r MSU Health Care Adult Patient History

Patient Name: Date of Birth:

Preferred name, if other than given name: Phone number:

Welcome to Michigan State University Health Care. Please take a few minutes to fill out the following health
questionnaire. Please complete it to the best of your ability. If there are questions that you don’t understand, please
ask our medical staff at your visit. If there are questions you do not wish to answer, you may leave these blank.

What are the main health concerns you have that you would like to discuss today?
D
2)
3)

What are your medical care goals?
D
2)
3)

Allergies (including medications, foods, latex, etc.):

[ More listed on the back of this form

Reason Dose Frequency
Prescription Medications:
Over the counter Medications:
Vitamins, Herbs, & Supplements:
Did you receive all of your childhood immunizations? ONo [OYes [OUnsure
Date of last Pneumonia Shot: Date of last Tetanus Shot:
Date of last HPV Shot: Date of last Shingles Shot: Date of last Flu Shot:
IF FEMALE (OR ASSIGNED FEMALE AT BIRTH), FINISH THIS PAGE. ALL OTHERS PROCEED TO NEXT PAGE.
Date of last Mammogram: Abnormal Mammogram [ No [ Yes
Date of last Pap Smear: Abnormal Pap Smear O No 0O Yes
Date of last period (premenopausal): Date of last period (postmenopausal):
Regular periods O No 0O Yes Number of pregnancies:
Currently pregnant O No [ Yes Number of full term pregnancies:
Currently breastfeeding [ No [ Yes Pregnancies that ended in abortion O No [ VYes

Pregnancies that ended in miscarriage O No [ Yes

CONTINUED ON NEXT PAGE
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’“Q MSU Health Care Adult Patient History (continued)

Patient Name: Date of Birth:
FAMILY HISTORY 2%
i i |2 e
Check any medical conditions that apply past or present: N % 2 qE)
Q@ 3| c| T
< -+
O | was adopted & do not know my biological family history | 5| 5| 5| 8 & %
|  Z |l w ol o

ADHD

Acid reflux (GERD)

Addiction to alcohol or drugs
Allergies (environmental/seasonal)
Anemia (low blood count)
Anxiety

Arthritis

Arrhythmia (abnormal heart beat, such as atrial fibrillation)
Asthma

Autoimmune disease

Back problems

Bleeding disorder

Blood clot

Blood transfusion

Cancer

COPD/emphysema
Congestive heart failure (CHF)
Dementia

Depression

Diabetes

Disability

Fractures

Gastrointestinal problem
Headaches/migraines

Heart attack/ coronary artery disease
Heart problem (other)

High blood pressure

High cholesterol

Kidney disease

Liver disease
Methicillin-Resistant Staphylococcus
Aureus (MRSA) infection
Osteopenia/osteoporosis
Other brain or nerve disorder
Other mental health condition
Seizures

Sleep apnea

Stroke/TIA

Thyroid problem

Urinary problems

Other:

CONTINUED ON NEXT PAGE
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’F\\\“r MSU Health Care

Adult Patient History (continued)

Patient Name:

Date of Birth:

SOCIAL HISTORY

GENDER/SEXUAL IDENTITY

What is your birth sex? [OMale [Female OOther
What is your sexual orientation? OHomosexual
[Heterosexual [Bisexual O

What is your gender identity? [OMale OFemale
OTransgender OGenderqueer O

What are your pronouns? COHe/him [OShe/her
OThey/their O

PERSONAL/EMPLOYMENT
Are you employed? [ONo [OYes
If yes, what is your job?

If no, are you: [Looking for work
[INot looking for work [Disabled
CRetired—former occupation:

Marital status: OSingle OMarried CODomestic Partner
[OSeparated ODivorced [OWidowed
Who lives with you?

How many children do you have?

Highest grade level/degree achieved:

Describe any religious or cultural concerns that affect
how we provide your medical care:

Do you have advanced directives (medical power of attor-
ney, record of your end-of-life wishes, etc.)? [ONo OYes

ALCOHOL USE
Do you drink alcohol? [ONo OYes
If yes, how often?

How many drinks each time?

DRUG USE
Do you use any drugs (other than medications that a
doctor prescribed to you)? [ONo [lYes

If yes, which ones?

Have you used drugs in the past? [ONo OYes
If yes, describe:

TOBACCO USE
Do you smoke?

COCurrent smoker: Packs per day: # of years:
OFormer smoker: Packs per day: # of years:
Quit date:

OONever smoked
OOther tobacco/nicotine use:

SEXUAL ACTIVITY

Are you currently sexually active? [ONo [OVYes

Number of sexual partners in the last 3 months?

Who do you have sex with? COJMen OWomen [IBoth
Do you use condoms? [Always ONever [OSometimes
Do you use other forms of birth control?

LAlways [ONever [OSometimes

LIFESTYLE

How often do you exercise?
What type?
Are you on any special diets?

How many servings of caffeine do you drink daily?

