MEDICAL ASSOCIATES OF SW VA PHONE 540.951.3311

810 HOSPITAL DR " o o -
BLACKSBURG VA 24060 ' patient Medical History. -
Last Name 7 First Name Batgjqf-'as_rth . Age'- ' Todays Date
_ ' _ Race (Circle Onej  Caucasian,  Black Hispanic Other.
Occupation e .
.Ltanguagels): . ..

"Reason for Appointment.

Con'titnuerdn séparéte page if nécessary . .

'S Prasently Taking (Dose & Fr

Medicatior it
. . - oo MesfNo Yes/Mo
Allergies  con't on separate page - ‘Alechel Use? S Tobaceo Use?
How Much _ How Much |
How Long — How Long __: . ;

Past Medical H:story
Have you had or do.you have any ¢fthe fotlawmg lllnesses/dusease(s}'? o

YES NO YES . NO
-1 Rheumatic Fever : _ — 22 T—anors e
. ver: L 23, Arthritis - T
3. Infectious Mord ____ 24. V.Ds{VenerealDisease) -
4. Measies . . Gonorrhea- T
5. Chickenpox : o Syphilis .
6. Pneumonia. . . e e - Chiamydia; - o
7. High Blood Pressure e o 25, T.B skintest ) e
8. Diabetes (high blood-sugar) : ' Year fast test done
9. Heart Disease/problems B ; Test rasults: .+ OF (cuh:ies:qne)'_

.26+ Treated-for L.B;. .
Year and’ length ef treatrnent

. 27.  Havewyou had: HIV: ‘test.

10: Migraine Headaches. . - -

13. Pancreas prabiems . . Test results: -+ or - {circle Gne)

14, Gallbladder disease/problem e When last HIV-test-done ______

15, Jaundice {yellowlsh colored skin) S 28. Sejzures, convulsions

16. Colitis (episodes of diatrhea) ' 29. Confinement by iiiness orinjury .

17. Kidriey diseasefinfections. R 30. Psychiatric disorder j

18, Kidney stones/renal stones 31 Any-other nervous disorder

19 Asthma o 32. Head orspinal injuries -

20. Bronchitis’ e . 33. History-of traumia- : L
21. Emphysema _ 34, Do you have an "Advanced Diréctive"? s

If the answer to any of the above questions is yes, pléase explain {i’f'hbspitélized,'-piéaéé"givél’ﬁﬁys'iéians, hospital and date’

Previous surgeries or pmcediqreé {please give surgeon, haspital and date):

Have you 're'centiy had-any of these symptoms?

YES NO SR YES NO

34, Blurring of vision, double vision, ) 43, Persistant cough?

yellow hales around lights? ' 44, Chest palns and/or shortness of
35, Hearing loss ar ringing in ears? breath (circte response)
36. Frequent nose bleeds? 45, Numbness or weakness in arms,
37. Blood in stools or on toilet paper? hands, fingers, legs, feet, or toes?
38. Pain in legs or hips with walking? 46, Weight gain or loss? (circle)
39. Swollen legs in evening or upon 47, "Night cough" or "night sweats"

Fising in morning?: (circle response)
40. Persistant hoarseness or change 48. Entarged lymphnodes or tender

in voice? lymphncdes
41. Dizziness or lightheadedness 49, Painful or difficuity urinating

42. Constipation or irregular BM 50. Frequent urination or nocturia




MEDICAL ASSOCIATES OF SW VA PHONE 540:951.3311
810 HOSPITAL DR
BLACKSBURG VA 24060 Patient Medical History

if the-answer to any of the itemns at the bottom of the reverseside s yes, pieasé;.exp!ain:

Family History:
Dogsanyfamilymember of relative-dve gy of the following?

. Diabetes-Mellitts

. High Blood Pressure

. Heart Disease or probiéms
. Lung: Digeaseor problems:
. Selzires, fits; convulsions 0 .. . "5 RiBeny
Blood disbrders g, Anaria e 7. Hepatitis
8 ‘5 :GF$RHEMM§ NS S T e
9, Manital diserders-eg, Psychosis.
10. Genetic:disorders ("bom with")
11. Bone disease

12. Cancer or Tumors

R N Y. I NV W

5

If the answer to:any of the above’ qdés_tiij‘hé—‘ts?yes,:ga!éé;sﬁ explain:

How many pregnapies? LJvebfrths? ... Abortigns or Miscarriages?. .. . _ C-sections?

Are you pregnant? _ . —¥ES NEJ E Lastmenstmaticndate S AN SR

o Patlel . Ovarestemovedtio-.  VES |

b

. Present cami-érce‘pﬁcm;méthod:"Bfi’-’-&ivéénti-ql;ﬁi o Norplant . ‘Diaphragm _____ 1UD, Condom
'Sp‘ermlclde-(xga;_;iaalféam) : None - :

Camplications from any of the above. birth control methods:. e _YES . NO IF yes, explain:

How old were you whien.your periods Started? _____ Ageof menopauses

~ GYN Infettions (eg.> Uterus, cérvix, ovaries) or vaginal hfectioris?

SCREENING TESTS: SR | |
DATE  NORMAL ABNGRMAL . ' If abnormal, please expiain
1. Pap - o . . . s

2. Breast Exam:

. 3. Mammogram

4. Rectal Exam or Stoo! Blood Test

5. Sigmoldoscopy or Colonoscopy

6. Eye Exam




