Health History

Ht: ’ " Weight Date of Birth

Last Physical Exam: Doctor: Clinic:

Reason for seeing Dr. Quardt:

Please indicate your Personal Health:

Medications: List ALL medications, prescriptions, non-prescriptions, vitamins,

recreations drugs you are currently taking.

Medication/Vitamins

Name of current Pharmacy:

MG

Past Medical History Conditions:

[] AIDS

[] Alcoholism

[ ] Anemia

[ ] Anorexia

[ ] Appendicitis
[] Arthritis

[ ] Asthma

[ ] Bleeding disorders
[ ] Blood Pressure
[ ] Breast Lump
[ ] Bronchitis

[ ] Bulimia

[ ] Ulcers

[ ] Cancer

[ ] Cataracts

[ ] Chem. Dependency
[] Chicken Pox

[ ] Diabetes

[ ] Emphysema

[ ] Epilepsy

[ ] Glaucoma

[ ] Goiter

[ ] Gonorrhea

[] Gout

[ ] Heart Disease

[ ] Vaginal Infections

[ ] Hepatitis

[ ] Hernia

[ ] Herpes

[] HIV Positive

[ ] Kidney Disease

[ ] Liver Disease

[ ] Lung Disease

[ ] Measles

[ ] Migraine Headaches
[ ] Miscarriage

[ ] Mononucleosis
[] Multiple Sclerosis
[ ] Venereal Disease

Location/City:

How Often (1x/day)

[ ] Mumps

[ ] Pacemaker

[ ] Polio

[ ] Prostate problems
[ ] Psychiatric Care
[ ] Rheumatic Fever
[ ] Scarlet Fever

[] Stroke

[ ] Thyroid Problems
[ ] Tonsillitis

[ ] Tuberculosis

[ ] Typhoid Fever
[] Other:

and



Health History

Current Symptoms you have or have had in the past year:

General

[] Chills

[ ] Depression
[ ] Dizziness

[ ] Fainting

[ ] Fever

[ ] Forgetfulness
[ ] Headache

[ ] Loss of Sleep

[] Loss of Weight

[ ] Nervousness
[ ] Numbness
[] Sweats

Muscle/Joint/Bone
Pain, weakness, numbness:
[] Arms [] Hips
[] Back [] Legs
[] Feet [] Neck
[ ] Hands [] Shoulders

Genito-Urinary

[ ] Blood in Urine

[ ] Frequent Urination

[ ] Lack of Bladder Control
[ ] Painful Urination

Gastrointestinal
[ ] Appetite Poor

[ ] Bloating

[ ] Bowel Changes

[ ] Constipation

[ ] Diarrhea

[ ] Excessive Hunger

[ ] Excessive Thirst

[] Gas
[ ] Hemorrhoids

[ ] Indigestion

[ ] Nausea

[ ] Rectal Bleeding
[ ] Stomach Pain
[ ] Vomiting

[ ] Vomiting Blood

Cardiovascular

[ ] Chest Pain

[ ] High Blood Pressure
[ ] Irregular Heart Beat
[ ] Poor Circulation

[ ] Rapid Heart Beat

[] Swelling of Ankles

[ ] Varicose Veins

Eye, Ear, Nose &
Throat

[ ] Bleeding Gums

[ ] Blurred Vision

[ ] Crossed Eyes

[ ] Difficulty Swallowing
[ ] Double Vision
[ ] Earache

[ ] Ear Discharge
[ ] Hay Fever

[ ] Hoarseness

[ ] Loss of Hearing
[ ] Nosebleeds

[ ] Persistent Cough
[ ] Ringing in Ears
[ ] Sinus Problems
[ ] Vision-Flashes

[ ] Vision-Halos

Skin

[ ] Bruise Easily

[ ] Hives

[ ] Itching

[ ] Change in Moles
[ ] Rash

[] Scars

[ ] Sore that won't heal

Men Only

[ ] Breast Lump

[ ] Erection Difficulties
[ ] Lump in Testicles

[ ] Penis Discharge

[ ] Sore on Penis

[ ] Other:

Women Only

[ ] Abnormal Pap Smear

[ ] Bleeding between Periods
[ ] Breast Lump

[ ] Extreme Menstrual Pain
[ ] Hot Flashes

[ ] Nipple Discharge

[ ] Painful Intercourse

[ ] Vaginal discharge

[ ] Other:

Dates of last:
Menstrual Period:

Pap Smear:

Mammogram:

Pregnancy History:
# of Children:

# of Pregnancies:

Complications: [ ] yes[] no

Are you currently:
Pregnant? [ | yes [ ] no
Nursing? [] yes [] no

Allergies:
[ ] Aspirin [ ] Codeine

[ ] Darvoset [ ] Drythromycin

[] Latex [ ] Lortab
[ ] Novacaine [ ] Penicillin
[ ] Percoset [] Sulfa

[ ] Vicodin  [] Other:

Habits:

Habit How much?

[ ] Caffeine
[] Alcohol
[ ] Tobacco

[ ] Drugs
[ ] Other

[] Former or Year Quit?



Health History

Hospitalizations: Family History:
Year Hospital Reason OQOutcome Relation Age State of Ageat Cause of Death
Health Death

Father
Mother
Sisters
Prior Surgeries: Brothers
Surgery Date Outcome
[ ] Appendectomy
[ ] Back or Neck
[ ] Cesarean
[] Cholecystectomy Breast Cancer History:
[] Hysterectomy Has anyone in your family had Breast Cancer?
[ ] Mastectomy [ ]Mother
[ ] Orthopedic [] Paternal Grandmother, Mom’s Mom
[] Tonsillectomy [ ] Maternal Grandmother, Dad’s Mom
[] Sister
[] Aunt
Previous Cosmetic Surgery:
Year Doctor Reason  Outcome InjurieS/Illness:
Injury/ Illness Date Outcome

Occupational Concerns:

[ ]Yes [ ]No Are you subject to excessive [ ]Stress
bleeding if cut? ] Hazardous Substances
[]Yes[ |No Have you ever had a blood []Heavy Lifting
transfusion? []Other

[ ]Yes[ |No Have you or anyone in your family
had an adverse reaction to anesthesia
or certain drugs?
Feel free to discuss anything further with Dr. Quardt & staff.

[ certify that the above information is correct to the best of my knowledge. I will not hold
Dr. Quardt or any members of her staff responsible for any errors or omissions that I may
have made in the completion of this form.

Patient Signature: Date:

Reviewed by: Date:




