INTERNAL MEDICINE WEST INTERVAL HEALTH QUESTIONNAIRE - FEMALE

Name : Todays Date
Address Date of Birth
Marital Status M-S-D-W

,CQRRENT CONDITIONS
CURRENT MEDICAL PROBLEMS, CHIEF COMPLAINTS AND PRESENT ILLNESSES

Please list the medicaf problems for which you came to see the doctor. About when did they begin?
Eroblem Date Began

For additional patient explanation or details about current medical problems use additional sheet of paper
And atftach to this form,

Doctors Notes on present illness:

CURRENT MEDICATIONS }
{Please list all medications you are now taking, including thoss you by without a doctor's prescription.
Such as aspirin, cold tablets or vitamin supplements. List name, dosage, and times per day.

1. 4. 7.
2. 5. 8.
3 6 9.

CURRENT ALLERGIES, SENSITIVITIES AND INTOLERANCES
List anything that you ase allergic to, such as certain foods, medications, dust, chemicals, soaps, houssehold items, pollens,
bee stings, etc. And indicate how each affects you . Use extra page if more space is needed and attach to this form.

leraic Yo: Effact: . Aliergic To: Effect:
1. : 3.
2 4,

RECENT TRAVEL AND IMMUNIZATIONS
[Have you traveled out of the country in the last 2 years?

Write the dates for the shots you have had:

JNO _ XYES traveledin. ... o

Measles, Mumps Polio Flu

Typhoid Yellow Fever Cholera Pneumococcus

Tetanus .

Have you had a tubarculin (TB) skin tast? NO YES Date of iast TB skin test.
Resulis: POS. NEG. BCG

OTHER MEDICAL CARE |

if you are being treated for any other ilinesses or medical problems by another physician or physical or mental health practioner, please
describe the problams and write the pame of the caregivar and faciiity name along with their city. Use axtra page if more space is needed.

il r M J 1 Physician or Medical Facility City




MNover Dccas, Freq,
1. HEAD AND NECK
Experience headaches
Experience neck pain
. MOUTH
Has teeth problem
IGum, jaw or mouth problem
Tongue or taste sense probi
3. EYES - TROUBLE YES NO
'zars eyeglasses YES NO
ears contacts YES NO
[Viston changed in last year YES NO
Eyo presaurs (Tonometry) YES NO
Dauble Vision
Blurred vislon
atery [ ltchy eyes
Seas halos
EARS- TROUBLE YES _ NO
Hoaring problem
ax in ears
[Discharge from ears
Loses balance
Dizzy / motion slch
NO
NO.
NO
RO,
Rapid or irreg, Heartheat
Dirzinezs/Fainting
Pain in legs while walking
[Electrocardiogram  YES_ NO,_ .. DATE
Physically handicapped/limited YES,_____ NO

B MUSCULOSKELETAL

Shoulder pain

Savers back paln

MusclelJeint prob, Wiexercise
Joint probiems not dus to sxarcise
9. DIGESTIVE

Stomach trouble

Stomach naussated

Stomach pains

Buips aftar eating

Heartbum

Troubls swallowing food

Vomiting blood

Bawel problam

Bowsis constipated

Diarrhoa
Palnful bowsl m

Heysr  Oocas.  Freq,

Bloady howel rv t

Durk bows! movements
Stool test for blood
Sigmaidoscopy

10, URINARY

Widnay or badder problem
Hard to start urine fiow
PRI uninaton
Frequency while swake
Fraquency whils astesp
Urine dark color, or bloody
Loss urine: strain, Isugh cough,
sneeze.....

