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MName
Age

Primary Care Frovider
" When was the fasi visit with your Primary Care Provider?

SOUTHEAST OB/GYN, ESTABLISHED ANNUAL HISTORY FORM

Phone #

p.5

Ctrev Y

Brate

Birth Date

Marital Status: § M Sep W D Cumrent Job

Office Location

-__List current medications / vitamins / herbs

List any known drugs you are allergic to including Intex

Birth cantrol method

No

Yes ‘

't Have you had uny new medicat problems or surgesies since your tast visit? Please describe:

Y1 Have any of your family members had any new medicat problems or surgeries since your last visit? Please describe:

REVIEW OF SYSTEMS: Arc you éxpericncing any problems the fellowing conditicns? Please indicate yes or no to ail.

No Yes No Y No Yes )
i1t Wi koss/pain > L0 ibs i1 1 Epilepsy/seizures C U Breast discharge
it Fatgue 0 3 Diabetes {i O Breast problems
i if Chesl pain J O Thyroid preblems 3 i Constipationfdiarrhes

Heart palpitations 1 [ Dizziness 3 [} Abdominal pain

Edemasswelling i £l Numbness or tingling {1 01 Bloody stool

Freguent cough of extremities 0 0 Urinary urgency/frequency

! Sharness of breath J il Headaches 1 U Loss of urine
< Muscle weakness & O Bruising 11 [} Urinary problems
Loss of heighi O (I Unosual bleeding U L Sexuval problems
3 Depressionfanzicty 3 O Swollen glands 0 i Vapmal problems
L 4 Physical/mental abuse [t ti Rashes {1 O Abmommalfirregular periods
v :] Hot flashes LI £ Breasi pain
WELLNESS

No Yes ) Date af your kast:
0 1 Smeke How much per day How long_ Pap Smeur
i Ui Drink alcohol How muchi per day How long Mammogram
R E Us.x? d_rugs How much per day, How long Bone Densily st
ti it Caffeine How much per day How long_ Cholesterol tesl (if over age 35)
P . ; P B
it 1f Getenough calcium {1200 mg daily)? Tet . it :
1 U Do monthly s¢if breass cnams? etanus iramy mz:u.‘lon '(Wﬂf.:r 10 yrs)
i 31 Always wear your seat hele? Pnewmonia immunizaton {if over ape 65}_ .
it i1 Exercise? Type & freq. Sigmoidoscopy/colonoscopy (it > age 50}
2 11 Are you current with dental care? Stond 1est for bloed (iy over age 50)
b1} Are youon any paticular diet?
it t¢ Do you have u health care proxy?

¢

4 3 Gardzsit Vaccinations compleed §if < age 27)

DO YOU WANT INFORMATION REGARDING:

t1 Vitanuns &1 Colon cancer

1! Osteoporosis Ll Infertility

I Contraceplion O Menopause
DO YOU WANT:

i1 A chaperone With Examm {1 HIV Testing

'1 Self breast exams

1 Health care proxy

1 Advance care direclives

(0 Usine Loss

0 Hormone replacement therapy
O Sexually transmitter diseases

[0 Sexual Disease Testing

Do you have any problens or concerns that yon would like o discuss with your physician today?

Pagient's Signatore

Pate

OFFICE USE ONLY:

I have reviewed e abave and personally discussed with the patient

M.D. Date




