University Health Services

Medical History Form
Date: Completed by:
Patient Name: Age: Birth Date: Sex: F M
Address: Phone #: (C) Marital Status:
S M D
(H)
Past History of Medical Illnesses:
Please mark “yes” or “no” if you have had a past history of the following:
High blood pressure yes  mno__  Diabetes yes  mno__ Arthritis yes  no__
Heart disease yes  mno__ Thyroiddisorder yes  no_ _ Headaches yes  no___
Lung trouble yes  mno__  Gout yes  mno__  Epilepsy yes  no__
Circulation problems yes  no__ Anemia yes  mno__  Strokes yes  no__
Eye problems yes  no__ Asthma yes  mno__ Allergic illnesses yes  no__
Cancer yes  mno__  Hepatitis yes  mno__ Ulcer yes  no__
Hiatal hernia yes  mno__  Kidney disease yes  mno__ Pelvic disease yes  no___
Skin disease yes_ no__ Prostate problems yes  no__  Bleeding/clotting disorders yes ~  no__
Infections yes  no__ HIV yes  no__TB yes  no__
Neurological disease yes_ no__  Other:
Please list all medication which you are currently taking, including over-the-counter and herbs.
Medication Dose How often? Reason for the Medication?
Please list any surgeries or serious injuries (e.g. auto accidents) and their dates:
Please list any hospital admissions, their reason (e.g. childbirth) and dates.
Social History: Living arrangement? Who lives with you?
Occupation? Education Completed?
Money situation? Ok Limited Primary language spoken at home?
Tobacco use? Yes No What type? How often? Packs per day Desire to quit?
Alcohol use? Yes No What type? How often? Amount?
Ilicit drug use? Yes No What type? How often?
Sexual history: Currently active Yes_ No _ # partners in the last year Preference Male  Female Both
Please list all immunizations that you have had.
Varicella Yes No Chicken Pox Yes  No MMR Yes No
Tetanus Yes No Last Booster Pneumonia vaccine? Once _ Twice __ Never
Meningitis Yes  No Influenza vaccine? Yes  No __ Yearly
When was your last TB skin test? Was it positive? __ or negative?
Hepatitis? Yes  No BCG?Yes  No
Have you been exposed to any environmental hazards? Yes No If yes, what and when?
Has your home been tested for radon? Yes ~ No  Any travel/living outside the USA?
Have you given directions for health care if you become unable to speak for yourself later? Yes No
**Do you have a living will? Yes No **Do you have a Durable Power of Attorney? Yes  No

**If you answered “Yes” to either question, JCAHO requires that you provide a copy for your medical record.



Please list any food or drug allergies:
Past History of Medical Illnesses:

Please mart “yes” or “no” if your parents, grandparents, brothers or sisters have had a past history of the following:

DM=diabetes Yes  No__ HD=heartdisease Yes  No  S=stroke Yes  No
HBP=high blood pressure ~ Yes _  No__  C=cancer Yes  No__ ALC=alcoholism Yes  No_
E=epiliepsy Yes ~ No__ TB=tuberculosis Yes__  No__  AR=arthritis Yes  No__
K=kidney disease Yes  No__ A=asthma Yes  No__ AN=anemia Yes  No
H=hemophilia Yes  No__ D=depression Yes  No  T=thyroid Yes  No

Please use the above codes (e.g. DM, HD, etc) to indicate who in the family has had a “history of” or
“cause of death” from any of these illnesses.

Relationship History of?  Age if living Deceased? At what age? Cause of death?
Example DM, HD, AR 88 y/o Ca

Mother

Father

Mother’s Mother
Mother’s Father
Father’s Mother
Father’s Father
Brother(s)
Sister(s)

Other relative

In general do you have any of the following problems?

fever yes  no__ ankles swell yes  no__ problems with balance yes  no__
weight loss yes  no_ wheezing yes  no_ joint pain yes  no_
fatigue yes_ no__ stomach pain yes_ no__ weakness: all over yes_ no__
appetite change  yes_ no__ nausea yes  no__ one side yes  no__
weakness yes_ no__ vomiting yes_ no__ muscle pain yes_ no__
falling yes_ no__ diarrhea yes_ no__ back pain yes_ no__
night sweats yes_ no__ constipation yes_ no__ stiffness yes_ no__
change in vision ~ yes_ no__ change bowel habit yes_ no__ painful feet yes_ no__
eye pain yes_ no__ heartburn yes_ no__ changing mole yes_ no__
ring in ears yes_ no__ black stools yes_ no__ bruise easily yes_ no__
dizziness yes_ no__ frequent urinalysis yes_ no__ sweat excessively yes_ no__
hoarseness yes_ no__ urgent need to urinate yes_ no__ develop hives yes_ no__
sore throat yes_ no__ blood in urine yes_ no__ nervousness yes_ no__
sinus trouble yes_ no__ get up at night to urinate yes_ no__ depression yes_ no__
nose bleeds yes  no__ difficulty starting urination yes_ no__ trouble sleeping yes  no__
bleeding gums yes  no__ weak stream yes  no__ memory problems yes  no__
dental problems  yes no lose urine accidentally yes_ no__ excessive worrying yes_ no__
trouble swallowing yes  no_ lose stool accidentally yes_ no__ thoughts of suicide yes_ no__
cough yes  no__ loss of sex drive yes  no__ increased thirst/hunger yes  no__
coughing up blood yes no headaches yes_ no__ heat/cold intolerance yes_ no__
chest pain yes_ no__ seizures yes_ no__ swollen glands yes_ no__
shortness of breath yes no fainting yes_ no__ casy or free bleeding yes_ no__
numbness yes_ no__ poor exercise tolerance yes_ no__ allergy symptoms yes_ no__
tremor yes_ no_ heart skips/extra beats yes  no major life changes yes  no

(move, new job, marriage)
Any other health problems? yes no

WOMEN: Breast lump or discharge yes_ no__
Vaginal discharge or dryness yes  no__
Hot flashes yes_ no
Irregular menstrual periods yes_ no__
PMS yes  no_

MEN: Lump in testicles yes  no_
Discharge from penis yes  no_
Difficulty with erections yes  no_
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