
Please use additional sheets as needed to explain answers,

ARE YOU ALLERGIC TO. . . NO Y E S IF YES.  EXPLAIN:

l',4 e dr c at ron s
Env ronrnen la l  (mo lds .  dus l .  to rns)

Foods

HAVE YOU HAD SURGERY, , NO YES rF Yrs.  rxPLArN: I  oares
_______-l-

Any In- or Out-Patient Surgery
Ever Had a franslusron?
Any Hosprtalization?

DO YOU NOW HAVE OR HAVE YOU EVER HAD... YES OO YOU NOW HAVE OR HAVE YOU EVER HAD... YES

Any J Eye Disease Ll Eye Inlury Ll lmparred Sight k  . 1 . 6 , ,  I  n  c a r q o  I  q t .  n F <

Any I Ear D sease J Ear Inlury -l lmparred Hear ng Bladder D sease

Any Trouble with -l Nose -l Sinuses -l l \,4ourh J Throat B lood in  Ur ine

Fa in t rng  Spe l ls -l A bumrn -l Sugar J Pus I Etc in Urrne

Convuls ons Di f f  cu  ty  in  Ur ina t ron

Para ysrs Narrowed Urinary Stream

Dizz  ness Abnormal  Th  rs t
H a r . ] r . h a <  |  t r r a ^ '  i a n t  I  q o \ / o r a Prostate Troub e

En arged Glands -l Stornach Trouble J Ulcer

Thyro d: i-J Overact ve -l Underaclive -l Enlarged Indigestron

Enlarged Goiter ! Gas i Belching

Skin Disease Append ic i l i s

Coughr :l Frequent Ll Chronic I Liver Disease rl Gall Bladder Disease

J Chest Parn -l Angina Pector s J Col t is I Other Bowel Disease

Sp tting Up Blood ! Hernorrholds I Rectal Bleeding

Night Sweats Black Tarry Stools

Shortness of Breath -l Exertion :l At Niqhl I Constlpation -l Diarrhea

-l Pa p tatron J Fluttering Heart -l Paras les l l Worms

Swell ng of -J Hands -l Feet -] Ankles I Any Change in Appelite l- l Eat ng Hab ls

Vencose Verns I Any Change in Bowel Act on I Stocls

Extreme Ll Tiredness J Weakness Exp la ln

DO YOU... YES DO YOU... YES

Awaken Rested Like Your Work ( hours per day) -l Indoors -.1 Outdoors

Sleep Well Watch Te ev sion ( hours per day)

Average I Hours Sleep (per night) Flead ( hours per day)

Have Fegular Eowel N,4ovements Have a Vacatron ( weeks per year)

Sex ' Entirely Satislaciory Flecreation: Do you part cipate in sports or have hobb es

which grve you relaxation at least 3 hours a week?Expla n Your Exercise:

MENSTRUAL HISTORY
Aqe a t  Onse l Are Your Periods -l Heavy I Med urn -l Light ! tregular

Usual Dural on ol Period Days Do You Have -l Tension '-l Deoression Belore Period

L Y L e \ s l d  l  o , a r ' ,  D a Y S Do You Have -l Cramps U Pain with Period

Flrst Day of Last Period Do You Have Hot F ashes?

TOTAL PBEGNANCIES...
Ch ldren Born Al ve (ho!ry many ) Str l l  Born  (how many l\,4 scarnages (lro!^/ many

Cesarean Seclions (how many ) Prematures (how many ) Any Complicat ons?

ARE YOU OFTEN... YES AHE YOU OFTEN YES AFE YOU OFTEN... YES

Depressed Jumpy Jrttery

Anxrou s l r r  tab le ls Concentration Dli i icult?

SIGNATUF E DATE:


