Name:

Address:

SOCIAL HISTORY:

Referred by: Date:

Phone: Date of Birth:

Married:
Number of children:
Occupation:
Spouse employed by:
Where born:

Alcoholic beverage per month:

No. times married:

Date married: Spouse’s health:

Age of children:

How long employed:

Previous Occupation:

How far in school;

PAST HISTORY:

Cigarettes per day:

Operations, dates performed and doctor;

Allergies (food, meds, etc.):

Previous serious illnesses, injuries or hospitalizations:

FAMILY HISTORY:

Ageif Living | Age at Death

Cause of Death or, if living, State of Health

Father

Mother

Sisters

Brothers

Have any of your blood relatives had:

Yes | No What relation to you? Yes | No What relation to you?
Asthma Tuberculosis
Cancer Rheumatic Fever
Epilepsy High Blood Pressure
Diabetes Heart Trouble
Goiter Migraine Headaches
Anemia Peptic Ulcer




Have you ever had: (Check Yes or No; tell when, or if at present, how long)

YES | NO WHEN REMARKS

Chills, fever or night sweats

Weakness, fatigability or lack of energy

Weight loss or gain

Frequent or severe headaches

Chronic stopped up nose or sinus trouble

Nosebleeds more than twice

Spots before eyes or blindness

Chronic ear infections

Frequent ringing in ears, ear abscess or deafness

Sore tongue, mouth, or trouble talking or swallowing

Kernels in neck or under arm or enlarged glands

Anemia or low blood count

Recent loss of appetite

Nausea or vomiting for over two days at a time

Stomach ulcers or frequent indigestion

Frequent or severe abdominal pain

Clay colored (gray) stools or yellow jaundice

Chronic or frequent diarrhea

Blood in stools or tarry black stools

Chronic constipation

Shortness of breath

To sit up in bed to breathe

Chronic cough or productive cough

Cougn up blcod

Chest pain

Pneumonia or pleurisy

Asthma or wheezing

Allergy, hives, sensitivity to foods

Hay fever

Sensitivity to medicine

Swollen ankles

Palpitation or irregular heart beat

Abnormally rapid heart beat

Heart attacks or heart trouble

High blood pressure

Kidney trouble

Blood, stones, gravel, or sand in urine

Albumin or sugar in urine

Burning on urination or frequent urination

To repeatedly get up more than once per night to urinate

Syphilis or gonorrhea

Arthritis or rheumatism

Swollen, feverish or tender joints

Fits, convulsions, unconscious spells or epilepsy

Nervousness

Nervous breakdown

Chronic numbness or tingling of extremities

Chronic skin disease