CONTINUED ON NEXT PAGE

SAFETY AND MOBILITY

Do you have difficulty hearing? [CNo OYes

UNo OYes

Do you have difficulty caring for yourself? [ONo [Yes

Do you have difficulty seeing?

Do you have difficulty making ends meet at the end of
the month? [ONo [lYes

Do you have concerns about meeting basic needs (food,
ONo OYes

Do you have reliable transportation to and from your
[INo [Yes

Do you use any devices to help you get around (cane,

housing, heat, etc)?

doctor’s appointments?

wheelchair, etc)?

[INo [lYes
Do you have smoke alarms in your home? [No [Yes

Do you use seat belts routinely?

Do you wear sunscreen routinely? [CINo [OYes

MSU Health Care does not discriminate on the basis of race, color, national origin, sex, age or disability in its health program or activities.
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’“Q MSU Health Care Adult Patient History (continued)

Patient Name: Date of Birth:

(] More listed on the back of this form Hospital Date Reason

Surgeries/Procedures: (including implanted devices like pacemakers)

Hospitalizations: (Please list any previous hospitalizations you have had)

Other Medical Providers: (specialists, therapists, etc)

Date of last Primary Care Appt: Date of last Annual Visit:
Date of last Colonoscopy: Date of last Cholesterol Screening:
Date of last Dental Appointment: Date of last Eye Exam:

Date of last Bone Density:

CONTINUED ON NEXT PAGE
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r MSU Health Care Adult Patient History (continued)

Patient Name: Date of Birth:

REVIEW OF SYMPTOMS

Check any of the following symptoms you have experienced in the past 2 weeks:

GENERAL
LFever OChills OOSweats [Fatigue
OFeeling of ill health CISleep problems
Weight loss COWeight gain CIOther
Comment:

EYES, EARS, NOSE & THROAT
OVision loss OBlurry vision
ODouble vision OBlind spot
OFlashing lights Olrritated eye
OEye discharge [OEye pain

OEye redness [Earache

OEar discharge ORinging in the ears
[ONasal congestion ORunny nose
[OSore throat [OHoarseness
ODental problems OLoss of hearing
OClearing throat often OHearing aids
[ONose bleeds [Sinus pressure
OSwallowing problems [OOther
Comment:

HEART

[IChest pain [Rapid heart rate
LLightheadedness [Fainting
[IShortness of breath laying down
LIShortness of breath waking up
[IBlue skin or fingernail beds
[Leg swelling OOther
Comment:

LUNG

OCough-Dry OCoughing up mucus
[OCoughing up blood [[OWheezing
ODifficulty breathing [OChest pain
with breathing OSnoring OOther
Comment:

GENITOURINARY
OUrinating often

OUrgent need to urinate
[IBurning during urination
[IBlood in urine

IPain in your side

OUrinary incontinence
[IDecreased interest in sex
ODischarge from penis
Pain in scrotum

LISwelling in penis or scrotum
LGenital swelling

LGenital odor

LlErection problems
[OWaking at night to urinate
[IHard to keep stream going
[Genital sores

[1Vaginal discharge
[IProblems with periods
[OHot flashes

[1Vaginal dryness [IPelvic pain
[1Other

Comment:

MUSCULOSKELETAL
[IMuscle cramps

[IMuscle weakness

Joint pain OJoint swelling
OJoint stiffness [INeck pain
[IRestless legs [Other
Comment:

GASTROINTESTINAL

[ONausea [IVomiting

OVomiting blood [Diarrhea
OConstipation OOChange in bowel
movements [CJAbdominal pain
[IBlack stools [OHemorrhoids
Yellow skin or eyes [IOther
Comment:

SKIN

[JRash [OSores [Dry skin
Ultching OChanges in color
LINew mole or growth

[INail changes [IHair changes
[1Other

Comment:

BREAST

[IBreast lump [IBreast pain
CINipple discharge

CINipple changes [Other
Comment:

NEUROLOGICAL
OFrequent/severe headaches
OBurning or prickling feeling
CINumbness

OPart of the body is weaker
OSpeech difficulties
[1Seizure or convulsions
[1Balance problems CFalls
ODifficulty walking
IShaking or tremors
1Other

Comment:

MENTAL HEALTH

[IFeeling low, sad or depressed
LAnxiety OPanic ClFear or worry
ODifficulty in concentrating
OThoughts of hurting self or others
[IFeeling that people are out to get you
OOverly afraid of something
[1Seeing or hearing things that can’t
be real

1Other

Comment:

ENDOCRINE

OAlways feel cold OAlways thirsty
1Other

Comment:

BLOOD RELATED

[lEasy bleeding [IEasy bruising
OLow blood/anemia OSwollen glands
Females: OOBleeding during or after
delivery (post-partum hemorrhage)
1Other

Comment:

ALLERGY & IMMUNOLOGY
Hives [JSeasonal changes
Oltchy eyes/nose

CIHistory of frequent infections
1Other

Comment:
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