Underwood-Memorial Hospital’s Family Medicine Center

Woodbury, NJ 08096
MEDICAL HISTORY

Patient’s Name: Date:

Birthdate:
Past Medical History
Have you ever been diagnosed with/have
you ever had any of the following:

Date Date

o High Blood Pressure o Low Back Problems
o Diabetes o Skin Diseases
o Cancer (type?) o Blood Disorders
o Heart Disease 0 Anemia
o Heart Attack o Sexually Transmitted Diseases
o Irregular Heart Rhythm O Anxiety
o Stress Test/Cardiac Catheterization o Depression
o Rheumatic Fever o Alcohol Abuse
m] Asthma. ; o Drug Abuse
o Bronchitis o Osteoporosis
o Pneumonia o Stroke
o TB o Scarlet Fever
o Seizure Disorder o Measles
o Loss of Consciousness/Head Trauma o Mumps
o Eating Disorder o Rubella
o Stomach/Duodenal Ulcers o Chicken Pox
o Gall Bladder Disease o Poliomyelitis -
w Cohtls“ ) o Diphtheria
o Hepatitis or Jaundice o Tetanus
0 Hemorrhoids o Peripheral Vascular Disease
o Thyroid Disease i, o Prostatic Disease
o Head or Neck Radiation o Migraine Headache
o K}dney Disease o COPD/Emphysema
o Kldne.}f Stones o Cataracts/Glaucoma
o Arthritis o Other
o

Gout

Gynecologic and Obstetric History

Age at Onset of Periods
Frequency

Length of Period

Flow (Light, Moderate, Heavy)
Pregnancies

Births

Miscarriages

Any chance of being pregnant now?
Planning pregnancy soon?

Are you nursing now?

Prolonged or abnormal bleeding?
(if yes, please describe):
Leakage of urine?

(if yes, please describe):
Pelvic pain?

(if yes, please describe):
Abnormal discharge?
(if yes, please describe):
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Underwood-Memorial Hospital’s Family Medicine Center
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Past Surgical History

Operations (with dates):

Hospitalizations Other than for
Surgery

Other Physicians Currently Treating You

Who, Where, Phone number, for What?

Allergies to medications, x-ray, dyes or
other substances o Yes 0O No

If yes, please list name of medicine and
type of reaction:

Current Medications (Prescription, Vitamins,
Herbs, Over-the-Counter, etc.)
Drug Name Dose (# times per day)

For What? Prescribed by Whom?

Family History
Has any member of your family (including parents,
grandparents and siblings) ever had any of the
following:

o Cancer (describe type)
Hypertension (high blood pressure)

Which family members?

Heart Disease

Diabetes

Strokes

Mental Disease (Anxiety, Depression, etc.)
Drug or Alcohol Addiction

Glaucoma

Bleeding Diseases

Seizure Disorder

Skin Problems

Other:

EYSCEVE 83 0E D B oo

Prevention/Social History

Your Marital Status:

Family members living in your home
(Names/Relationship):

Have you ever worked with chemicals, paints,
asbestos or hazardous material?
(if yes, explain):
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Underwood-Memorial Hospital’s Family Medicine Center
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Family members not living in your home
(Names/Relationship):

Your diet?

Do you smoke (ever smoked)?

(if yes, how many packs per day)?

(if yes, for how many years)?

(if yes, are you interested in quitting)?
(if yes, have you ever tried to quit)?

Do you drink alcoholic beverages?

(if yes, what kind, how much per week, for how many
years)?

(if yes, are you interested in quitting)?

(if yes, have you ever tried to quit)?
Do you drink coffee/tea?

(if yes, how many cups per day)?

Do you use/ever used drugs? (marijuana, cocaine, crack,
IV drugs, etc.)?

When was your last:

Pap Smear Ever Abnormal?
Breast Exam Ever Abnormal?
Mammogram Ever Abnormal?
Cholesterol Check Ever Abnormal?
Stool Check Ever Abnormal?
Prostate Exam Ever Abnormal?

Your recreation/hobbies:

Do you always wear a seatbelt?
Do you always wear a bike helmet?
Do you exercise regularly?
(if yes, type, duration and # of times per
week):
Is there a gun in your home?
Sexual partners (current and/or past):

o Male Only o0 Female Only 0 Both
Are you sexually active now?
(if yes, method of contraception):
Have you ever been engaged in any
activity which has put you are risk of getting
AIDS?
Are you in a relationship which you have been
physically hurt (slapped, kicked, punched,
bruised)?
Do you ever feel afraid of being hurt
by someone?
Do you have a living will?
Do you have an organ donor card?

Immunization History

Have you had any of these immunizations?

Hepatitis B o Yes o No o Not Sure When?
Tetanus 0 Yes 0o No o Not Sure When?
Chicken Pox o Yes o No o Not Sure When?
Lymerix o Yes o No o Not Sure When?
Pneumovax o Yes oNo o Not Sure When?
Flu o Yes o No o Not Sure When?
Other

This information is for use by your physician as part of your confidential medical record.

Patient’s Signature

Physician’s Signature
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