BROOKS-SMITH LOWE INSTITUTE

Name Date of Birth Age

Address Phone (H) (W) (@)

Occupation Email: DATE

FAMILY HISTORY [F ANY BLOOD RELATIVE HAS SUFFERED ANY OF THE FOLLOWING - PLEASE CIRCLE THE NUMBER AND INDICATE RELATIVE

1) EPILEPSY 6) THYROID 11) OSTEOPOROSIS 16) ALCOHOLISM

2) MIGRAINE 7) HAYFEVER 12) BLEEDS EASILY 17) CANCER

3) MENTALILL. 8) ASTHMA 13) HEART DISEASE 18) HIGH CHOLESTEROL

4) GLAUCOMA 9) ANEMIA 14) STROKE 19) OBESITY

5) DIABETES 10) ARTHRITIS 15) HYPERTENSION 20)

HOSPITAL YEAR ILLNESS OR OPERATION YEAR ILLNESS OR OPERATION

ADMISSIONS

not including

pregnancies
LIST ALL MEDICATIONSYOU ARENOW TAKING VACCINE Your last TEST/EXAM  Your last
ALLERGIES year year

Tetanus Rectal / stool
Chickenpox Cholesterol
Hepatitis Eye
Influenza Dental

MEDICAL HISTORY MARK (C) FOR CURRENT PROBLEMS. CHECK J AND INDICATE AGE WHEN YOU HAD ANY OF THE FOLLOWING SYMPTOMS OR DISEASES

MAINPROBLEMS 1) 2) 3)

L] Migraines [ Loss of appetite — recent L] Diabetes L] Thq roid disease [ Alcohol oz per week

I:‘ Decreased Heaying D Difficultg swallowing D Seizures I:‘ Stroke I:‘ Smoking cig/ dag # yrs
Ringing in ear U Heartburn [ Peptic ulcer [ Tremor / hands shaking yr. Quit
Ear infections — frequent Persistent nausea / vomiting Muscle weakness [Coffee / tea cups per day

I:‘ Dizzt] spells D Fainting spells

O Failins vision ] E.L)e pain

D Double or blurred vision

] Eye infections — frequent

O Nose bleeds — recurrent

] Sinus trouble

D Sore throats — {requent

D Haqfever / Allergies
Hoarseness — prolonged

I:‘ Pneumonia / Pleurisg

Ol Bronchitis / Chronic cough

D Asthma / Wheeziug

[ IShortness of breath:

I:‘ Chest pain

] High blood pressure

O Heart murmur O Palpitations

lrregular pulse[1Swollen ankles

D Leg pain — when walking
I:‘ Varicose veins / Phlebitis

DONOT WRITE BELOW THIS LINE

Abdominal pain — chronic
[ Gall bladder trouble
D Jaundice / Hepatitis
O Change in bowel habits
D Diarrhea I:‘ Coustipation
D Diverticulosis D Cyohn’s/ Colitis
O Bloodg and tarry stools
D Hemorrhoids D Hernia
[ Urine infections — frequent
D Blood in urine I:l Kidueq stones

Urination ~ [l overnight > than twice

O Painful O Loss of control
Decrease in force / flow

D Venereal disease

O Urethral dischayge

O Chronic fatigue

O Weight loss [1Gain - recent

D Anemia D Bruise easih)

O Cancer

Numbness / tingling sensations
[l Headaches — frequent
DArthyitis / Rheumatism
O Back pain — recurrent

D Bone fracture / joint injury
LGout [ Osteoporosis

D Foot pain D Cold numb feet
D Rashes D Hives

D Psoriasis D Eczema

D Sleepiug or concentration diff.

De}JYGSSiOl’l NeYVOllSl’leSS

DAgitation ] Memory loss
[Moodiness[1Suicidal thoughts
D Phobias I:‘ Mental illness

] Feelings of worthlessness

| Rheumatic fever O Polio
[IScarlet fever [ 1Chicken pox
] Mumps [ German Measles

D Tuberculosis D Herpes

LIHIV

Recent hair loss

MALES - [J RECTAL EXAM
Date of last exam
FEMALES —please complete
Menstrual flow:
O Reg. ] Iyres. I pain / cramps
Daysofflow  Lengthofcycle
Date — It day of last period

| Pain/l)leeding during or after sex
Number of:
Preguaucies Abortions
__LiveBirths
Birth control method
BC. pill (name)
[l Flushing/ Menopause
Date of last PAP test

[JNormal [JAbnormal
Date of last Mammogram

D NOYl‘l’l("ll D Abl’lOYI’l’lal

Miscarriages

SYNOPSIS




