PAGLI MEDICAL AND PROFESSIONAL COMMONS, 250 WEST LANCASTER AVENUE, SUITE 120, PACLL, PA 19301 = (610) 644-8069

PAOLI FAMILY MEDICINE

SPOUSE (NAME & BIRTHDATE)

CHILDREN {NAMES & BIRTHDATES)

TODAY'S DATE
LAST NAME FIRST NAME
S.8.% BIRTHDATE MARITAL STATUS
COMPLETE ADDRESS i
HOME PHONE # BUSINESS PHONE # NAME OF INSURANCE
OQCCUPATION
EDUCATION YEARS HIGH SCHOOL. _ YEARS COLLEGE/POST GHAD.
YOUR OWN IMPRESSION OF YOUR HEALTH: HAS ANY BLOOD RELATIVE EVER HAD (PLEASE CIRCLE RESPONSE)
WHO
ASIA .. oo NO  YES '
) _ AHOIGIBS . ovveeiininens . NO  YES
PROBLEMS OR QUESTIONS YOU WOULD LIKE TO DISCUSS: QUM e NO - YES
. ’ . Goul ..o NO YES
Kidney Disease............. . N0 YES
Arhritis ...l NO YES
Uloars .......ocvvvinnnnnn NO  YES
ace L O iy | Tuberculosis ... NO  YES
MOTHER Canceror Tumor............. NO  YES
FATHER Colitis .......ocovveenn... NO YES
SISTER OR BROTHER 1 . Diabetes Mellftus. .. .......... NG YES
- £y Heat Trouble ............... NG  YES
3 High Bloed Pressure........... NO YES
- Stroke ..................... NO  YES
4. Epilensy. ..ol NO  YES
5 Mental iness ............... NO  YES
HUSBAND OR WIFE Thyroid Disease ............. NO  YES
SON OR DAUGHTER 1 Any Other Familial Disease. . . .. N0 YES
‘ 2. Cig/AlcoholDrugs in Home. . . . . NO  YES
3 NOTE: This is a confidential record of your medical h:story and will be kept
4 in this offica. Information contained here will not be released to any person
5 except when you have authorized us to do so.

HAVE YOU EVER HAD: (ANSWER EVERY QUESTION BY CIRCLING RESPONSE)

Expaosure to Industrial Toxins

Radiation Treatments . ...........cvieiennn..

High Blood Pressure. . .....o....ovvieiiinn...
Rhaumalic Fever ............. ettt

..................................

Galbladder Disease ............ccoveviennn. NO YES
Hiatus Hernia . . .. ., e, NO YES
Gastric or DuodenalUlcers ., ................ NO YES
Bloodinthé Stool. .. .......................L NO YES
Calitis or Bowel Trouble. . .................... NO YES
Hemonhwids or Rectal ftching. ............... . NO YES
DiabetesMellitus . .......................... NO YES
Alburmin or Blood inthe Urine . ................ NO YES
ThyoidTrowble ...l NO YES
Prostate Trouble ..........oovevivenenenns. RO YES
Difficulty Starting Urinatiosr ................... NO YES
Ditficulty Controliing Your Urine. _.............. NCO YES
KidneyStones ............................. NO YES
Urinary Tract Infections . ..................... NO YES
Bleeding Problems. ......................... NO YES
Anemia...... ..o NO YES
Jaundice ... e ND YES
Hepatits or Liver D:sease ..................... NO YES
Epilepsy or SeUWeS ..o vivit i NO YES
SHOKB ..o e NO YES
SevergHeadaches ......................... NO YES
Meningtis. . ... NG YES

? MEANS UNSURE OF RESPONSE.

Nervous Breakdown .. ............ . .ivuuua.. NO YES
Concussion Or Head Injury. ................... NO YES
Neuritis or Neuralgia. . ....................... NO YES
Cancar ..., NO YES
Bone Disease . .........oieiiiiiiiieean NO YES
Bursitis or Tendonitis ....................o.Ls NO YES
Fracture or Disfocations .. ............o..oo0s NO YES
Arhritis ... e NO YES
Gout ..o e NO YES
Varicose Veins ...........ciiiviiinr i NO YES
Phlgbitis . ...t NO YES
Swellingofbegs..........oooee i nt, NO YES
CrampsinfegswithWalking .. ................ NO YES
Gonorthea or Syphilis. . .. ... ool NO YES
lowBackPain .............ooiiivnniinnn.. NO YES
Seiatiea. . ... e NO YES
DisC DISeaSE. .ot s NO YES
AnyDrugHabits ... NO-YES
Any OtherDisease ..........c...ovveennuns.. NO YES
Dienied Insurance because of Heatth , . .......... NO YES
Denied Employment because of Health . ......... NO YES

Refused Entry into Armed Forces because of Heatth NO' YES
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ARE YOU ALLEHGIC TO: (If Yes, fist reaction)

NO YES

HAVE YOU HAD THE FOLLOWING OPERATIONS?

