HISTORY AND PHYSICAL

Name Date
REASON FOR YOUR VISIT TODAY:
Allergies DOB Age
Last Physical Exam? Labs? PCP Name/Ph #
Referred by
MEDICATIONS YOUR MEDICAL PROBLEMS VITAMINS/SUPPLEMENTS/HERBALS

FAMILY MEDICAL HISTORY (Circle)

O High blood pressure [Heart trouble CIStroke [CJAnemia [JAllergies [CIMigraines [IBleeding Disorder [JCancer
(type: ) OSeizures ODiabetes CDepression [ClAnxiety [Other Psychiatric [JSuicide OKidney Disease
-OObesity [CIRheumatoid Arthritis [JLupus [OSarcoidosis [Psorasis [JOther Auto Immune Disease

OTHERS?:
WOMEN ONLY
Last Menstrual Cycle? Reg? Last Pap? Normal?______ Birth Control type:
SOCIAL HISTORY
1. Do you smoke? (what and how much per week for how long)

2. Do you drink alcohol? (type and how many times per week or per month)
SURGICAL HISTORY

Year Surgery

RECURRING SYMPTOMS (circle)

[bepression I:IWe/yht Gain | C)Fluid Retention [ Headaches OHot Flashes sl:lk/'n 7155 Z OAnxiety
. O prroblems - L [1 Mood ’
O sleep Problems |  CNight Sweats Climaxing OtLow Libido Orritability Swings [ Hair Loss
[ Poor
|:_|A/1'/7r/'t/'s I:IFat/'gue CyMemory ClBladder OAcne | concentration [ Constipation
Problems symptoms
/[focus
Cchest pain I:IShortnbersesa;); [ Acid Reflux Orashes papitations
CpProblems
MEN ONLY: Lremature having an
ejaculation ;
erection
. . 0O . [ Breast | [ Break through
WOMEN ONLY: Ocystic breasts | [1Heavy Menses d Irregular Menses O Vaginal Dryness Tenderness bleeding
|:_|Menstrua/
cramps
OTHERS:
Patient Signature and Date Provider Signature and Date

Jessica Hardy, Family Nurse Practitioner-BC
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