
Salmon Bay Family Medicine
Initial History

Name Today's Date
Address: Phone: work ( )

3ip code home( )

Present Occupation 499
Marital status: (circle one) Single Manied Parhered Divorced Widowed

Please list all concems or questions you have about your health today

PAST MEDICAL HISTORY: List significantpast cperations, hospifalizations, illnesses or injuries

Year Problenq operation or injury Hospitalizations and or Physician

ALLERGIES: fue you allergic to any medications? YES NO
If yes, list medication(s) and reaction

List current medications (including nonprescription drugs)

Name of Medication Dose How manytimes per day Reason fortaking
I
2.
3.
4.
5.
6.

BODYSYSTEMS REVIEW /

How would you describe your health? GOOD/ FAIR / POOR

Do you tire easily to the point that limits your activity?... .. . . .. .. .
Flave you lost 10 pounds or more recently without trying...
llave you noticed any major changes in your skin or any abnormal hair loss?. . .
Do you have anyproblems with your eyes and ears (ctherthan glasses)?...
Do you wheeze or develop trouble breathing with activity?
Isthere a change in yourvoice or anyhoarseness?...

(Circle one)
Yes NO
Yes NO
Yes NO
Yes NO
Yes NO
Yes NO

PLEASE TURN OV[,R



Do you get chest pain or tightness with activity, stress, with cold temps or at night?... Yes
Do you have a history of anyheartproblems?.. ..-:.. -..... Yes
Do you have frequent cough that is chronic Q6 mo.)?...
Are your feet or ankles often swollen?..-,...,. Yes
Do you have problems with swallowing, stomach or abdominal pain?... Yes
Doyouhaveheartburnorulcers?.. .  . : . . . . . . . . . . . . . . . i  . . . . . . . . .  Yes
Have you noticed any rbcent charge in your bowel movements?,. . ... ... ... Yes
Doyouhaveanysexualproblemsyouwishtodiscuss?....:....... Yes
Do you have difrculty with frequent urination, especially at mght?... . .. .., .. .
Doyouhaveproblemsholdingand/orpassingurine?... . . . . . . . . . . . . . . . . . . .  . . . , . . . . . . . .  Yes
If a woman, do you do breast self exams?
If a 4an, do you do testicular self exams?.........
Do you have a problem with se{reie headaches?.
Do you have any breast lumps or discharge?
Do you have a problem with excessive bleeding or bruising? ............:.. Yes
Do you have leg cramps with or without activity? Yes
Do you have anyreasonto be concemed aboutHlV exposure?..
Is there any violence in your household? . . . .;. . .. Yes
Do you have any other syrnptoms you wantto discuss?... .........
Please List

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

IMMT]MZ\TIONS
When

Last Tetanus booster (dT) Hepatitis A vaccine
MMRvaccine (measles) Hepatitis B vaccine
Influenza nac,cine (Flu shot) Pneumococcal vaccine @neumovax).

FAMILYMALIH

Is your mofher living? Y / N
Is your frther living? Y / N

Age now or ather death?
Age now or athis death?

How many Brothers and or Sisters_______-___ do you have?

Illnesses in:
Mdher Father
Brother or Sisiters

\ilhen

Circle if any frmily member has had any ofthese, aqd whom?:
Tuberculosis Diabetes
Breast C.ancer Stroke(brain atack)

HeartAtack
Higb Blood Pressure.


