                       ADULT HISTORY (by: Vero Versari)

Patient Name: ___________________________________________________________

Age:  _____   DOB:__________________

Gender:  _____

Date and Time of admission:  ______________________________________________

Source of history:  _______________________

Reliability:  _____________________________________________________________

CHIEF COMPLAINT AND DURATION

________________________________________________________________________________________________________________________________________________________________________________________________________________________

HISTORY OF PRESENT ILLNESS

Onset:  _________________________________________________________________

Duration:  _______________________________________________________________

Frequency:  ______________________________________________________________

Location:  _______________________________________________________________

Quality:  ________________________________________________________________

Severity:  _______________________________________________________________

Setting where it occurs:  ___________________________________________________

Aggravating/Alleviating factors:  _____________________________________________

Associated Sx:  ___________________________________________________________

Pertinent -’s:  ____________________________________________________________

Meds.:   ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAST HISTORY

General State of Health:  __________________________________________________

Childhood Illnesses:


Measles (sarampion):  _______


Mumps (parotitis):  _______


Chickenpox (varicela):  _______


Rheumatic Fever (fiebre reumatica):  _______


Polio:  _______


Other:  _______

Major Adult Illnesses:

Medical:  Diabetes _____ Hypertension _____ Hepatitis _____ Asthma _____ STD ___


     Other __________________________________________________________

Immunizations:

OPV:  _____ IPV: _____ dT:  _____ HIB:  _____ MMR:  _____ Hep B:  _____ Varicella:  _____ PPD:  _____ Other:  ________________________________________

Transfusions:

________________________________________________________________________

Accidents and Injuries:

________________________________________________________________________

Surgery:

________________________________________________________________________________________________________________________________________________

Hospitalizations:  (date, Dx, Hospital)

________________________________________________________________________________________________________________________________________________

Medications:

________________________________________________________________________________________________________________________________________________

Allergies:  ______________________________________________________________

Obstetric/Gynecological:

________________________________________________________________________________________________________________________________________________

Psychiatric History:

________________________________________________________________________________________________________________________________________________

FAMILY HISTORY

Age and Health of each immediate family member:

Parents:


Mother:  _________________________________________________________


Father:  __________________________________________________________

Siblings:

________________________________________________________________________________________________________________________________________________

Spouse:

________________________________________________________________________________________________________________________________________________

Children:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Occurrence within the family of any medical condition?

Obesity _____, Short stature _____, Thyroid Dz. _____, Cardiovascular Dz. _____, Diabetes _____, Hyperlipidemia _____, HBP _____, Seizure Disorder _____, Mental Retardation _____, Blindness _____, Deafness _____, Tuberculosis _____,

other? __________________________________________________________________

Family members with Sx like those of Pt.?

________________________________________________________________________________________________________________________________________________

Cause of death of parents and siblings?

________________________________________________________________________________________________________________________________________________

Are parents blood related?  ________________________

Comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PERSONAL AND SOCIAL HISTORY

Personal Status:

Birthplace:  _____________________________________________________________

Education:  _____________________________________________________________

Marital Status:  __________________________________________________________

General Life Satisfaction:  _________________________________________________

Hobbies/interests:  ________________________________________________________

Source of Stress:  ________________________________________________________

Habits:

Sleep patterns or problems:  ________________________________________________

Tobacco, coffee use:  _____________________________________________________

Alcohol, drugs, related subs. use:  ___________________________________________

Diet and nutrition:  _______________________________________________________

Occupation:  ____________________________________________________________

Sexual History:  _________________________________________________________

Environment:

How many yrs. have you lived at the present address?  ________________________

Type of Housing?  _______________________________

Owned or Rented?  ______________________________

Travel:  __________________________________________

Religion:  _________________________________________

Military Record:  __________________________________

Do you have medical insurance?  ___________________________________________

Do any of the following interfere with access to medical care?

Transportation:  _____

Monetary Problems:  _____

Inconvenient appointments:  _____

Do not like Drs.:  _____

Comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REVIEW OF SYSTEMS

General:


Usual weight:  ______ Any changes? _____ Weakness? _____ Fatigue _____

Skin, Hair, Nails:


Rash or eruption, itching, pigmentation, excessive sweating, abnormal nail or hair growth?  Other? _____________________________________________________

Head:


Headaches? __________ Hair loss?  _________ Head Trauma?  _________

Other?  ________________________________________________________________

Eyes:


Visual acuity ______ Any problems. such as blurring, diplopia, photophobia, pain, glaucoma, eye meds., trauma?

______________________________________________________________________

Ears:


Hearing _________, Tinnitus ___, Vertigo ___, Earaches ___, Infxn ___, Discharge ___, Other?  ___________________________________________________

Nose and Sinuses:


Frequent colds ___, Sense of smell ___, Obstruction ___, Discharge or Itch __

Epistaxis (nosebleed) ___, Postnasal Discharge ___, Sinus pain ___, Other?

________________________________________________________________________

Mouth and Throat:

Teeth:


Bleeding gums ___, Dentures ___, Last dental exam _________, Cavities ___, Pain ___, Dry mouth ___, Ulcers ___, Taste disturbances ___

Throat:


Infxn.:  __________


Frequent sore throats:  ____


Hoarseness:  __________

Neck:


Lumps, swollen? ___, Goiter? ___, Pain? ___, Stiffness? ___

Breasts:


Lumps? ___, Pain? ___, Any discharge? ___, do you do self examination, how often?  ______________________________

Respiratory:  Cough, sputum, hemoptisis, wheezing, asthma, bronchitis, emphysema, pneumonia, tuberculosis?  _________________________________________________

Cardiac:  Heart trouble, hypertension, heart murmurs, chest pain, palpitations, dyspnea, orthopnea, past EKGs?  ___________________________________________

GI:  Dysphagia, appetite, vomiting, constipation, diarrhea, ab. pain, etc.?  ________________________________________________________________________

Urinary:  Polyuria, hematuria, urgency, stones, flank or suprapubic pain, etc.?

________________________________________________________________________

Genital:


Males:  Hernias, discharge, testicular pain, STDs, etc. ___________________


Females:  Age of menarche _______ Periods (regularity, freq., duration, quantity) ________________________, Last menstrual period __________________,

# of pregnancies ______________, Any problems? ____________________________

Peripheral Vascular:  Leg cramps, varicose veins, past clots in veins?

________________________________________________________________________

Muskuloskeletal:  Muscle or joint pain, arthritis, backache?

________________________________________________________________________

Neurologic:  Fainting, blackouts, seizures, weakness, paralysis, tremors, etc.?

________________________________________________________________________

Hematologic:  Anemia, easy bruising or bleeding, past transfusions?

________________________________________________________________________

Endocrine:  Thyroid problems, heat or cold intolerance, diabetes, polyuria?

________________________________________________________________________

Psychiatric:  Nervousness, tension, mood changes, depression, memory, difficulty concentrating, suicidal thoughts, sleep disturbances, Other?

________________________________________________________________________

Comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

