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HEALTH HISTORY

REVIEW OF SYSTEMS: Please circle the correct response

Have you noticed any problems or changes in...

Eyes and Mouth

Eve problems or trouble with vision Y N
Wear glasses or contacts ¥ N
Date of last vision exam
Trouble with teeth or gums ¥ N
Do you use dental floss? ¥ N
Date last dental exam

Breathing
With exercise ¥ N
At night Y N
Wheezing ¥ N
Cough Y N
Asthma (wheezing), hay fever or coughing

spells after exercise YoM

Other

Cardiac
Chest pain ¥ N
Palpitations ¥ N
shortness of breath Y N

Breasts
Any lump, dimple, skin change or secretion Y N
Do you know how to examine your breasts? Y N
How often do you examine them?

Gastrointestinal
Indigestion ¥ N
Loss of appetite ¥ N
Bowel movements ¥ N
Other

Glands
Any persistent swollen gland ¥ N

Urinary
Burning ¥ N
Frequency ¥ N
Difficulty starting or stopping ¥ N
Bleeding or blood in urine ¥ N

Musculoskeletal
Joint pains |
Muscle cramping or pain Y N
Sprained joint  List: ¥ N
Other injury  List injuries:

Genital (Female)
First day of last menstrual period  Date
Last Pap Test Month/ear
Vaginal discharge YN
ltching Y N
Cycle changes ¥ N

Genital (Male)
Discharge YoM
Sore Y. M
Do you know how to examine your testicles? Y N
How often do you examine them?

General Health
Weight change more than 10 Ibs + or - Y N
Fatigue, weakness Y N
Might sweats, fevers Y N
Bruise or bleed easily Y N
Frequent infections ¥ N
Changes in energy level Y N
Rashes or skin problems Y N
Lightheadedness or faintness Y N
Sleep disturbance ¥ N
Eating disorder {past or present) i M
sickle Cell Test Megative Fositive Mot Tested
Cholestercl Level:  Test resulis Date

Mot Tested

Neurological
History of concussion {getting knocked out)? ¥ M
Ever suffered a heat-related ilness (heat stroke)? Y N
Ever had seizures ¥ N
Sefzure history:

Emotional
Depression 4 ety
Mervousness or anxiety ¥ N
Strong fears ¥ N



Cardiovascular information

1. Does anyone in your family have or ever been told

5. Hawve you ever experienced chest pain or discomfort
with exercise? Y N

they have. Marfan's E'f".n'“dmmﬁ:? L 6. Have you ever had unusual shoriness of breath
2. Has anyone in your family ever died at an early with exercise’ v N
age? (of something other than an injury)? ¥ M . _ _
It yes, please explain: 7. Have you ever had unusual fatigue with exercise? ¥ N
8. Have you ever experienced lightheadedness,
dizziness or fainting with exercise? ¥ N
9. Have you ever been told you have a heart murmur?y N
3. Does anyone in famnil h
Lt y'?'ur TN YOURREL R e e 10. Have you ever been told your blood pressure
a heart condition? ¥ N :
. was high? Y N
If yes, please explain:
|5 there anything else you are concemed about?
4. Has anyone in your family ever been told they have
a problem with the rhythm of their heart
(arrhythmia)? ¥ N
If ves, please axplain:
FAMILY HISTORY
Relation Age State of Health If deceased, cause of death Age at
Death
Father
Maothar
Brathers
Sisters
Maternal Grandmother
Maternal Grandfather
Faternal Grandmuother
Paternal Grandfather
Has any blood relation ever had...
Asthma, Hay Fever ¥ N sudden Death {before age 55) ¥ N
Hypertansion ¥ N Blood Diseases ¥ N
Diabetas YoM Epilepsy [ Seizures ¥ N
Heart Trouble ¥ N Stroke Y N
Kidney Trouble Y N Drug/Alcohol Dependency Y N
Sickle Cell YoM Thyroid Disease ¥ N
PATIENT HISTORY
Health Habits
1. How much do you smaoke? U None U Occasional O 1 pack/day U 2 packs/day

2. How often do you drink alcohol?

[ Never U Occasional O Most weekends [ Most days






