
 MEDICAL HISTORY 
  
PLEASE COMPLETE WITH BLACK INK ONLY Date: ______________________________________ 
 
 

Confidential Record :   Informat ion here  wi ll  not  be  re leased unless you have authorized us to do so.  
 
 

Las t  Name: Fi r s t  Name: Middle :  
 
Date  of Bir th:  

             I f  Liv in g                          I f  De c e a s e d  

F AMI L Y HIS T OR Y:    Ag e  He a lth  Ag e  of  
De a th  Ca u s e  of  De a th  

F a th e r     

M oth e r      

Br oth e r /S i s t e r                               (Ci r c l e  S e x )      

                                                M F      
                                                M F      
                                                M F      
                                                M F      
                                                M F      

Hu s ba n d / Wi fe      
S on s /Da u g h te r                               ( Ci r c l e  S e x )      

                                                M F      
                                                M F      

                                                       M F      

                                                M F      

                                                M F      
 
FAMILY HISTORY :  
 

Check if  any blood re lat ive has had any of  the fo llowing and enter rel a tionship:  
 

 Y e s  N o  R e la t iv e :   Y e s  N o  R e la t iv e :    Y e s  N o  R e la t iv e :  
S t rok e  q  q   Mig ra in e  q  q   Ar th r i t i s  q  q   
Ca n ce r  q  q   As th ma  q  q   C o li t i s  q  q   
Hig h  B lo od  
Pre s s u re  q  q  

 Ha y  F e v e r  q  q   Me n ta l  I l ln e s s  q  q   
B le e d in g  Te n d e n c y  q  q   G ou t  q  q   

Tu be rcu los i s  q  q   He a r t  At t a ck  q  q   Rh e u ma t i c  He a r t  q  q   
Dia be t e s  q  q   S toma ch  U lce r s  q  q   Os t e o p or os i s  q  q   
Le u k e mia  q  q   Kid n e y Di s e a s e  q  q       
E pi le ps y  q  q   C on g e n i t a l  He a r t  q  q       
S u i cid e  q  q   G oi t e r  q  q       

 
PAST HISTORY (PERSONAL)  
 

Have  you had any of the  fo l lowing i l lnesses? 
 

 Ye s  No   Ye s  No  O pe r a t io ns :  L i s t  a n d in dic a te  a p pr o x im a te  
y e a r  

H ype r t e n s i on  
Rh e u ma t i c  F e v e r  

q  
q  

q  
q  

S le e p A pn e a  
Ca n ce r  

q  
q  

q  
q  

 
 

An g in a  Pe ct or i s  q  q  Ar th r i t i s  q  q   
He a r t  At t a ck  q  q  Os t e o p or os i s  q  q   
Oth e r  He a r t  Di s e a s e  q  q  F r e qu e n t  Kid n e y In f e ct i on  q  q   
An e mia  q  q  F r e qu e n t  B la d d e r  In f e ct i on  q  q   
Kid n e y Di s e a s e  q  q  Ne rv ou s  Bre a k d o wn  q  q  Ev e r  h a d  a n y  t r a n s fu s io n s ?            Da te    
G ou t  q  q  Th yroid  Di s e a s e  q  q   
Ha y  F e v e r  q  q  S toma ch  U lce r s  q  q  Ho s p i ta l i za t io n s  (o th e r  th a n  o p e r a t io n s ) :  
As th ma  q  q  Ga l lb la d d e r  Di s e a s e  q  q  Lis t  r e a s o n s  a n d  a p p r o x im a te  d a te s .  
F re qu e n t  Lu n g  In f e ct i on  q  q  He pa t i t i s / J a u n d i ce  q  q   
E mph yse ma  q  q  C o li t i s  q  q   
Dia be t e s  q  q  Oth e r              q  q   
Mig ra in e  He a d a ch e  q  q  Oth e r   q  q   
 

OLYMPIC
 INTERNAL MEDICINE, INC. P.S.



 

PAST HISTORY (continued) 
 

MEDICATIONS:  
 

P l ease l i s t  a l l  medic ines ,  prescr ipt ion or non-prescr ip t ions: Ser ious In juri es  ( thi s  includes f rac tures ) o ther  than l i s t ed : 
  **Include DOSAGE & DIRECTIONS 
 

   
   
   
   
   
   
   
   
   
   
   

Are  you a ll e rgic  to  any medica tion?   Yes q   No q  
If  yes ,  p l ease  l i st  medicat ions and the reac tion to  them.  