Loss urine: aleep
Urinalysis YES

83

5 3

DATE

11, MENSTRUATION
Age menatruation started
Dats fast start of uation

Leigth of Tast perlad

Lo e A Syl

reguiarpoariods ____yes __no ____pads of ___ tampons

Number of pads or tampons used on heaviest day

Occasionally, Frequently

Menstrual preblem
Pramenstrusl tansion
Heavy menstrual blesding
Painfui menstruation
Blesds batween pariads
Tender breasts

Discharge from nipples
Monthly broas exanvnation
Had mammogram

Breast fod bables

Yes
Yos
Yeos

Yes

Vaginal discharge, burning or itching  Yes __ No___

Dato of last Pap Smaar

Has question about V.D.

Has hot flashés

12. Skin Problems

Dey skin /rittle fingemalis
Brulze easlly / cuts hard to hea)
Mole Changs

iHerpes simplex

Yos
Yes

Yeos

Yec

Yos




L i e g g WY WU TILGS.
Faintness/Weakness Yos No ___
Num‘bnus?Panlys!s Yes No __
Counvulsions Yos No_
Tremors Yeos No Briof description of your cumrent Hiving conditions: L
Coordination Problems Yos No _ — .
YOUR PAST HISTORY OF MEDICAL PROBLEMS, IL_LN!E§§§§, INJURIES, J§QB§§B{§§ AND HOSPITALIZATIONS
Please markM&ln(leyofﬂueful[owilng Hinesses and madical probliems you have or have had and indicate the youar whan sach started. ¥ you are
I““ cartaln when an {liness started, write down an approximate yesr.
ILLNESS 03 Year ILLNESS 0 Year liness {x}  Year
Eyo or sye ld infoct) —_ Stomachiducdenal ulcer Anemla e
Glaucoma - Diverticutosls — Blesding tendancy e et
Cataracts — Colitis e Blood transfusion e
Other aye problems — Other bows! problem e Diabetes ’ —
Ear trouble —_— Hepatitis e Endocrine glandulartroubls 0
Deafnass — Liver trouble e e Moantes/Rubacila [,
LThyrold trouble R Gallpladder troubls - German moasies/Runbeiia
Strap throat R Hemla —_— Polio o
Bronchits [, Hemorholds — e Mumps —_
vEmphmma e Kidney or biadder disoase ___ ____ Soardet fever -
[Prsuvmonia e Prostate problem —— Chlcken pox —
Allergies- e Meontal problems e Mononucieosis —
Asthma e — Neorvous breakdown — s Malaria -
Tuberculosis e ——— Headaches —_— Other tropicat diseases e
Other lung probtems = = Head injury — Vanarsal dissxse [
High blcod pressure Stroke — Genital harpes P
[Hoart attack et Comvuisions, selzures  _ ADS e
Arterfosclorosis Arthritis e Qther e e
jlhardeningofthe anteries ) Eczema e oxplain on sxtra page and attach
Heart mummur — Peoriasis — —
Other heart condition = =~ Gout —
High cholesterol e Cancer or tumor ——
PLEABE LIST ALL THE TIME YOU HAVE BEEN HOSPITALIZED, OPERATED ON, OR SERICUSLY INJURED I
YEAR ORERATICN, RANESS OR INJURY HOSPITAL AND GITY.
RECENT DIAGNOSTIC TESTS }
When yas your tast chest x-ray? Date Reguit
iwhen did vou last have any Lab tests? Date Tupe Rzoult Typs Result
YOUR FAMILY'S HEALTH HISTORY | ILLNESS EAMILY MEMBER
[Piease give tha following information about your immediate family: Cancer
Relstlonship Age, if living Age at Death .Stato of Health or Cause of Death Diabetes
Fathar AsthmsEmphysema/Bronchits [
Mother Migralne Headaches ———
Brothers S Tuberculosis N
Cystic Fibrosls -
Sisters Blood Diseass P
iSpouse — Glaucoma -
Chiidran Epilpsy I
Rheumatold Arthritis
Gout
Have any blood relatives had any of the foil g iir ? If 80, Indi relationship, Peptic uicer
FAMILY MEMBER ILNESS - FAMILY MEMBER Gallbladder disease
High blood pr Dep I Coliisflen bowel
Heart disense : Alcoholi Mental Problems
. Stroke Suicide Multiple Scierosis



Have you recently had any changes in your: if yes, please explain.

