Wesroads
Medical Group

Name:

First

Date of Appointment:

WMG Account Number:

Please check mark (¥) if you have experienced any of the following recently:

General

Skin

Head
Eyes

Ears

Nose

Mouth/ Throat

Lungs

Heart

Abdomen

Urinary

Sexual History

Endocrine

Allergic History

Bones/ Joints/ Muscles

Blood/ Lymphatic

Nervous System

Psychologic
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Insomnia
Fatigue

Hair/Nail changes
Pigmentation Changes

Headache

Glasses/ Contacts
Double vision
Visual Disturbance

Deafness
Ringing in Ears
Bleeding
Post-nasal drip

Sores
Bleeding gums

Last chest x-ray (Date: )
Chest Pain

Sputum

Last EKG (Date: )

Swelling of feet
Varicose veins
Blue lips/ nails

Indigestion/ Heartburn
Abdominal Pain
Change in bowel habits
Difficulty swallowing
Constipation

Pain in urination
Blood in urine
Hesitancy/loss of force

Contraception (Type: )

Testicular mass
Syphilis

Goiter
Excess urination
Excess thirst

Seasonal Allergies
Hives

Stiffness
Muscle weakness

Anemia
Lymph node enlargement/ pain

Faintness/ dizziness
Poor coordination
Headaches

Memory loss
Mood changes
Nightmares

Fever or chills

Itching
Eczema

Trauma

Burning
Pain
Cloudy Vision

Discharge
Pain

Obstruction
Sinusitis
Dentures
Hoarseness

Wheezing
Croup
Bleeding

Chest pain
High blood pressure
Phlebitis

Nausea/ vomiting
Blood in stools
Jaundice

Rectal discomfort
Hernia

Stones
Urination at night
Frequency

Sores/ discharge
Sex. Trans. infections
Gonorrhea

High blood sugar
Tremor

Hay fever
Food

Joint swelling
Muscle Pain

Abnormal bleeding
Excessive bruising

Difficulty walking
Different sensation
Speech problems

Phobias
Drug/ alcohol abuse
Sleep pattern

Weakness

Rashes
Psoriasis

Migraine

Tearing
Discharge

Dizziness

Discharge
Frequent Infections

Taste Changes
Teeth/ Dental Care

Shortness of breath
Cough

Murmurs
Leg Cramps
# of pillows you use

Stool shape/color
Diarrhea
Hemorrhoids
Use of laxatives
Excessive gas

Incontinence
Urgency

Impotence
Chlamydia
Herpes

Heat/ cold intolerance
Hormone therapy

Sensitivity to drugs
Asthma

Joint Pain
Transfusions

Paralysis
Convulsions
Weakness

Depression
Anxiety
Difficulty sleeping
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Patient Name:

WMG Account Number

Patient Medical History

Home Phone: Work Phone: Cell Phone:

Date of Birth: Age: Gender: Male [ Female [
Birthplace: Religion:

Marital Status: Single 1  Married [1  Divorced [ Widowed []

Ethnicity/Race:  Hispanic [J Asian [0  Caucasian [1  African American 1  American Indian [0  Other [J
Language: English .0 Spanish J American Sign Language L1  Other U

Referring Doctor: Address: Phone:

Family Doctor: Address: Phone:

Gynecologist: Address: Phone:

Orthopedic Surgeon: Address: Phone:

PERSONAL AND SOCIAL HISTORY

Do you live alone? Yes [ No [J  If no, who do you live with:

Are you presently employed? Yes [ No [0 Ifno,areyou: Retired [ Disabled [

Present Occupation: Full-Time O Part-Time[

Past Occupation: Unable to work since:

Education:

Do you regularly consume alcohol? Never [ In the Past [ Currently [
Average number of drinks per week (now or in the past)? 7 or less (O) I 8-14 (M) O 15+ (H) O
How would you describe your cigarette smoking? Never [] In the Past [ Currently []
How many packs per day do you (or did you) smoke? For how many years:

Do you use other tobacco products?  Specify: Never [ In the Past [ Currently (1
Does anybody smoke in the house in which you live? Never [ In the Past [ Currently (]
How many caffeinated beverages do you consume perday? 00 1-200 3-500 More than 5[] Occasional [
IV drug use or other recreational drug use? Never [ In the Past [ Currently (]

Have you engaged in high risk behavior for sexually transmitted diseases (anal sex, multiple sex partners, same sex)?

Where have you lived (geographically)?

Have you recently traveled outside of the US?
Have you ever had a Blood Transfusion?
Do you have any Body Piercings/ Tattoos?

How is your appetite?

Have you been gaining/losing weight?
Was the weight change intentional?

How much weight change have you experienced?

Are you on a special diet?

Exercise Habits:

Never [ In the Past [ Currently [
Yes [ No [ When/ Where?
Yes [ No [
Yes [ No [ When obtained?

Good O Stable O Poor [
Yes [ No [ How much?
Yes [ No [

Over how many months?

Yes [ No [0 What kind?

Sports or Hobbies:

Military Service:
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PATIENT MEDICAL HISTORY

Patient Name:

WMG Account Number

ALLERGIES:

Please list the all allergies that have given you reactions.
If possible, include your reactions (hives, welts, rash, itching, headaches,
nausea, diarrhea, passed out, shock, shortness of breath).

