
SELF ADMINISTERED HISTORY FORM

To help us get the most out of today's visit, please answer the following questions:

1. What is your reason for coming into the office today?
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

2. Please list any chronic illness that you have (i.e. Diabetes, Hypertension, Asthma, Heart Disease, Cancer)
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

3. Please list any major surgeries you have had.
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

4. Please list any chronic illness/disease in your family (i.e. Diabetes, Hypertension, Cancer, etc.) you feel may be important to
know for your health care.

______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

5. List any medications you are currently taking.
______________________________________________________________________________________________________________

6. List any medications or food allergies.
______________________________________________________________________________________________________________

7. Do you smoke?   Yes � No � Would you like a referral for smoking cessation help?   Yes � No �

8. Do you drink alcohol?   Yes � No �   How many drinks a day__________a week__________.
Have you used any illegal drugs such as Marijuana, Crystal, Heroin, Cocaine?  Yes � No �

9. Do you exercise regularly?   Yes � No � If yes, what type of exercise? __________________________________________
______________________________________________________________________________________________________________

10. If female: What type of birth control do you use? ________________________________________________________________
When was your last menstrual period? ________________________________________________________________
How many times have you been pregnant? ____________________________________________________________
Did your mother ever take Diethylstilbestrol (DES)?  Yes � No �
How many children do you have?____________ Ages?____________________________________________________
When was your last Papanicolau?______________________________________________________________________
When was your last Breast Exam?___________________________ Mammogram? ____________________________

11. If male: What type of birth control do you use? ________________________________________________________________
If you are over 50 when was your last Prostate Exam?____________________________________________________

12. Male or Female:   When were your last adult vaccines for:
Tetanus?____________ Influenza/Flu?____________ Pneumonia?____________
Last Cholesterol screening?____________ Tuberculosis/Skin Test____________
If you are over 50 when was your last Colon Cancer Screen? ________________________________________

Patient Signature______________________________________________________

Reviewed by Clinician__________________________________________________MD, RN, LVN, PA, NP, CNM (circle one) 

Date/Time_______________________________

MR022 (12/17)

PATIENT IDENTIFICATION (or affix patient label)

Patient Name: ________________________________________________

Medical Record #: ____________________________________________

Date of Birth: __________________________________________________

Telephone #:   Home_________________ Work ____________________

Provider Name:________________________________________________

Digicomp Lockup Info
Plate:  Black




HISTORIA MEDICA POR EL PACIENTE

Para ayudarnos a obtener el máximo provecho de la consulta de hoy, por favor conteste las siguientes preguntas: 

1. ¿Cual es la razón por la cual acudió a consulta hoy?
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

2. ¿Por favor haga una lista de las enfermedades crónicas que padece usted? (por ejemplo diabetes, asma, enfermedad del
corazón, cancer)?

______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

3. ¿Por favor haga una lista de todas las cirugías mayores que le han hecho?
______________________________________________________________________________________________________________

4. ¿Por favor indiquenos si alguno de sus parientes  tiene alguna enfermedad  crónica tal como diabetes, enfermedad
cardiaca, cancer etc.) que usted piense que sea importante saber para su cuidado de salud?

______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

5. ¿Indiquenos los medicamentos que esta usted tomando?
______________________________________________________________________________________________________________

6. ¿Indiquenos si tiene alergia a un medicamento o a alguna comida?
______________________________________________________________________________________________________________

7. Usted fuma?   Si � No �  Le gustaría una referencia para una clase para dejar de fumar?   Si � No �

8. ¿Usted toma cerveza o licor?   Si � No � Cuantas cervezas o licor toma por dia_________por semana_____________?
¿Usa usted drogas tales como Marihuana, Cristal, Heroína o Cocaína?  Si � No �

9. ¿Practica usted algún ejercicio?   Si � No �   Cual? ______________________________________________________________

10. Mujer: ¿Que método de anticonseptivo utiliza? ____________________________________________________________________
¿Cuando fue su ultimo período menstrual? ________________________________________________________________
¿Cuantas veces ha estado embarazada? __________________________________________________________________
¿Su mama alguna vez tomo Dietilestradiol (DES)?  Sí � No �
¿Cuantos niños tiene? ___________edades ________________________________________________________________
¿Cuando fue su ultimo Papanicolau? ______________________________________________________________________
¿Cuando fue su último exam de Mama____________ Mamograma?____________________________________________

11. Hombre: ¿Que tipo de anticonseptivo usa? ______________________________________________________________________
¿Si es mayor de 50 años cuando fue su ultimo examen del prostata? ______________________________________

12. Cuando fuero sus últimas vacunas para:
¿Tetanos?_____________¿Influenza/Gripe?_______________¿Pulmonía?__________________
Examen de colesterol_______________     PPD/Prueba de la Tuberculosis_______________
¿Si es mayor de 50 años cuando fue su ultimo examen de cancer del colon?__________________________________________

Firma del paciente ______________________________________________________

Reviewed by Clinician____________________________________________________ MD, RN, LVN, PA, NP, CNM (circle one) 

Date/Time_______________________________

MR022 (12/17)

PATIENT IDENTIFICATION (or affix patient label)

Patient Name: ________________________________________________

Medical Record #: ____________________________________________

Date of Birth: __________________________________________________

Telephone #:   Home_________________ Work ____________________

Provider Name:________________________________________________

Digicomp Lockup Info
Plate:  Black
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