Maritial status? No_ Yes __

Job or work? No __ Yes __

Residence? No____ Yes_

Financial Status? No____ Yas__

Are you having any legal problems ’
“lor trouble with the faw? No___ Yes___

DO YOU: Never Occasonionally  Frequently PO YOU FEEL: INevar Occasionally Fraquently
Fael nervous? ) P S o Occupalonaily satisfied? R —_— N
|Feel depressad? - . _ Financtalty satisflad? - J— —_
Find It hard Saxuatly satisfled? I N ——
to make decisions? _ _ _ Recroationally satisfisd? _— — —_—
Tire pasily? —_— — _ Your ifs is too crowded

Losa you tempar? — R - or tos overcommitied? —_— — —
Wony a lot? - _ _ Hurried or pushed for time? —_ —_— P
Have troubls relaxing? — — . A vagiue sence of anger? — — ———
Having any sexcuai problems? —_ — _ {Relaxed and contented? —_ - _—
Ever foel like Anxlous or frightened? —_— — —_—

commmitting  suiclde? — - I Do you want to taik to tha

iFuF borad with your life? — - doctor about a personal mattet?  Yas i No

How {3 your ovarall health now?......cccccvevmeeen.. R .Poar Fair Good Excellont

How has it hean most of your 87 i icrcroncreannne Poor Fal

r Good Excallant
in the past year: Has your appetite changed?..... Decreaged Incrsased Staysd the same
Has your weight changed? ........... «Lost 1bs. Galned Ibs, Stayed the same

Are you thirsty much of the tme? Yas No
Has your overall “PEP" changed? D d Increased Stayed the same

Hava you had a fever that lastzd mors than ono day?....... Y23 Me _
Have you had chills or sweat st aight? ... S, Yes No
Have you had any lumps In your neck, srmpits or groin?.Yes _____ No____

Do you usuaily have trouble sleeping?......cccveeveeeYos ___ No
How much do you exercise? ......... wditflecrnone  Lessthantineed _ Allineed
_{How much coffee of tea do vou usually drink?, CUPS OF GOTOR OFRBA DAL B, | . oo oo e oo oo e e e e o e s e e

Do-you ke? ... e s annn JYes . No____ HWyes, howmany years?
How many each day?.... - clgarottes __ Clgars ____ Pipesfull

Do you drink alcoholic bevarag Yes ___No_ | drink _{type and amount par day)
VE YOU EVER: I

Had a problem with alcohol?... ... PSR w¥os 0 Mo Usad marfuana?. ... Yes __ No_____

Had a problem with drugs?............cvecriivviienne Y05 No___ tised "hard drugs™........ SO v YOS No_

OCCUPATIONAL/ENVIRONMENTAL 1

Have you ever worked or spent ime:

On a farm? Yes__ No____ With or near toxic chemicals? Yas____ No__

in a mine? Yes __ No_ With or near radioactive materials? Yes ____ No_

in alaundry or mill? Yes ____ No____ With or near asbastos? Yes_____ No____

In a very dusty place? Yes ____ No Near toud machinery? Yes __ No___

Do you regulariy woar seatbelts? Yos No

CURRENT NUTRITION AND DIET l ) 5. Do you usualiy eat broaidast? Yes ____ No
6. Do you snack? Yes_ No__ |

1.How many meals to you eat each day?

2. Do you diet fraquently and / or ara you now dieting? Yes Ro 7. Do you eat a balanced diet?Yes  ___No___

3, Do you consider yourself: Undarweight Overwelght Just right
4 Do you add salt to your food at the table? Almost always Sometimes Rarely

Llst any food suppl 1ts or vi 1% you take regquiarly.