No Known Allergies []

MEDICATION ALLERGIES:
Please list the all medications that have given you

reactions.
If possible, include your reactions (hives, welts, rash, itching, headaches,
nausea, diarrhea, passed out, shock, shortness of breath).

Reaction

No Known Medication Allergies [

Anesthesia [

Name of Medication Reaction

Contrast Allergy [

lodine Allergy [J

Latex Rubber Allergy []

Seasonal Allergy [

Other O
Other O
INJURIES
What PRESCRIPTION medications are you taking at
this time? (Alternatively bring in an accurate list with you) Fractures Indicate Lor R | Year
Name of Medication Dosage | Frequency
Major Accidents Year
IMMUNIZATIONS
Immunization Year
H1IN1

Influenza (Flu) [

Pneumovax (pneumonia) [

What OVER-THE-COUNTER medications are you
taking?

(e.g. aspirin, Motrin, Tagament-HB, vitamins, etc.)

Shingles [

TB Skin Test [

Tetanus [

Other O
Other O
Other O

FOR WOMEN ONLY

Number of pregnancies:

Number of children:

Name of Medication Dosage | Frequency
CANCER
Location/ Type Year

Boys (list ages):

Girls (list ages):

Number of adopted/ stepchildren:

Number of Miscarriages:

Date of Last Pap Smear

Date of Last Mammogram

Date of Last DEXA
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Form of Contraception:
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Patient Name:

WMG Account Number
PATIENT MEDICAL HISTORY CONTINUED
SURGERIES (Please mark all surgeries you have had)
Month/Year Month/Year
Appendectomy (Appendix) [ Transplant (Specify: y U
Cholecystectomy (Gallbladder) [ Heart (Specify: y O
Tonsillectomy [ TURP O
Adenoidectomy [] Prostatectomy [
Eyes (Specify: y Knee Arthroscopy[]
Ears (Specify: y O Knee Replacement []
Nose (Specify: )y Hip Replacement [
Throat (Specify: y O Other Joint Replacement []
Brain Surgery [ Shoulder Surgery [
Breast (Specify: y Wrist Surgery[]
Colon/ Intestinal (] Back Surgery (Specify: )y O
Hernia Surgery [ Joint Fusion J
Weight loss (Bypass/ Banding) [ Spinal Fusion [
Heart Valve Replacement [ Coronary Artery Bypass Graft [
Hysterectomy (Indicate type of Hysterectomy: Total or Partial / Abdominal or Vaginal) [
Other U Other U
Other O Other O
Other ] Other Il
OTHER CONDITIONS
Month/Year Month/Year

Stroke [

High Blood Pressure []

Heart Attack []

Heart Disease [

High Cholesterol [

Congestive Heart Failure [
Abnormal Heartbeat/ Palpitations [
Blood Disease/Bleeding Disorder[]
Anemia [

Blood Clots [J

Hardening of the Arteries [
Treatment with Blood Thinner []
Diabetes (Circle: Type I/Type 11) [
Asthma [

Emphysema or COPD [

Hepatitis (Circle: Type B/Type C) UJ
Exposure to/Positive for HIV [

Tuberculosis (TB) U

Multiple Sclerosis []

Arthritis [J

Rheumatoid Arthritis [J

Osteoarthritis [(J

Psoriatic Arthritis [J

Osteoporosis []

Gout

Fibromyalgia [

Lupus [

Kidney Disease [

Seizure Disorder (Epilepsy) [

Thyroid Disease [

Stomach Ulcer (J

Cancer (Specify: ) [

Depression []

Antibiotic Treatment (past 2 mon.) [

Other O Other O
Other O Other O
Other ] Other O
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Patient Name:

WMG Account Number
FAMILY HISTORY
Age Health Age at Death Cause of Death
Father Good [ Stable [ Poor [
Mother Good [ Stable [ Poor [
Brothers: Good [] Stable [ Poor [
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Sisters: Good [] Stable [ Poor ]
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Maternal Grandfather Good [ Stable [ Poor [
Maternal Grandmother Good [ Stable [ Poor [
Paternal Grandfather Good [ Stable [ Poor [
Paternal Grandmother Good [] Stable [ Poor [
Spouse Good [] Stable [ Poor [
Sons: Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Daughters: Good [] Stable [ Poor [
Good [ Stable [ Poor ]
Good [ Stable [ Poor ]
Good [] Stable [ Poor ]

Please list all family members effected by the following:
Family History Unknown [/ Adopted //

M = Mother MGM = Maternal Grandmother MGF = Maternal Grandfather F = Father
PGM = Paternal Grandmother PGF = Paternal Grandfather B = Brother S =Sister O = Other immediate family

Alcohol Abuse Hepatitis B
Bleeding Disorder Hepatitis C
Blood Clots Hypertension
Cancer, Breast Irritable Bowel Syndrome
Cancer, Ovarian Kidney Disease
Cancer, Lung Mental llIness
Cancer, Prostate Osteoporosis
Cancer, Stomach Osteoarthritis
Cancer, Uterine Other Arthritis (please specify)
Cancer, Colon Pancreatitis
Cancer, Other Rheumatoid Arthritis
Crohn’s Disease Seizure Disorders
Diabetes Sickle Cell
Liver Disease Stroke
Gallstones Thyroid
Gout Tuberculosis (TB)
Heart Attack Ulcer Disease
Heart Disease Ulcerative Colitis
Other Other
Other Other
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