East Des Moines Family Care Clinic
Date:  _____/_____/_____

Birth Date
 ______/______/______ 



Sex: □ Female □ Male

Patient Name_________________________________________________

Address______________________________ City_________________ State___ Zip_______

Home Phone (___)________________  
Cell Phone (___) ___________________

▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬

Medications: Please List All Present Medications (Please use back of form for additional space)

	Name of Medication
	Dose and Frequency
	Reason You Take This Medication

	
	
	

	
	
	

	
	
	

	
	
	


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Allergies To Medications:  Please check any of the following medications that you are allergic to

□  Codeine

□  Iodine

□  Latex

□  Morphine

□  Novocain

□  Penicillin

□  Sulfa

□  Other  ____________________

____________________________

Medical History:  Please check conditions you have or have had in the past.

□  Alcoholism

□  Anemia

□  Anxiety

□  Arthritis

□  Asthma

□  Back Pain

□  Bleeding/Clotting Problems

□  Broken Bones

□  Cancer

□  Chronic Diarrhea/Constipation

□  Depression

□  Diabetes

□  Emphysema/COPD

□  Eye Problems

□  Gastrointestinal(GI) Bleeding

□  Gout

□  Headaches

□  Head Injury

□  Heart Attack

□  Heart Disease

□  Heart Murmur

□  Hepatitis

□  Hernia

□  High Blood Pressure

□  High Cholesterol

□  Kidney Problems

□  Liver Disease

□  Osteoporosis

□  Pneumonia

□  Prostate Problems

□  Seasonal Allergies

□  Seizures

□  Skin Problems

□  Sleep Apnea

□  Stomach Ulcers

□  Stroke/TIA

□  Thyroid Disorders

□  Tuberculosis

□  Other  ____________________

Surgery/Procedure History: Please check any surgeries/procedures that you have had.

□  Appendectomy

□  Back Surgery

□  Breast Surgery

□  Cataracts

□  Colonoscopy

□  Coronary (Heart) Bypass

□  Coronary (Heart) Cath

□  Ear Tubes

□  Endoscopy

□  Gallbladder

□  Hernia Repair

□  Hysterectomy

□  Joint/Bone Surgery

□  Pacemaker

□  Thyroid Surgery

□  Tonsillectomy

□  Anesthesia Complications

□  Other _____________________

Please check any problems that you currently have.

General

□  Unexplained weight gain/loss

□  Unexplained fever


□  Chills

□  Sweats

□  Excessive daytime sleepiness


□  Temperature intolerance

□  Feeling excessively tired

Head/Eyes/Ears

□  Eyesight problems
□  Eye drainage

□  Itchy eyes

□  Loss of hearing

□  Ear pain or pressure

□  Dental problems

□  Sore throat

□  Mouth sores

□  Swollen glands

□  Hoarseness

□  Runny nose

□  Stuffiness

□  Sneezing

□  Snoring

□  Nose bleeds

Heart and Lungs

□  Chest pain

□  Heart fluttering/palpitations

□  Passing out/fainting

□  Shortness of breath

□  Cough

□  Swelling of the legs

□  Pain in legs when walking

□  Need to sleep on > 1 pillow

□  Awaken at night short of breath


Urinary/Sexual
□  Nighttime urination

□  Frequent urination

□  Pain with urination

□  Difficulty starting stream

□  Urinary urgency

□  Leaking urine

□  Blood in urine

□  Urethral discharge

□  Sores on private areas (genitals)

□  Problems with sexual function

□  Pain with intercourse
Skin

□  Skin rash

□  Skin sores/change in skin

□  Excessive bruising or bleeding

□  Itching
Female Problems

□  Pain in lower abdomen

□  Changes or irregular menses

□  Excessive vaginal discharge

□  Bleeding after menopause

□  Hot flashes

□  Breast lump

□  Breast pain

□  Nipple discharge


Musculoskeletal
□  Bone pain

□  Muscle pain

□  Weakness

□  Joint pain

□  Back pain

□  Height loss greater than 1 inch

□  Broken bones

□  Falls

Neurologic

□  Frequent headaches

□  Dizziness

□  Lightheadedness

□  Numbness

□  Tingling

□  Seizures
Abdomen

□  Belly pain

□  Heartburn

□  Swallowing problems

□  Nausea

□  Vomiting

□  Diarrhea

□  Constipation

□  Bloody or black stools

□  Change in stools

□  Change in appetite

Mental Health

□  Depressed mood

□  Anxiety

□  Anger or irritability

□  Difficulty sleeping

□  Suicidal thoughts

□  Difficulty enjoying activities

Sexual History:
□  Yes     □   No   
Are you currently sexually active?



□  Yes     □   No   
If so, have you had more than one partner since your last exam?

□  Yes     □   No 
Have you ever had a sexually transmitted illness?



□  Yes     □   No 
Have you had more than five (5) sexual partners in your lifetime?



□  Yes     □   No 
Were you sexually active before age 16?

Woman Only:

When was your last pap smear?     __________ 
Ever had an abnormal pap smear
□  Yes     □   No


Do you do self breast exams?
    □  Yes     □   No
Last Mammogram
_________

How many pregnancies have you had?______________________ How many children?___________________
	Family Medical History
	Mom
	Dad
	Brother(s)
	Sister(s)
	Grandmother
	Grandfather
	Aunt(s)/Uncle(s)

	Arthritis
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Emphysema/COPD 
	
	
	
	
	
	
	

	Heart Attack < Age 55
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	

	Kidney Problems
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Sudden Death
	
	
	
	
	
	
	

	Thyroid Problems
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	

	If Deceased – Age 
	
	
	
	
	
	
	


Preventative History:

□  Yes     □   No   
Have you seen an eye doctor in the last year?

□  Yes     □   No   
Have you seen a dentist in the last year?

□  Yes     □   No   
Do you feel safe in your home?

□  Yes     □   No   
Have you ever been emotionally, physically or sexually abused?

□  Yes     □   No   
Have you felt “down”, sad or hopeless over the last 2 weeks?

□  Yes     □   No   
Have you had little interest or pleasure in doing things over the last 2 weeks?

□  Yes     □   No   
Do you exercise regularly?   



□  Yes     □   No   
Do you follow a special diet?


□  Yes     □   No   
Do you use any vitamins or herbal supplements?


□  Yes     □   No   
Do you wear your seatbelt?

□  Yes     □   No   
Do you floss your teeth?

□  Yes     □   No   
Do you use sunscreen?

□  Yes     □   No 
Do you currently have any advanced directives or a living will?

Have you had?


□ Colonoscopy
□ Bone Density Test

□ Cholesterol Screen

When was your last?

____Tetanus Shot
____Pneumonia Shot

____Flu Shot

Social History:

Marital Status:

□ Single
□ Married
□ Divorced
□ Separated
□ Widowed

Occupation:

__________________________________________________________

Living Situation:
□ Alone 
□ With Spouse/Significant Other

□ Assisted Living/Other


□  Yes     □   No
Current or Former Smoker/Tobacco Use

Type/Amount
____________

□  Yes     □   No   
Current or Former Alcohol Use


Type/Amount
____________

□  Yes     □   No
Current or Former Street Drug Use


Type/Amount
____________

□  Yes     □   No   
Do you currently drink caffeinated beverages?
Type/Amount
____________
