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INITIAL EVALUATION
Name: _________________________________________  Nickname:__________________________________
Please describe the reason for your visit today:__________________________________________________
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

In the past, have you had any of the following:

□    Glaucoma

            □    Leg angioplasty
         □     Jaundice
    □     Artificial Joints                   □    Tonsils/Adenoids out           □    Vascular Surgery
         □     Pancreatitis 
    □     Blood Clots
□    Stroke/TIA

            □    Phlebitis

         □     Kidney Stone
    □     Skin Cancer
□    Seizures

            □    Valve disease (Mitral Valve Prolapse)                 □     Burns
                           □    Heart Attack 
            □    Tuberculosis

         □     Kidney Failure    □     Fractures
□    Heart Angioplasty
            □    Occupational Dust Exp.     □     Blood transfusion / When:_______________    

□    Congestive Heart Failure     □    Valley Fever 
         □     Hysterectomy/Ovaries out   □ Yes     □  No
□    Other ___________________________________________________________________________________
□    Other ___________________________________________________________________________________
Number of pregnancies/children:___________________

Bra Size (if seeing Dr. for breast concerns) __________
HOSPITALIZATIONS/SURGERIES:
Type of surgery/Illness




Hospital (Location)


       Year

___________________________________

________________________________    ________

___________________________________

________________________________    ________

___________________________________

________________________________    ________

___________________________________

________________________________    ________
MEDICATION HISTORY – See Separate Sheet
Ht: ___________
Wt: ___________
Have you had a mammogram? □ Yes     □  No


Have you had a colonoscopy? □ Yes     □  No
ALLERGIES -  
Please list all medication allergies:
_________________________________ Reaction: ______________________________

_________________________________ Reaction: ______________________________

_________________________________ Reaction: ______________________________

Are you allergic to:
     Latex __________ Tape __________ IV Contrast_____________
Page 2
Name:__________________________
Family History:  Check as appropriate

□
Breast Cancer  

□
Colon Cancer

□
Ovarian Cancer

□
Heart Disease 
(Hypertension, heart attack or stroke)
Social History:
Do you smoke?:    Y        N     If so, for how long?:__________  How much?___________ (Pks per day)

Alcohol:
      
Y  
N      If so, how many drinks per week?:_______________________________

Caffeine:           Y        
N      If so, how many drinks per day?:________________________________

Herbs:

Y       
N      If so, what kinds and how much?:_______________________________

Work/interests:_______________________________________________________________________

REVIEW OF SYSTEMS:   Do you currently have any of the following active problems:

1.
Constitutional:

□   Night sweats
       □   Fevers
     □  Weight loss        □  Good general health
2.
Eyes:


□   Vision problems 
□   Wears glasses
□   Cataracts
3.
ENT (ears, nose, throat):   □   Sore throat
□   Swollen lymph nodes
□  Hearing aids
4.
Neurological:

□  Weakness   

□  Nervousness       

□  Numbness

5.
Cardiovascular:

□  Hypertension    
□  Palpitations

□  Irregular heart beat




□  Chest pressure     
□  Chest tightness   
□  Circulation problems      




□  High Cholesterol
6.
Pulmonary:

□  Pneumonia     
□  Asthma    

□  Bronchitis    




□  Shortness of breath
□  Emphysema

□  Productive cough     

7.
Gastrointestinal:
□  Ulcers       

□  Gastritis      

□  Heartburn    

□  Colitis  




□  Hiatal hernia    
□  Hepatitis

□  Liver disease    




□  Gallbladder disease 
□  Vomit Blood

□  Blood in stool
8.
Genitourinary:

□  Difficulty urinating
□  Blood in urine
□  Burning on urination




□  Infections
9.
Endocrine:

□  Diabetes          
□  Thyroid Disease
□  Pituitary or adrenal disease
10.
Musculoskeletal:
□  Arthritis  

□  Swelling    

□  Osteoporosis 
11.
Hematological:

□  Bleeding tendencies      □  Easy bruising     
□  Low blood count    □   Fatigue    
12.
Psychological:

□  Depression      
□   Crying     

□  Sleeplessness

13.
Skin:


□  Melanoma

□   Scar


□  Non-healing lesions




□  Changing or suspicious moles / Where:________________________

14.
Infectious Disease
□  Herpes

□   Cold sores

□  HIV/AIDS
15.
Other:


_____________________________________________________________
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Name:__________________________


FOR DOCTOR’S USE ONLY:

RADIOLOGY AND LAB:  (WHEN AND WHERE)
PHYSICAL EXAMINATION:
Vital signs:    Temp________ Pulse _______BP______________    Resp ______  Ht_______ Wt________

HPI:
NOTES:
PLAN:
REVIEWED BY:  _______________________
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