YAVAPAI-APACHE HEALTH CENTER HEALTH HISTORY UPDATE

MAIL: 2400 W. Datsi Street MAIN: 928-567-2168
Camp Verde, AZ 86233 FAX: 928-569-8499
LOCATION: 2121 W. Reservation Loop Road

NAME: Date:

1. Please list your CURRENT ACTIVE MEDICAL PROBLEMS: (Include any illness or condition for which you see a health cae
provider regularly or for which you regularly take prescription or over-the-counter medications)

2. MEDICATIONS taken regularly: (prescription or over the counter, including herbs and supplements)
Name of medication Dosage (mg and/or number of pills) Frequency

Have you ever had an allergic reaction to any medication or X-raydye? Y N  Please describe

3. PAST MEDICAL HISTORY: Pleasa indicate any diseases or conditions from which you are suffering or have suffered in the
past. Please indlcate the year during which the condition was first diagnosed or you began treatment.

(date) | Blood Diseases (date) | Kidney & Bladder (date) | Psychiatric Conditions
Anemia Kidney or Bladder infections Alcoholism
Bleeding tendencies Benign prostate swelling Drug dependence
Chronic kidney failura Amdety
Blood in the urine Depression
{date) | Skin Conditions Bedwaelting Ealing disordar
Acne Erectile dysfunction Attention deficlt disorder
Demnalilis Insomnia
Psoriasis
Precancerous skin lesions (date) | Gastrolntesiinal
Hemorrholds (date) | Injuries
Hemia, type: Domeslic violence
{date) | Cancer Gallstonas Child abuse
Cirrhosis of the liver Broken bones
Pancreatilis Joint Injury
Colon polyps Spine injury
Ulcerative colitis Head injury
(date) | Endocrine Problems Esophageal reflux Aulo accident
Diabtes, Type t 2 Slamach ulcers
Obesily Abnormal liver lesis
High Thyroid {date) | Eve Conditlons
Low Thyroid Glaucoma
High Chalesterol (date) | Cardiovascular Cataract
Heart valve disorder Diabeiic relinopathy
Palpitations due lo:
{date) ngecologic Problems Congestive Heart Failure (CHF)
Hormone Replacement Therapy Coronary Artery Disease
Abnormal Pap smears Heart atlack
Abnormal menstrual bleeding High blood pressure
Infertifity : Blood clots in the veins (DVT)
Uterine fibroids Pulmonary embolism (PE)
Lump in breasl




(PAST MEDICAL HISTORY CONTINUED)

(date) Ear Nose & Throat (date) | Neurologic Conditions (date) | Arthritic Conditions
Allargic rhinilis Dementia Rheumatoid arthritis
Chronic Sinus infeclions Sciatica Osleoarthritis
Recurring Ear infeclions Bell's Palsy Fibromyalgia
Chronlc Tonsil infeclions Seizure disorder Chronic low back pain
Ringing in ihe ears Carpal tunnel syndrome Syslemic lupus
Hearing loss Stroke Scleroderma
Veﬂigo TIA SJQgLen'S
—_— Migraine headaches Goud
Tremor

gdate) Infections
Hepalitis {date) | Other
HIV {date) | Lung Conditions
Genital Herpes Asthma
Syphiilis COPD
Gonorrhea or Chlamydia Pneumonia
Tuberculosls (TB) Sleep apnea
Chicken pox or Shingles Tobaceco use

4. PAST SURGICAL HISTORY: (Any surgical procedures with the date they were performed.)

{date} | Location Procedure (date) | Location Procedure

FOR YOUNG CHILDREN ONLY: Length of pregnancy weeks

Birth welghl Birth length Birth head circumierence Pragnancy complications? Y N

C-seclion? Y N APGAR scores (if known): 1 minula 5 minutes

Primary leeding method: ___ Breast — for how long? months / years

___ Botlls — what kind of formula?
___ Solids — what types?

Birth defects? Y N

Wasitnomal? Y N
When?
Cycle langlh

FOR WOMEN ONLY: When was your last pap smear?

Have you ever had an abnormal papsmear? Y N

When was your last mensirual period? Arethey regular? Y N days

When was your mosl recent mammogram?

Where was it done?

Length of flow days

Have you ever had an abnormal mammogram? Y N When & whera?

Have you ever been pregnant? Y N Total number of pregnancies (including miscarrages):

Term delivaries: Premature births: Miscarrlages/aborlions:

Number of live births:

Number of tiving children:

HEALTH SCREENING TESTS:

Hava you ever had a Colonoscopy or Flexible Sigmoldoscopy? Y N {Rouline Colon cancer screening starls al age 50)
Why? When? Result:

Have you ever had & Chest X-Ray? Y N When? Result:

Have you ever had a TB skin test (PPDY? Y N When? Resull:

Have you ever had a Bone Density test? ¥ N When? Result:

IMMUNIZATIONS: (for chitdren, please attach a copy of immunization history)

Adult immunizalions:
Last Tetanus (needed at leas! every 10 years):
Pneumaovax (needed after age 65 or sooner with cerlain medical conditions):

1!!

Last Flu shot (annual): Measles: Aubella:

Hepatitis A: 1% 2

Srd

Hepalitis B: 1% 2™




5.
Please indicate here if you were adopted and do not know your family history: 'Y N

FAMILY HISTORY: Please indicate the health status of your immediate family members,

Living? Age(s) Significant health problems or cause of death
Mother Y N
Faiher Y N
Mal Grandmother Y N
Mat Grandiather Y N
Pal Grandmother Y N
Pat Grandfalher Y N
Sisters Y N
Number: _____ Y N
Brothers Y N
Number: ___ Y N
Daughters Y N
Number: Y N
Sons Y N
Number: ___ Y N
Spouse Y N
Other
6. SOCIAL HISTORY
Occupation Employer Ratired? Y N
Potential occupational hazards (chemicals, machinery, repelitive movements, elc.)
Education level or grade completea:
Marital stalus (circle): Single Marriad Widowad Divorced
Lenglh of mariage(s): Spouse's name:
Number of children: Children's names & ages:
Substance use history:
Tobacco use: Never Now Past When did you quil?
How much each day?
For how many years?
Aleohol use: Never Now Past When did you quit?
How much each day?
For how many years?
Drug use: Never Now Past When did you quil?
How often?
What types? For how many years?
Caffeine use: Never Now Past When did you quit?
How much each day?
For how many years?
Sexual history:
Are you sexually active? Y N Pasi sexual partiner(s): Male Femals
Number of pariners in past manth: In past year: Lifetima {otal:

Method of birth control or protection:

History of sexually transmitted Infections? Y N Type(s)k

Have you ever had a blood transfusion? ¥ N When and why?

Additional special concerns or situations your doctor should be aware of:




