HEALTH HISTORY THE WORK CLINIC

1. Fill out information and check box X for “yes” OR leave blank [ for “no”

Full Name Pregnant | (Yes [ONo
Hobbies Gender 0 Male [0 Female
Allergies C1Other:
Current Status OMarried  OSingle
Medications [IOther:
Personal Health History Social History | Immediate Family History
CIHigh blood pressure CJAsthma/lung disease CTobacco If yes, indicate whom (mother, father, sister, etc.)
[IHeart disease CIKidney disease/dialysis DlAlcohol CHeart Disease:
[IHead/brain injury OlLiver disease/cirrhosis LIMarijuana [IDiabetes:
CDiabetes CINervous or psychiatric LlCocaine DlAlcoholism:
CICancer (describe): disorder (ex: depression) CHeroin [Cancer:

CIOther (describe): CINervous or psychiatric disorder

OSurgeries (describe): (ex: depression):

2. Check box KX for “yes” if you have been experiencing these symptoms OR leave blank (1 for “no”:

General Head Respiratory Cardiovascular Endocrine
IWeight loss or gain | [DHeadache COCough/phlegm [IChest pain or [IHeat or cold
OFatigue OHead injury CCoughing blood discomfort intolerance
OFever or chills OVertigo OShortness of breath | LIMurmur [ISweating
COWeakness OMigraine LlPalpitations OThirst
Throat CISurgery CIFrequent urination
Skin Ears CIDifficulty swallowing
CRashes ODecreased hearing | OPain Gastrointestinal Psychiatric
CLumps CRinging CSore throat [INausea or vomiting | [INervousness
Oltching OPain OHoarseness LIAbdominal pain DlAnxiety
CIDryness ClEar discharge CINausea LlDepression
Urinary CHeartburn CIMemory loss
Eyes Nose [IBlood in urine OConstipation
[IVision changes [1Congestion CUrgency CDiarrhea Other (list/describe):
CIPain CIPain CIBurning or pain
ORedness OHay fever Olncontinence Neurological
OFlashing lights ONosebleeds [IDizziness
Vascular OFainting
Blood Disorder Neck LICalf pain with CINumbness
CEase of bruising OLumps walking . OHand tremors Not Applicable
LEase of bleeding LIPain I:lLeg.cramp|r.1g OTingling hands or [INo symptoms at all
CAnemia OIStiffness [Varicose veins feet

3. Please sign and date below:

Signature: Date:




