NAME: DOB: PHONE:

PERSONAL HEALTH HISTORY

CHILDHOOD ILL NESSES: MEDICATIONSDOSAGE (PLEASE INCLUDE VITAMINS & HERBS):
CHICKEN POX 1. 6.
GERMAN MEASLES 2. 7.
MEASLES 3. 8.
MUMPS 4, 9.
WHOOPING COUGH 5. 10.
SCARLET FEVER
DIPHTHERIA ALLERGIESTO FOODSOR MEDICATIONS (DESCRIBE REACTION):

POLIO or MENINGITIS
RHEUMATIC FEVER

SURGERIES (Type & Date) SOCIAL HISTORY: Do you smoke? Yes No # of packs/day #years
1 Do you dip tobacco? Yes No Do you use alcohol? Yes No #drinks per day
2. Do you use any street drugs? Yes No Type: Frequency:
3. Do you use caffeine? Yes No Number of cups of coffee or sodas daily
4, Do you exercise? Yes No Type: How often:
5. Do you wear your seatbelt? Never Sometimes Always
FAMILY HISTORY Living Deceased
Age Health Problems Age Cause of death

Mother
Father
Brother/Sister 1.

2.

3.

4.
Husband/Wife

Son/Daughter 1.

Has any blood relative ever had: CircleYesor No Who
Cancer Yes No
Diabetes Yes No
Thyroid Disease Yes No
Heart Trouble Yes No
High Blood Pressure Yes No
Kidney Disease Yes No
Glaucoma Yes No
Stroke Yes No
Epilepsy Yes No
Tuberculosis Yes No

Mental Illness Yes No




NAME: DOB:

PHONE:

Please check illnesses or symptoms that you presently have or have had in the past.

HEAD, EYES, EARS NOSE, THROAT
BLURRED VISION

DIZZINESS

DOUBLE VISION

FREQUENT HEADACHES
MIGRAINE HEADACHES

SINUS PROBLEMS

PAIN BEHIND EYES

FAINTING SPELLS
UNCONSCIOUS SPELLS

WEAR GLASSES

EARACHES

DRAINAGE FROM EARS
DECREASE HEARING

RINGING IN EARS
NOSEBLEEDS

RECURRENT HEAD COLDS
STRANGE TASTE OR LOSS OF TASTE
STRANGE PERSISTANT ODORS

URINARY

BLADDER DISEASE

DIFFICULTY STARTING STREAM

PAIN WITH URINATION

URINATE MORE OR LESS THAN USUAL
LOSE URINE WITH COUGH/SNEEZE
DISCHARGE

BLOOD IN URINE

KIDNEY STONES

1]

MUSCULOSKELETAL
JOINT PAIN
RECURRENT BACK PAIN
SWELLING OF JOINTS
REDNESS OR WARMTH IN JOINTS
TINGLING/WEAKNESS IN HANDS/FEET
MUSCLE SPASMS
BROKEN BONES
TREMBLING OF ANY EXTEMITY

ENDOCRINE

THYROID PROBLEMS

GROWTH IN NECK OR THROAT
BRITTLE NAILS

DRYNESS OF SKIN OR RASHES
INABILITY TO STAND COLD OR HEAT
CHANGE IN HAIR TEXTURE
DIABETES

ABNORMAL WEIGHT GAIN OR LOSS
TIREDNESS WITHOUT REASON
BRUISE EASILY

U

CARDIAC

ANGINA

CHEST PAIN

HIGH BLOOD PRESSURE
PALPITATIONSHEART FLUTTERING
HEART ATTACK

HIGH CHOLESTEROL

RESPIRATORY

ASTHMA OR HAY FEVER
CHRONIC COUGH
COUGHED UP BLOOD
NIGHT SWEATS
SHORTNESS OF BREATH
PNEUMONIA
INFLUENZA

PLEURISY

GASTROINTESTINAL
DIFFICULTY SWALLOWING
RECURRENT SORETHROAT
PERSISTANT HOARSENESS
ENLARGED GLANDS
SORES IN MOUTH
SORE OR BLEEDING GUMS
BELCHING OR HEARTBURN
NAUSEA OR VOMITING
VOMITED BLOOD
AVOID CERTAIN FOODS
ABDOMINAL CRAMPING
CHANGE IN BOWELS
BLOOD IN STOOLS
RECTAL PAIN
GALLBLADDER DISEASE
HEMORRHOIDS
COLITIS

LT

WOMEN ONLY

AGE OF ONSET OF PERIODS
IRREGULAR PERIODS

HEAVY PERIODS

PAINFUL PERIODS

VAGINAL DISCHARGE/BURNING
COMPLICATIONS WITH PREGNANCY
ABNORMAL PAP SMEAR

SEXUALLY TRANSMITTED DISEASE

MEN ONLY

RASH, SORES ON PENIS OR DISCHARGE

DISCHARGE FROM PENIS
IMPOTENCE



Age:

Sex:M F

NAME: DOB: PHONE:
Patient Name: Date of Birth:
Last First Middle
Social Security #:
Address: HomeTeephone;
P.O. Box and Street Address
Work Telephone:
City State Zip

Marital Status (check one): AMinor ASingle AMarried A Divorced AWidowed A Separated

Driver'sLicense#: State I ssued: E-Mail address.
Patient/Parent’s Employer Name & Address:
Insured’ s Employer Name and Address:
Emer gency Contact I nformation:
Name of Emergency Contact: RdaiontoPdient:

Last First Middle
Address: HomeTelephone:

P.O. Box and Street Address
Work Telephone:
City State Zip

Responsible Party I nformation (for Minors):
Name of Responsible Party: Relationto Patient:

Last First Middle
Address: HomeTelephone:

P.O. Box and Street Address
Work T dephone
City State Zip

Social Security #: Driver'sLicense#: State I ssued:
Insurance I nformation:
Primary Insurance Co: Policy #:

Insured’s Name:

Secondary Insurance Co:

Insured’ s Name:

Tertiary Insurance Co:

Insured’s Name:

Effective Date:

Policy #:

Effective Date:

Policy #:

Effective Date:

| authorize the release of any medical information necessary to process my insurance claim and request payment of government benefits
either to myself or to the party who accepts assignment. | also authorize payment of medical benefits to physician/provider for services
rendered pursuant to filing insurance claim. | authorize representatives of Grayson Highlands Family Medicine to leave messages with
family members or messages on home answering machines concerning lab results and appointment reminders. | authorize the collection of
blood samples for testing for Hepatitis, HIVV and other bloodborne pathogens in the event of an accidental needle stick injury.

| agree that these provisions will remain in effect until | provide written revocation to Grayson Highlands Family Medicine.

(SEAL)

Patient or Parent’s Signature

Date



