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Family History

Relative/Age at Diagnosis Relative/Age at Diagnosis

 Breast Cancer  Diabetes
 Colon Cancer  High Blood Pressure
 Ovarian Cancer  Heart Disease
 Uterine Cancer  Other 

Medical History

 Anemia   Arthritis   Asthma   Bladder Infections 
 Bleeding Problems  Blood Clots Legs/Lungs  Blood Transfusion  Cancer 
 Chicken Pox   Depression/Anxiety  Diabetes   Drug /Alcohol Problem 
 Epilepsy/Seizures  Gall Bladder Disease  Genetic Condition  GERD/reflux 
 Heart Disease/Attack  High Blood Pressure  High Cholesterol  Kidney Infections 
 Liver Disease/Hepatitis  Migraines   Mitral Valve Prolapse  Pelvic Infections 
 Pneumonia   Sickle Cell Disease  Stroke   Thyroid Problem 
 Tuberculosis   Other ______________________________________________________________________________________ 
 
Social History

Alcohol  Use      Yes    No  If yes, ________ drink(s) / day/week/month for ______ years.    Quit drinking  
Tobacco Use     Yes    No  If yes, ________ pack(s) per day for ______ years.          Quit smoking 
Street Drug Use     Yes    No  Type and frequency _________________________________________________________________ 
Exercise     Yes    No  Type and frequency _________________________________________________________________ 
Caffeine     Yes    No  If yes, __________ caffeinated drinks (coffee, tea, soda) per day/week 
Emotional Abuse  Yes    No  If yes, are you safe now? Yes  No   Counseling? Yes  No 
Physical Abuse   Yes    No  If yes, are you safe now? Yes  No   Counseling? Yes  No 
Sexual Abuse   Yes    No  If yes, are you safe now? Yes  No   Counseling? Yes  No 
 
Surgical History

 
 
 

 
List all medications you are currently taking, including over-the counter medications, vitamins and herbal remedies: 

List any allergies to medications: 

 No Known Drug Allergies 
 
 
Have you had the Gardasil vaccine (3 injections)?   Yes    No   
Have you had a Tetanus booster in the past 2 years?    Yes    No  
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Date of Birth:
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