Princeton Primary & Urgent Care Center, LLC

Medical History Date: |/

Name Age Bithdate __Jf 7
Address Sex: M ZF
Home phane
Wark phone
Decupation . Emergancy contact
. Fhone -
DO Singla O Married [ Divorced 0O Widowed D Separated
I mamied; tpSUge’s oame

Children's names and ages

Allergies to Medications, X-Ray Dyes, or Other Substances G nNoe 1 Yes
{it yes, please list name of medicine and type of reaction):

Past Medical History & Review of Systemns
Please circle it you have had problems with or are presently complaining of any of the follawing:

1. High Blood pressure 13, Bronghitis 2. Change in bowel habits 38. Arthritis

2. Diabetes 14, Pneumcnia 27. Unexplained weight 33. Low back problems

3. Cancer 15. Persistent cough gainiass 40, - Skin diseases

4, Hean disease i6. T.B. 28. Hemorrhoids 41, Blsod disordars

&, Chest painfchest, 17. Hay lever 28, Gall bladder disease 42. Venereal diseases
lighiness 18. Abdoménal discomiont 0. Cabitis 43. Anxiety

6. Shorness of breath 189, Indigesiion 1. Hepatitis oF jaundice £4. Oepression

7. Swallen ankies 20. Mausea J2. Thyrodd dizease d5. Anemia

& Palpitalcns 21. Vomiting 33, Head or neck radiation 46, Alcohol abuse

9 L o 22. Constipation 34, Headache 47, Drug abuse

10. Frequent urination 23, Diarrhea 35. Kidney diseases 48. Gout

11, Aheumatie fever 24, Blood in staol 36. Kidney stones 49,

12. Asthma 25. Ulcers 37, Difficuity urinating 50.

| Gynecalogic and Obstetric History

" Age at onset of perods: Frequency: : Length of period:
i Pregrancies: Birtha: Miscardages:

- Prolonged or abnormal bleeding: O Mo (J Yes {Please describej:

;LIIEIH-H?E of urine: . d No [J Yes (Please describe):

I Peivic pam: [ Noe O Yes (Piease describel

;Ahlwrr'ﬂ-al discharge: CiNe [I Yes (Please describel:

_Higtory of abnormal Pap smear: O Ne [J Yes (Type of treatment):




Please List and Supply the Dates of:
Operations:

Hospitalizations other than Ior Surgery.

irmmunezation history—have you had: Prneumovax immumzation? = No T Yes When?
Hepatitis 87 0 Ne [] Yes Wnen? . Flu immunization? O No O Yes When?
Other? O Ma O Yes When? Tetanus immunization? O He O Yes WhenT
When was your last:
Pap srvear? Breast exam? Stool check for blood?
Mammaogram? Chaolesterol check? Prastate exam?
Family History
Has any member of your family (including parents, grandparents, and siblings] ever had the following?
Approx. age
Nnes= Which family members? when diagnosed
Cancer (describe type)
Hypertension (high blood pressune)
Heart disoase .
Diabetes
Strokes :
Mental disease (arsdety, depression, e1c)
Dirug or alcohol addiction
Glaucoma
Bleeding diseases
Crther
Medications (Prescription, Over-the-Counter, Vitamins, Herbs, etc.)
Drug narme Dase Drug name Dose
Prevention
Do you smoke? 0 Mo O Yes I yes, how many packs per day?
Do you drink alcohalic beverages? o Mo [ Yes  If yes, how much per week?
Do you drink coffee? G Mo i Yes I yes, how many cups per day?
Do you drink lea? 0 WNo. O Yes Il yes, how many cups per day?

Have you ever worked with chemicals, paints.
asbestos, or other hazardous matenal? 0 Mo i Yes U yes, explain:

Do you have a <living will"? O No [ Yes
Do you have a donor card? O MNo O Yes




