


Date:

SOCIAL HISTORY
Substance & Sexuality
Tobacco Use

Cigarettes [1 Never [ Quit: Date

[J Current: Smoker: packs/day # of yrs

Other tobacco: [1 Pipe [ Cigar [ Snuff [ Chew

Are you interested in quitting? I No [ Yes

Alcohol Use

Do you drink alcohol? [ No [ Yes: # drinks/week __

Drug Use

Do you use any recreational drugs? [LJ No  [J Yes
Have you ever used needle? LINo [JYes

L] Yes 1 Not currently

Birth control method [J None needed
Have you ever had any sexually transmitted diseases

(STDs)? 1 No 1 Yes

Sexual Active: I No

SPECIALTY HISTORY: For women: # pregnancies:

Name:

Other Concerns:
CAFFEINE intake: [J None [J Coffee/tea:___cups/day
(] Sodas: ____/day [ Chocolates: ____ oz/day

WEIGHT: Are you satisfied with your weight:

O Yes [ No
DIET: how do you rate your diet?
0 Good [ Fair O Poor

Do you take supplements?

Do you drink 4 Ig. Glasses of milk daily or take CALCIUM

supplements: L1 No [ Yes
EXERCISE: Do you exercise regularly?

O Yes [ No

What kind of exercise?

How long (minutes): How often?

If you do exercise, why?

# deliveries:___ # abortions: ___ # miscarriages:

1t day, most recent period: Age at 1¢t period: Frequency of periods: Length of each: __

Do you have any concerns about your periods: L1 No [ Yes:

Do you have any concerns about menopause: [1No [ Yes:

REVIEW OF SYMPTIONS: Please check (/) any current problems you have on the list below:

Constitutional Respiratory Neurological
__Fever/chills/sweat __ Cough/wheeze ___Headaches
___Unexplained weight loss/gain ___ Difficulty breathing ___Dizziness/light-headedness
___Change in energy/weakness Gastrointestinal ___Numbness

__ Excessive thirst or urination ___ Abdominal pain ___Memory loss

Eyes ___Blood in bowel movement __ Loss of coordination

___ Change in vision ___Nausea/vomiting/diarrhea Psychiatric
Ears/Nose/Throat/Mouth Genitourinary ___ Anxiety/stress

___ Difficulty hearing/ringing in ears ___Nighttime urination ___Problems with sleep

___ Problems with teeth/gums ___Leaking urine ___Depression

__Hay fever/allergies __Unusual vaginal bleeding Blood/Lymphatic
Cardiovascular Musculo-skeletal ___Unexplained lumps

___ Chest pain/discomfort ___Muscle/joint pain ___ Easy bruising/bleeding
__ Palpitations Skin Other

Chest (breast) ___Rash/mole change ___Problems with sexual function

___Breast lump/nipple discharge

Patient’s Signature:

Date:

Provider's Review:
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