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AMERICAN PRIMARY CARE INC
Date o Birth

Name

Sex: Male [ | Female

PAST MEDICAL HISTORY

List any chranic or recurrent health problems currently under tretment:

List any hosptalizations for operations:

Have you ever had: (Circle comect answers)

Yes/No Prablems with eyes Yes/No  Stomach Problems Yes/No  Nervous Disorder, Depression
Yes/No Prablems with ears Yes/No  Liver Disease Yes/No  Arthritis

Yos/No Asthma Yes/No  Diabetes Yes/No  Anemia

Yes/No Heart Disease Yes/No  Kidney Problems Yes/No  Thyroid Problem

Yes/No High Biood Pressure Yes/No  Cancer Yes/No  Seizures

Have you ever had an alfergic reaction or a bad reaction to a preseription or over the counter medication, vacsination, food or dye?

Yes [] No [ ] Ifyes, towhat?

Do any of your relatives have?

Yes/No Cancer Yes /No Seizures Yes ! No Thyroid Problems

Yes/No Heart Attack Yes/No  Mental liiness Yes/No  Arthritis

Yes/No High Blood Pressure Yes /No Migraine Headaches Yes / No betes (sugar)

Yes/No AsthmalLung Disease Yes/No  Strake
i
Do you uee seatbelts? | ] Aways [ ] Usually [ | Sometimes [ ] Never

$moke [ No []Yes Packsperday? Alcohol {1No [ ]Yes Howmuch?
Caffeine [ 1No [ ] Yes Howmuch? Any recreational drug or substance use [ ] No { | Yes
Exercise [ ] >3fimestweek | ] 12tmeswweek [ ] Rarely  Whatkind?

1Last Tetanus Shot:
e
Last Pap Smear? Any Abnormal Pap Smears? [ ] Yes [ ] No

# of Pregnancies. Miscarriages or abortions? Children's ages

Do you use birth Gantror? [INo []Yes Watking?

Do you xamine your besasts? No [ ] Yos How often?

Ed
Have you had a mammogram? [ {No [ ] Yes  When?
Menopause (change of ife)? [ ] No [ ] Yes  When?
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