HEALTH HISTORY

GENERAL
QChills
QDizziness
UFainting
QFever

QLoss of weight
QNumbness
OSweats

EYE, EAR, NOSE, THROAT
UBleeding Gums
UBlurred vision
QCrossed eyes
QDifficulty swallowing
ODouble vision
QEarache

QEar discharge
QHay fever
QHoarseness

Oboss of hearing
UNosebleeds
UPersistent cough
QRinging in ears
LSinus problems

CARDIOVASCULAR
OChest pain

QHigh blood pressure
Qlrregular heart beat
Qlow blood pressure
QPoor circulation
QRapid heart beat
QSwelling in ankles

Date of last physical ex

RESPIRATORY

OCough

UShortness of Breath

QODecrease in exercise
capacity

GASTROINTESTINAL
QAbdominal pain
QAppetite poor
UBloating

OBowel changes
OConstipation or diarrhea
QGas

QHeartburn or indigestion
QHemorrhoids

QONausea or vomiting

GENITO-URINARY
QBlood in urine
QFrequent urinating
QLack of bladder control
QPainful Urination

MUSCLE/JOINT/BONE

Pain, weakness, numbness in:

OArms QHips
UBack ULegs
OFeet ONeck
OHands OShoulders

SKIN

UBruise easily
OHives

QOltching

QOChange in moles
URash

QScars

OSore that won't heal

NEUROLOGICAL
UDizziness or
lightheadedness
OWeakness
OFainting
QSeizures

PSYCHIATRIC
QDepression
QHeadache

QlLoss of sleep
INervousness
OStress

O Trouble concentrating

ENDOCRINE
UDiabetes
QHypertension
OThyroid disease

HEMATOLOGICAL
OAnemia
QBleeding disorder

Birth date:
amination:

ALLERGIES
OAsthma
QHayfever or allergic rhinitis

WOMEN only

QAbnormal pap smear
UBleeding between periods
QBreast lump

QExtrerme menstrual pain
QHot flashes

QONipple discharge
QPainful intercourse
QVaginal discharge

Date of last menstrual period

Date of last pap smear

Have you had a
mammogram?

Are you pregnant?
Number of children

MEN only

OErection difficulties
QLump in testicles
QPenis discharge

Date of last prostate exam

QAIDS QBulimia QGlaucoma
QAlcoholism | dCancer UGoiter
OAnemia QCataracts QGonorrhea
QAnorexia OChemical UGout
QAppendicitis dependency UHeart disease
DArthritis QChicken pox DHepatitis
QAsthma UEmphysema QHernia
UBronchitis QEpilepsy UHerpes

QHIV positive OMumps QScarlet fever
QOKidney disease |UPacemaker QStroke
OLiver disease UPneumonia DOTonsilitis

OMeasles UPolio
UMigraines
OMiscarriage

QMononucleosis

QProstate problem
QOPsychiatric care
ARheumatic fever

QTuberculosis
QTyphoid fever
QUlcers
QVenereal disease

Please complete the back of this form also

CPS-006 (DMS 10/99)




A I RS Eol Kl D

Pharmacy Name:

Phone:

Age

State of Health Age at Death

Cause of Death

Father

Mother

Brothers

Sisters

PREGNANCY HISTORY:

SOCIAL HISTORY:

FAMILY HISTORY:

Caffeine

Tobacco

Alcohol

Other
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| certify that the above information is correct to the best of my knowledge. | will not hold my doctor or any members of hisfher
staff responsible for any errors or omissions that | may have made in the completion of this form.

Signature

Date

Physician Signature

Date Reviewed



