse........... Yes Quit Never




