START CENTER FOR CANCER CARE
Doctor you are seeing (circle one)    Ardow Ameduri,   Joaquin Mira,   Keith Eyre,   Sylvia Zubyk
PATIENT HISTORY FORM

Patient Name: _____________________


Date: ___________________

Date of Birth_______________________

Referring Doctor:_______________________________________________________________________

Reason for this visit: _____________________________________________________________________

Tell us about yourself: Single  __________Married (how long) ________ Divorced (how long)_________

Widowed (how long)________    Domestic partnership_______________

Children? ______________   Are they healthy?______________________

Employment:

Status: full-time_______ part-time _______retired _______ disabled ________ home maker ____________

Occupation (type of work, jobs): ____________________________________________________________

Habits:   Do you smoke?  No_________ Yes________ If yes, how many packs per day? _______________
                                                                                          If you have quit, how long ago?  _______________

                Do you use alcohol? No ______ Yes_______ If yes, how often do you drink? ________________








      If you have quit, how long ago? ________________





            Do family or friends worry about your alcohol intake? _____________

               Have you had problems with drug use?  _______________________________________________

Past Medical History: 

Please list other diseases from which you currently suffer (heart, lung, etc):

Please list other medical condition from which you have suffered in the past: 

Please list any surgeries (operations), reason for the surgery, and date of surgery:

	History of Present illness:

Any pain? Yes_______ No _______       If yes, how severe?  Mild (1-3)_______ 
Moderate (4-6) Severe (7-10) ________ Comments _____________________________________
Review of systems: Have you had.....
                 

 Constitutional
Any recent weight change?   Yes______ No_____
Fatigue> 6 months?                Yes_____  No_____
                  

Respiratory
Chronic/frequent cough?       Yes_____  No_____
Shortness of breath?               Yes_____  No____
                  

Cardiovascular
Chest pain?                              Yes_____ No_____
Palpitations/Irregular heartbeat? 

                                                  Yes_____ No_____
Cannot climb 2 flight of stairsYes_____ No____

                    

Musculoskeletal
Painful/ swollen joints?            Yes_____ No____

Difficulty in walking?                              Yes______ No________
                   

Neurological
Chronic/frequent headaches?  Yes_____ No____
Convulsions/seizures?               Yes_____ No____

Memory problems?                   Yes_____ No____
                    

Endocrine
Any loss in height?                    Yes_____ No____

Excessivethirst/urination?       Yes_____ No____

For Women Only
Abnormal vaginal discharge/bleeding?  
                                                    Yes____ No_____
Discharge/lump in breast?       Yes____ No____
                   

Eyes
Vision Change in past 6 month? Yes___ No___
Wear glasses/contact lenses?       Yes___ No____
                 

Ears/Nose Throat
Change  in hearing in past 6 months       

                                                       Yes____ No____

Voice Change?                             Yes____ No____

Frequent nose bleeds?                 Yes____ No____
                  

Gastrointestinal
Nausea/vomiting?                    Yes______ No____
Change in bowel habits?         Yes______ No____
                  

Genitourinary
Blood in urine?                          Yes_____ No____

Difficulty holding urine?          Yes_____ No____ 

Psychiatric
Feeling depressed/sad lately?   Yes_____ No____
Nervous/ anxious?                     Yes_____ No____

Suicide attempt?                        Yes_____ No____
Skin
Hair loss/excess hair growth? Yes_____ No_____
Rashes/itching?                        Yes_____ No_____

For Men Only                                    
Discharge from penis?            Yes_____ No____

Lump on testicles?                   Yes_____ No____

PREVENTIVE HEALTH    


Tetanus-diphtheria vaccine  

Yes____ No____   Date______

Pneumococcal vaccine             

Yes____ No____   Date______     

Influenza vaccine                         

Yes____ No____   Date______     

MMR vaccine                                 

Yes____ No____   Date______     

Hepatitis B vaccine                     

Yes____ No____   Date______     

Pap smear                                         

Yes____ No____   Date______     

Breast exam / mammogram 

Yes____ No____   Date______     

Colonoscopy/sigmoidoscopy 

Yes____ No____   Date_____     

Bone density study                      

Yes____ No____   Date______

Allergies to Food / Medicine  

Yes____ No____   Date______  __________________________________________________________________________________
_________________________________________
SOCIAL HISTORY    


Regular exercise    

Yes____ No____   Comments__________

Any religious concerns  

Yes___ No___ Comments________

Any cultural concerns   

 Yes___ No___ Comments________

Reproductive concerns  

Yes___ No___ Comments________

Healthcare proxy               

Yes___ No___ Comments________

Level of education:  

Grade school_____ High school_____  College______  +______

Kind of work do you do? ____________________________
                
FOR WOMEN ONLY
Date of last Menstrual Cycle______ 
Age of 1st menstruation: ________
Age of Menopause: ___________     
Pregnancies: Miscarriages/Abortions:_______________   
# Live Births ___________________
Comments:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my health. it is my responsibility to inform the doctor's office of any changes in my medical status. I also authorize the healthcare staff to perform the necessary services I may need.            
Signature of Patient / Guardian __________________________________________Date: ____________________



