MEDICAL HISTORY
Patricia StandTal Clarke, MD

Name ________________________ Date of Birth _______Age_____ Marital Status ___ Education Level_____
Medicine Allergies: None or List_​​____________________ Ever use Street Drugs?_____ Occupation_________
Amt per day: Alcohol beer_____ wine _____ cocktails______ Caffeine/Soda______ Ever use Tobacco? ____ 
Circle all that apply: I eat well, iffy, fried food, meat, fish, dairy, breakfast. How many meals per day? ________  
Have you ever been on a weight loss diet? ________ Do you exercise? (type/how often) ___________________
Are you happy with your current weight? __________  If not what is your ideal weight? ___________________ 
Do you sleep well? _____ Hrs/night_____    Dream Themes: ___________________Religious Path:__________
Do you wear seat belts? _______   Is your social life satisfactory? ___________  Practice Safe Sex? __________ 
Do you feel safe at home?______ Did you as a child?_______ Why or why not?__________________________
Energy Level (circle one): low 1,2,3,4,5,6,7,8,9,10 high  Stress Level (circle one): 1, 2,3,4,5,6,7,8,9,10
Self Esteem Level (circle one): 1,2,3,4,5,6,7,8,9,10. What do you fear most?_____________________________
What are your Health Goals?___________________________________________________________________
Have you ever had (circle all that apply): Addiction (type) _________, Allergies, Alzheimer’s, Anemia, Asthma, Blood Clot, Blood Transfusion, Breast Disease, Cancer (type & when) _____________________, Chicken Pox, Chronic Diarrhea, Cold Hands/Feet, Dentures, Diabetes, Diphtheria, Easy Bruising, Emotionally abused,  Emphysema,   Epilepsy,  Fracture,  Gall Bladder Disease,   Genital Herpes,  Glaucoma, 
Hay Fever/Sinusitis, Heart Disease, Hemorrhoids, Hepatitis, Hernia, High Blood Press, High Cholesterol, HIV, Hives, Hysterectomy, Joint Pain, Kidney Problems, Liver Disease, Lung Disease, Meningitis, Mono, Mumps, Nose Bleeds, Osteoporosis, Ovarian/Uterine Disease, Physically abused, Pleurisy, Pneumonia, Polio, Rheumatic Fever, Ringing Ears, Rubeola, Rubella, Scarlet Fever, Seasonal Affective Disease, Sexually abused, Sexually Transmitted Disease, Skin Disease, Stroke, TB/Exposure, Thyroid Disease, Ulcer, Valley Fever, Varicose Veins, Whooping Cough. Other: ________________________________________________
Surgery/Injury/Hospital (when):____________________________________________________________ ________________________________________________________________________________________
This last year have you had: Abdominal Pain, Arthritis, Bladder Infection, Blood in stool, Blurred Vision, Chest Pressure, Cold Sore, Constipation, Family Death, Depression, Diarrhea, Dizziness, Fast Heart, Fatigue, Heartburn,  Stress,  Insomnia,  Back Pain, Migraines,  Nose Bleed,  Urinary Incontinence,  Vaginitis, 
Other ______________________________________
Family history of (circle all that apply): Adopted, Alcoholism, Alzheimer’s, Anemia, Anxiety, Arthritis, Asthma, Cancer (type)_____________________________, Depression, Diabetes, Epilepsy, Glaucoma,   Heart Disease,  High Blood Pressure,  High Cholesterol,  Kidney Problems,  Lung Disease,  Stroke. 
Other: ___________________________________________
Do you have an Advanced Directive? ____ What year?_____  If yes, please bring a copy for our records.  

Yr of Last: Chest X-Ray ____EKG ____Tetanus ____ Pneumovax _____Shingles shot ______ Flu shot ____ Colonoscopy ______  Due 5yrs / 10yrs    Eye Exam  _____ Dentist visit  _______ Dermatology visit  ______
Specialist: _______________________________________________________________________________

Women: 1st Day of last period:_________ Cramps?_____ Heavy?_______ Irregular?______ Missed?______ 

When was your Last… Pap: _______ Ever abnormal?____  Mammogram: _____ Bone Density Scan: ______ 
Men: Yes or No… Monthly Self Testicular Exam?____ Abnormal PSA?_____Change in Urination?_______
*****TURN OVER SHEET AND LIST ALL Medications/Laxatives/Antacids/Herbs/Supplements*****  

_________________________________________  ____/____/____ Relation to patient if not self _________
  Signature of Patient (or Parent of Minor)                         Date    
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