HATTIESBURG
CLINIC

415 S. 28™ Avenue

- Hattiesburg, MS 39401

Name:

Date of Birth:

MEDICAL HISTORY QUESTIONNAIRE History #:
Information to Become Part of Your Confidential Medical Records o
Physician:
Side |
LABEL
PLEASE PRINT |
First Middle Last Age: Sex: Religion:
NAME:
MARTIAL STATUS (¥) EDUCATION (Years Completed) | PREVIOUS PHYSICIAN:
Osingle [ widowed Business or
ClMarried CJ Divorced | LIGrade Cvocational TYPE OF WORK OR OCCUPATION:
Oseparated CHigh Ocollege

(¥) CHECK REASON FOR SEEKING MEDICAL CARE?

Describe below problems you wish to discuss with doctor today:

[iliness / Personal Reasons

| Company Physical

CIRoutine / Annual Exam Cinsurance Exam 2

[JJob Related Injury DPre-emponment Exam 3

Clother (Describe) 4.

Bl IS T e ocliing e sl Present Condition or Number of | Number of Children Number Living

A Living | Death Cause of Death? Brothers Sisters In Your

M | Father Household?

I | Mother Number Ages

\L( Has anyone in your immediate family (Father, Mother, Brothers or Sisters) had any of the medical problems listed below? If yes, Who?
Ocancer O suicide

H | Ouicers CImental liness

I |:|Allergy O stroke

S O biabetes CdHeart Trouble

T

(e} Jasthma |:|High Blood Pressure

R | Ctuberculosis DBIeeding Tendency

\ |:|Thyroid Trouble Oother (Describe)

WEIGHT HISTORY HABIT HISTORY (v')) Check Known Allergies or Reaction to Medications Below. (List Any Not Shown)
Present SMOKING: Penicillin
Weight Ibs. Pipe Packs per Day Sulfa___
Usual Cigar No. of Years Antibotiotics
Weight Ibs. o ' Sedatives

Weight Changes Chew_____ | YearStopped _ X-Ray / Dyes
During Past Year? ALCOHOL :
Gained Ibs.| Never Occasional
Lost Ibs. Moderate Heavy
How Many Meals -
Do You Eat Daily? COFFEE:
Meals | Cups per Day

LIST MEDICATIONS / DRUGS TAKEN OVER PAST 6 MONTHS

WHICH DRUGS DO YOU TAKE?

Medications / Drugs

Reason Taken

How Long Taken?

Stop Taking?

DAspirin O Antacids
|:|Tranquilizers Olvitamins
[Birth control Pills [ Laxatives

“Hormones”

PLEASE Define Problem Where Did it Happen? Year Difficulties Now?
INDICATE
PREVIOUS
MAJOR ILLNESSES,
SURGERY
OR
INJURY
(v') CHECK ANY ITEMS BELOW WHICH YOU ARE EXPOSED TO BY BREATHING OR SKIN CONTACT
Clchemicals Csprays
Clbust Linsecticides
Cloxins Clother (Explain)
OFumes

FORM #0014 (10/10)

OVER




SIDE Il

PAST HISTORY : (v)) CHECK BELOW ANY PROBLEMS YOU HAVE NOW — OR THAT YOU HAVE HAD IN THE PAST.

LJASTHMA
CIPNEUMONIA
ClTuBERCULOSIS
CJHEART TROUBLE
CJRHEUMATIC FEVER

CICIRRHOSIS
LIHEPATITIS
CJuLCERS
CIPANCREATITIS

[ IGALLBLADDER PROBLEMS

LIDIABETES

CIKIDNEY STONE
CJVENEREAL DISEASE
CIMUMPS / MEASLES
LIPOLIO / MENINGITIS

SYSTEM REVIEW: (v') CHECK IF YOU HAVE HAD ANY OF THE FOLLOWING SYMPTOMS OR FINDINGS.
LCISKIN RASH CIHEART BURN OR INDIGESTION
E CILETHARGY / WEAKNESS [IBELCHING OR NAUSEA
N | [JLOSS OF INTEREST IN EATING CJaaunDICE
E | LJALWAYS HUNGRY CIDIFFICULTY SWALLOWING
2 LITEND TO BE HOT OR COLD [ISTOMACH PAINS
L | LICHILLS / NIGHTS SWEATS ClvOMITING BLOOD
[CISLEEPING DIFFICULTIES ? CJCONSTIPATION
H | [JFREQUENT HEADACHES [JRECENT CHANGE IN BOWEL HABITS
E\ Opizzy sPELLS [JLOOSE BOWELS / DIARRHEA
D | CIFAINTING SPELLS / UNCONSCIOUSNESS [JBLACK OR BLOODY STOOLS
£ | JWEAR GLASSES LIPAIN IN RECTUM
y | CJEYESIGHT WORSENING [LJHEMORRHOIDS
E | [JDOUBLE VISION [JAMOEBA / PARASITES
S
LCIEYE PAINS OR ITCHING CIFREQUENT NIGHT OR DAY VOIDING
E | OpeaFNESss [CJBURNING ON URINATION
g CJEARACHES OR DRAINAGE o [Jpus OR BLOOD IN URINE
s | LINOISE IN EARS U | LIDIFFICULTY STARTING URINE
N | [1CONGESTION / SNEEZING CIDRIBBLING WITH COUGHING / SNEEZING
o JOTHER KIDNEY DISEASE
[JSINUS TROUBLE / HAY FEVER
S | Onost BLEED sex DIFFICULTIES
E [CJCONVULSIONS / SEIZURES
[JSORE THROAT OR TONGUE g [ISTROKE / PARALYSIS
CIDIFFICULTY MAKING DECISIONS
T | OHoARSE voICE R
H v | CJMEMORY PROBLEMS
g [IDENTAL PROBLEMS 8 CJcRY OFTEN / DEPRESSED / FEEL SAD
A | LJGOITER / THYROID TROUBLE S LJWORRY A LOT
T []CONSIDERED SUICIDE
LINECK PAINS OR LUMPS
5 [IBLEED / BRUISE EASILY
WHEEZING / COUGHING SPELLS M | CIANEMIA / LOW BLOOD
L | LJcouGH uP PHLEGM |
[JBLOOD DISEASE
U | [ISHORTNESS OF BREATH s O
g CJEMPHYSEMA E DENLARGED GLANDS / NODES
ACHING MUSCLES / JOINTS
A | LJcouH up BLOOD =
N | CJEXPOSED TO TB L VARICOSE VEINS
D | [JHEART RACING / PALPITATIONS ﬁ LILEG CRAMPS / PAINS
'E CJHIGH BLOOD PRESSURE E CIpAINFUL FEET
A | CISWOLLEN FEET OR ANKLES o | LIcANCER
$ LICHEST PAINS g LJPROLONGED FEVER
LIHEART ATTACK ClOTHER
LIHEART MURMUR
\ O CIWEAK URIN STREAM ClimPOTENCE e
g N | LJPROSTATE TROUBLE LJCHANGE IN SEX DESIRE g N
N '\‘( CJLuMP ON TESTICLES [JBURNING OR DISCHARGE N '\‘(
w (v) CHECK IF YOU HAVE HAD OR COMPLETE AS REQUESTED THE ITEMS INDICATED BELOW w
0 O \Oceasarean Sec. OToxemia Number of Pregnancies| Number of Date of Last Date Any Menstrual | o O
m N ) Miscarriages Pap Smear Menstruated Problems? m N
gL DHysterectomy DLumps in Breasts E L
N Y / Last N Y
CLINIC
Please Ask Physician for Your Service Ticket Following Exam. PHYSICIAN'S
SIGNATURE M.D.