 Are  you be ing trea ted  by any other  hea l th  care  
profess ional s?  Yes q   No q  
If  yes ,  p l ease  l i st  t he ir  names : 

  
   
   
   
 
 
PERSONAL HABITS  OCCUPATIONAL 
   Ye s  N o  
1 .   I  use  tobacco.   Yes q   No q  Never  q    Are  you present ly  employed?                          q  q              q  Smoke:             Number  of c igaret t es  per  day    
            q  Chew  Does  your work involve  unusual  work,  exposure  

to  dust ,  noise ,  r adioact ivi ty ,  asbes tos ,  e t c. ? q  q               Age  s t ar t ed           Age stopped              
     
2 .   Do you dr ink alcohol?      Do you have  more than one job?   q  q  
            q  Dai ly q  Weekly q  Monthly q  Never     
     Type  of al cohol                                                 Do you work more than 60 hour  weeks? q  q  
     

3 .   Do you use  recrea tional  drugs? Yesq   Noq  Neverq   Do you get  along wel l  wi th your  fe l low 
employees and/or  supervi sor? q  q  

     
4 .   Do you use  caffe ine product s? 
     qCoffee   qSoda  qTea 

 Are  you unable  to  per form any work because of  
d i sabil i ty? q  q   

     
5 .   Do you use  seatbe lt s?  
     qAlways qOccas ional ly qNever 

 Are  you re ti r ed? 
If  r e ti red,  have  you had di ff i cul ty adjus ting to  
re t irement? 

q  
 
q  

q  
 
q  

 

 
 
MARITAL/FAMILY  SOCIAL HISTORY   
 Ye s  N o    Y e s  N o  

Have  you been mar r ied  more than one  t ime? q  q   Have  you recent ly l ived or  t r ave led outs ide the 
U.S.? q  q   

Has  there  been a  recent change  in  mari t al 
s t a tus? q  q   Did  you complete  high school educat ion? q  q   
Are  there  any problems wi th  your  marr i ed 
l i f e?   q  q   Did  you a t tend and/or  comple te coll ege? q  q   

Do you have  any sexual problems? q  q   Did  you serve  in any branch of  the  Mil i ta ry? 
      If  so were you di scharged? 
      Years served              Status              

q  q  
 q  q  

Is  your  present  home l ife  causing 
unhappiness? q  q     

    

Have  there  been any dea ths in your fami ly or  
among c lose  f r i ends  in  the  pas t  year  or  two? 

q  q   Have  you been denied l i f e or heal th insurance? q  q   
   Do you eat  l ess than three meal s a day? q  q  Does  anyone in your  fami ly have a  ser ious      

i l l ness  or  di sabi l i ty? q  q   
 Do you have  spec ial  food cus toms or 

res tr i ct ions? q  q      
       

    Have  you ever been t rea ted  for  a drinking 
problem? q  q  

     

  Do you exerc ise  three  or more t imes  a week? q  q  



Review of Systems: 
 

A.  Health Maintenance    G.  Cardiovascular Yes No 
Immunization : Date of most recent Test: Check if abnormal  Date  Do you have pain, tightness or pressure in the front 

of your chest? q  q  
qMeasles:    qPap  
qPol io  qMammogra m  If yes, is it when walking fast, working hard or when 

excited? q  q  
qTD  qC ol on os c op y/ S i g m oi d   
qTDaP  qPSA  Have you ever been told that your electrocardiogram 

was abnormal? q  q  qHepat it is  A/B  qTB Skin Tes t   
qFlu  qCholesterol   
qPneumovax  qHepat it is  C Screen     Do you have swelling of your feet or ankles? q  q  
qPrevnar  13    Does your heart ever beat fast or irregular? q  q  
qZostavax    Do you have cramps in the calf muscles when you 

walk? q  q  
qShingrix    
qGardasi l     Do you ever awaken with severe difficulty breathing? q  q  
qCovid-19       
 
B. General 

  
Yes No  

 
  

Do you worry a lot about your health? q  q   H.  Gastrointestinal Yes No 
Do you usually feel tired or worn out? q  q   Have you recently had any changes in your eating  

habits? q  q  Do you feel depressed a lot of the time? q  q   
Have you recently noticed that heat or warm 
weather bothers you? q  q   Are there any special foods that cause you to be upset 

or have stomach pains, nausea, etc? q  q  

Have you recently been drinking more water or 
fluids?  q  q   Do you tend to burp a lot? q  q  

Have you recently noted any trouble swallowing? q  q  
Has there been any unusual weight gain or loss 
recently? q  q   Do you have a lot of indigestion or heartburn? q  q  