T 17 TP Tonsillectamy or Adenoidectomy. . ... iiiiiai e NO YES
SR, ot e e e e " NO YES HerniaRepair--..--.--.,.---.-.-----; -------------- NOC YES
ASPIIT « e oo e e eee e P NO YES Appendectomy. ......... e NO YES
Any Other Drug._ ......... e e NO YES Any Other SUIGEIV. . .o vt e eia s cearannans . NO YES
AnyFood .. .o. s e NO YES TYPE YEAR
HAVE YOU BEEN HOSPITALIZED FOR ANY ILLNESS . .. NO YES TYPE YEAR
EXPLAIN: TYPE YEAR
HAVE YOU HAD X-RAYS OF. TYPE YEAR
Chest.......oooeneneenn NO YES  When HAVE YOU BEEN ADVISED TO HAVE SURGERY
SIOMACH. « o+ e e e NO YES When WHICHHASNOTRBEENDONE . ... .. .iiiiinen ~ NC YES
ColOn -+ oo .. NO YES When DOYOUSMOKE. .. ...t iiii it ia i NO YES
Gali Bladder. . .......en.o. NO YES When 1f So, How Much..
: HOW MUCH ALLCOHOL DO YOU DRINK
Other ... . .ovvivenerans NO YES - When o ‘
DO YOU HAVE DIFFICULTY CONTROLLING
HAVE YOU HAD NUCLEAR SCANSDONE. .. ........ .. NO YES YOUR ALCOMOLINTAKE -« ot irerrieaniennes NO YES
HAVE YOU HAD AN EKG ... NO YES When HOW MUCH COFEEE OR TEA DO YOU DRINK
HAVE YOU HAD BLOOD TESTDONE. . ......ooovvvt NO YES DO YOU HAVE ANY FOOD INTOLERANCES . .......... NOQ YES
If S0, Were Thers Any Abnormalities. .. .............. NO YES ARE YOU PHYSICALLY ACTIVE .. ... s NO YES
HAVE YOU HAD A RECENT TETANUS SHOT DOYOUSLEEPWELL .. ... et e NO YES
ARE YOU TAKING ANY MEDICATION. . . ...........ivs NO YES ARE YOU CONCERNED ABOUT SEXUAL PROBLEMS . .. NO YES
GIVE DETAILS; MULTIPLESEX PARTNERS. .- .. ... oo ae et NO YES-
UNPROTECTED SEX . - onvevsereeeceenninannrnnnns NO YES
HAVE YOU RECENTLY HAD:
Headaohes . . . cvoer e vnnevneneaanrrians NO YES | EarTrouble .. ....oooovininiiiiiiiiiraens NO YES | AbdominaiPain........voneriiaiiiiiaanans NO YES
Eye Problems . .. .vuvnnvneriirniaraaanenns NO YES | Allergies. .. ..oooenreiornicrvnnenranaaaanns NO YES | VomitingBlood .......oovvvniivninnnnenins NO YES
Change in APPBLIE . .. .. ..vvvveeneaerenerens NO YES | ASIME. .o\ vveeevveenrsennneniecnnnss NO YES | IAZHQESHON ..o eeenenenvnneameansennnnns NO YES
Tiredness or Weakness ........cooeeeeiinnans NO YES | PersistentCough.....ooviieeiciiian s NO YES | Change inBowel Habits................couees NO YES
Stanificant Weight Loss .........covveennn NO YES | Productive Cough ......oooirmninin it NO YES | Changein Character oi Stool.................. NO YES
Significant Weight Gain ...........i....ooo0. NO YES | SptingUpofBleod........oovvvn i NO YES | Bloodinthe Stool .......ovvvriiiinennnn NO YES
Might SWeals, . ... iaie e NO YES | Difficulty Swallowing ..............oens NO YES | BloodintheUrine .. .....oviiini i NO YES
Enfarged Glands............. PRI NO YES | Hoarseness ..... s NG YES | Difficulty with Urination ... ... oo .ooriiinnnan NO YES -
New Skin Growths . ...... e PR NO YES | Shoriness of BreathatNight .. ................ NO YES | Excessive Thitst . ........oovviiiiiniiinanns NO YES
Changeina Skin Growth ..............ovaiess NO YES | Shorness of Breathwith BExerfion.............. NO YES | SwellingoftheFest ........oovvri i os NO YES
Lightheadedness ............oooiinnninnnn NO YES | ChestPain......ooovvnniinnniisensis cv... NO YES | PainintheFeet.........covieeiiiriinniinnes NO YES
Fainting EpISOUes . ....ooveiirinineens NO YES | Palpitations .......ooeiii i NO YES | Problems at WorkorHome ......oevvnininn e NO YES
WOMEN ONLY
ARE YOU HAVING MENSTRUAL PERIODS . ........... NO YES DO YOU USE ANY FORM QOF BIRTHCONTROL.. ........ NO YES
If So. Ate They REQUIBT ... .-« ...veereeen s NO YES It So, What Do You Use?
If Not, Have You Had Vaginal Bleeding. . .. ... ... NO YES HAVE YOQ EVER USED BIRTH CONTROL PILLS. ....... NO YES
ARE YOU TAKING HORMONES ... .. .....oovivniaus NO YES
DO YOQUHAVEHEAVYPERIODS . .. ... cciviennns NO YES
' HOW MANY TIMES HAVE YOU BEEN PREGNANT
DATE OF LAST PELVIC EXAM
i HOW MANYLIVE BIRTHS
DATE OF LAST PAP SMEAR ANY COMPLICATIONS OF PREGNANCY .............. NO YES
HAVE YOU EVER HAD AN ABNORMAL PAP . ... ... NOC YES What
ANY DIFFICULTY WITH VAGINAL DISCHARGE. . ....... NO YES HAVE YOU HAD ANY LUMPS IN THEBREAST . ......... NO YES
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