ANNANDALE WOMEN AND FAMILY CENTER
MEDICAL AND SOCIAL HISTORY

NAME: _________________________________________ DATE OF BIRTH:___________________ TODAY’S DATE:______________

PAST MEDICAL HISTORY (Please check all that apply)

(  ) Abnormal Mammogram
(  ) Cancer

(  ) Heart Disease

(  ) Mental Illness_________________
(  ) Abnormal Menstruation
(  ) Chronic Headache
(  ) Hernia


(  ) Prostrate Disease
(  ) Abnormal Pap smear
(  ) Circulation Problem
(  ) High Blood Pressure

(  ) Rheumatoid Arthritis
(  ) Abnormal T.B. skin test
(  ) Colon Polyp

(  ) High Cholesterol

(  ) Seizure or Epilepsy
(  ) Acid Reflux

(  ) Depression

(  ) Hemorrhoids


(  ) Sexually Transmitted Disease

(  ) Active Tuberculosis (T.B.)
(  ) Diabetes/High Sugar 
(  ) HIV or AIDS


(  ) Skin Disease
(  ) Allergies/Hay fever
(  ) Diverticulosis

(  ) Intravenous Drug Use

(  ) Stomach Ulcer
(  ) Anemia


(  ) Dialysis

(  ) Liver Disease or Hepatitis
(  ) Stroke
(  ) Asthma


(  ) Eating Disorder
(  ) Lung Disease


(  ) Thyroid Disease

(  ) Blood Product Transfusion
(  ) Gall Bladder Disease
(  ) Lupus


(  ) Other_______________________

PAST SURGICAL PROCEDURES:

PAST HOSPITALIZATIONS/ EMERGENCY ROOM VISITS (date/reason)

_______________________________

_________________________________________________________________
_______________________________

​​​​​​_________________________________________________________________

_______________________________

_________________________________________________________________
Allergies to any medications: (Please list):______________________________________________________________________

Allergic to: 
(  ) Latex
(  ) Iodine/ Dye

(  ) Metal
(  ) Food Allergies: _____________________________
List current medications and doses (including birth control or shots, nonprescription drugs, vitamins, supplements, ointments, creams, nasal sprays, inhalers and eye drops: __________________________
_________________________________________________________________________________________________________
SOCIAL HISTORY
Marital Status:__________________ Children:___________________ Occupation:_____________________________________

Smoking Status: (  ) Never smoked
(  ) Now smoking _________________cigarettes/packs per day/week



       (  ) Used to smoke
(  ) Chew Tobacco

Alcohol: Type:_____________________________ Amount:______________________ per day/week

Street drugs (including marijuana, cocaine, heroin and other mood altering drugs or pills) __________________________________

Caffeinated beverages (coffee, tea, soda, etc.) ______________ per day. Do you consistently wear seat belts? _____________

Do you live:
(  ) Alone
(  ) with spouse / significant other / family

(  ) with roommate(s) / friend

Sexual Orientation: (  ) Heterosexual
(  ) Homosexual
(  ) Bisexual

Guns in the home? ____________________ Exercise: type: ___________________________ how often: _______________________

Do you eat well? ___________________________ How do you feel about your weight? ____________________________

Are you an Organ Donor? __________________________________ Do you have a living will? ____________________________

Have you been exposed to chemicals, toxins, poisons, fumes, smoke or radioactive materials? _____________________

Have you experienced any of the following? 

(  ) Job difficulties
(  ) Sexual Attack
(  ) Marriage Difficulties
(  ) Sexual Difficulties
(  ) Sleep Difficulty 

Last eye exam: date: ________________ Last dental exam: date: _______________ Last physical exam: date:________________
FAMILY HISTORY (Please check all that apply)
(  ) Asthma


(  ) Depression

(  ) High Cholesterol
(  ) Prostate Cancer
(  ) Tuberculosis
(  ) Bleeding Disorder

(  ) Diabetes

(  ) Mental Illness
(  ) Skin Cancer

(  ) Other _______________
(  ) Breast Cancer

(  ) Heart Attack

(  ) Osteoporosis

(  ) Stroke


  _______________
(  ) Colon/ Rectal Cancer
(  ) High Blood Pressure
(  ) Ovarian Cancer
(  ) Thyroid Disease

  _______________











NEXT PAGE --------------------->
IMMUNIZATIONS (Check if you had the disease or received the vaccine and list the year.)

(  ) Diphtheria/ Tetanus _________


(  ) Pneumonia_________
(  ) Hepatitis A _________



(  ) Polio_________
(  ) Hepatitis B _________



(  ) Small Pox____________
(  ) Gardasil (HPV Vaccine) ________


(  ) T.B. Skin Test_________
(  ) Influenza






Result: Negative / Positive
(  ) Measles / Mumps/ German Measles_________

Treatment: ______________________
(  ) Meningitis _________



(  ) Zostavax _____________




CONTRACEPTIVE HISTORY
(  ) No intercourse yet

(  ) Age of first intercourse (vaginal / anal / oral) _______________

(  ) Number of partners within the last year: ____________________

(  ) Do you have pain / bleeding during intercourse? _____________

(  ) Are you or your partner using a birth control method? _________________ If yes, which? ____________________________

(  ) Which methods have you used in the past? __________________________

FEMALES ONLY

Menstruation: Age of onset: ______________ 



   (  ) regular
(  ) irregular

Flow: (  ) heavy
(  ) moderate
(  ) light

(  ) Pain / cramps during intercourse





Number of pregnancies:__________________


Date of last Pap smear: __________________

Number of live births:  ___________________



result: (  ) normal
(  ) abnormal

Number of abortions:   ___________________


Date of last mammogram: ________________________

Number of ectopic pregnancies: ___________



result: (  ) normal
(  ) abnormal

Number of miscarriages:  ___________


Do you practice monthly breast self-exams? __________

Age at first pregnancy:  _____________


Are you currently pregnant? ________________________

Are you currently breast-feeding? _________________

Any postmenopausal vaginal bleeding? ______________

MALES ONLY
Do you practice testicular self-exam?  _______________

Is there a history of impotence?   ___________________

Do you have urethral (penile) discharge?  ____________

Do you have urinary frequency? ____________________

Do you awaken at night to urinate? _________________

Do you regularly use condoms?  ____________________
Concerns / Comments: 

Patient signature: __________________________________________________
Date: ________________ 
I acknowledge this history is correct and complete.

Reviewed By: __________________________________________

Date: ____________________