Have you ever vomited blood? q  q  
     Are you bothered with constipation? q  q  
C.  Skin     Do you have frequent loose stool or diarrhea? q  q  
Have you noticed: Yes No  Do you pass a lot of gas? q  q  
     any change in the color of your skin? q  q   Do you have a poor appetite? q  q  
     any skin rashes or itching? q  q   Do you ever awaken at night with the feeling of 

fullness underneath your breast bone? q  q       unusually dry skin? q  q   
     any growth on your skin that bothers you? q  q   Have you ever passed blood from your rectum? q  q  
     any sores or wounds that do not heal? q  q   Have you ever had black or tarry stools? q  q  
     any change in color or size of warts? q  q   Have you noticed any recent changes in your bowel 

movements? q  q       
D.  Eyes  Yes No  Do you take laxatives regularly? q  q  
Have you had:    Do you have frequent nausea and/or vomiting? q  q  
     any pain in your eyes? q  q      
     glaucoma? q  q   I.  GENITOURINARY   
     blurry vision? q  q   Do you have:   
     halos around lights? q  q        anything wrong with your genitals? q  q  
     change in vision? q  q         burning or pain when you urinate? q  q  
           to pass water frequently? q  q  
E.  ENT  Yes No        to pass more water  than you use to? q  q  
Do you have:          to get up at night to urinate? q  q  
     any trouble hearing? q  q         trouble with losing urine when you cough or sneeze?  q  q  
     ringing or buzzing in your ears? q  q         a problem dribbling urine? q  q  
     earaches or discharge from your ears? q  q   Have you ever passed blood in your urine? q  q  
     a lot of nasal stuffiness? q  q   Have you had an operation to prevent pregnancy? q  q  
     drainage down the back of your throat? q  q      (Vasectomy or sterilization, such as tubal ligation)   
     frequent or severe nosebleeds? q  q   Men, do you have prostate gland trouble? q  q  
     a lump in your throat? q  q   Have you ever had any sexually transmitted disease? q  q  
     a sore tongue or mouth? q  q      What type?    
     bleeding gums? q  q   Are you currently sexually active? q  q  
    Estimated lifetime total of sexual partners  ________   
F.  Respiratory Yes No  If under age 50, do you use contraception?  q  q  
Do you have: q  q   Have you ever used other birth control measures?  q  
     frequent chest colds? q  q   Do you have a poor libido? q  q  
     a constant or bothersome cough? q  q   Notes:  
     coughing up blood? q  q    
     sputum or phlegm between colds? q  q    
     difficulty breathing? q  q    
Have you noticed any wheezing or whistling in your  
chest? q  q    

  
 



Review of Systems (continued) 
 
J. Musculoskeletal Yes No  L. Women Only Yes No 
 Do you have a problem with back pain? q  q    What age did you start menstrual cycles?  q  q  
 Do you have pain in your legs or feet?  q  q    Are your menstrual cycles irregular? q  q  
 Does your back pain interfere with your work 

q  q    Are your periods less frequent than every four 
weeks? q  q   or activities?   

 Do you have joint pain or stiffness? q  q    Are your periods more frequent than every four 
weeks? q  q   Do you have trouble walking or using your 

q  q    
 hip or knee joints?   Do you use more than 10 pads or have to use a 

super size pad or tampon for your periods? q  q        
K. Central Nervous System Yes No   Do you pass clots with your period? q  q  
 Do you have frequent or severe headaches? q  q    Do you become bloated or gain weight just 

before your periods? q  q   Do you often have spells of dizziness or 
faintness or lightheadedness? q  q    

   Have you gone through menopause? q  q  
 Have you ever seen double? q  q    What age did you complete menopause? q  q  
 Do you sometimes lose track of what happens 

around you for a short time? q  q    Do you have hot flashes? q  q  
   Did you have sexual intercourse before age 16? q  q  

 Do you sometimes lose the ability to speak for 
a few seconds? q  q    Did your mother use DES hormones while 

pregnant with you? q  q  

 Have you recently fainted, blacked out or lost 
consciousness? q  q    Have you had any abortions or miscarriages? q  q  

   Have you had any lumps in your breasts? q  q  

 Do you have trouble remembering recent 
events? q  q    Have you had any discharge from your 

nipples? q  q  

 
Have you ever had convulsions or fits? q  q   

 
Have you ever used an intrauterine device 
(IUD)? 

q  q  
Do you have numbness or tingling in in your 
head, arms or legs? q  q   

 Do you consider yourself a nervous person? q  q       
 Do you cry a lot for no reason? q  q       

 
Have you ever had an urge to commit suicide? q  q   

   
 

 
 Do you ever hear voices or see people when no 

one is around? q  q  

 Do you ever have a feeling that someone is 
trying to harm you? q  q      

 
 
    

         
      
         

ADDITIONAL COMMENTS:      
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