Mountain View Family HealthCare, P.C.  

Patient History Form

Name: ______________________ Date of Birth:________________ Today's Date:________________ 

Allergies to medication(s) and reaction when taking them: ___________________________________

______________________________________________________________________________________
PAST MEDICAL HISTORY

Childhood illnesses (examples: rheumatic fever, asthma, measles, chicken pox):

______________________________________________________________________________________
____________________________________________________________________________

Chronic adult illnesses (circle and/or fill in all that apply) 

Diabetes: On insulin? Y   N    date started insulin:____________;   High blood pressure;     

Thyroid: too high or too low;    Asthma;  COPD (emphysema);   Depression;   Anxiety;   
Arthritis;  Bipolar;   Chronic Pain:  location of pain:________________;  Migraines

Other illnesses/injuries (including broken bones, injuries not requiring hospitalization):

______________________________________________________________________________________

______________________________________________________________________________________

Surgeries (operations) AND/OR illnesses requiring at least one night of hospitalization:

   DATE                  SURGERY OR ILLNESS                              CITY WHERE HOSPITALIZED
1._____________________________________________________________________________________ 

2.____________________________________________________________________________________
3.____________________________________________________________________________________
4.____________________________________________________________________________________
5.____________________________________________________________________________________

SOCIAL HISTORY

Are you currently smoking or chewing tobacco (including cigars and pipes)?   Yes    No    


How many packs per day? ____________ How many tins/week/month?__________

Have you ever smoked/chewed tobacco in the past?  Yes     No     
Average use per day/week/month?_________________

Do you (or someone you care about) have an issue (past or present) with drugs? Yes  No  

Caffeine intake:   Coffee: ______ cups per day;   Caffeinated tea:  ______ cups per day;  None

Alcohol intake:  Beer:  ______ cans per day/week/year; Wine:  ______ glasses per day/week/year; 

hard liquor: _____ ounces per day/week/year;  None

Have you ever had trouble with alcohol in the past?  Yes   No       
Do you feel you are having a problem now?  Yes   No
Employment:  Full time    Part-time   Retired

Current Occupation (past if retired or not currently working): _______________________________

Education:   Finished high school?  Yes    No   Years of college completed:______ major: _________
Other education: (Associate degree, technical school, trade school, graduate school): _______________________________________________________________________________
How often do you exercise?_______________  What kind of exercise/activity? __________________
Are you currently in a sexual relationship?   Yes   No       New partner in the last year?  Yes   No    

Current living situation:  Living alone?  Yes   No 

Married:  year of marriage ________ #of times married________;  

Single   Separated    Widowed   Divorced   Living with partner/roommate

Children:


1. Sex:  M   F  birth year: _________  Living:  Yes   No


2. Sex:  M   F  birth year: _________  Living:  Yes   No


3. Sex:  M   F  birth year: _________  Living:  Yes   No


4. Sex:  M   F  birth year: _________  Living:  Yes   No
FAMILY MEDICAL HISTORY (Chronic illnesses include high blood pressure, diabetes, heart disease, thryoid problems, colon problems, mental health problems, etc)

I was adopted: Yes   No   (If yes and history of biological parents known, fill in, otherwise go on to Preventative Medicine section)

Mother: Living / Deceased at age: ______ Chronic illnesses:__________________________________ 
Cancer (breast, colon, ovarian or other?) Age?:______________________________________
Father: Living / Deceased at age: ______  Chronic illnesses: __________________________________ 
Cancer (prostate, colon, other?) Age?:______________________________________________
Sister(s): Chronic illnesses:_______________________________________________________________ 
Cancer (breast, colon, ovarian or other?) Age?:______________________________________
Brother(s): Chronic illnesses:_____________________________________________________________ 
Cancer (prostate, colon, other?) Age?:______________________________________________
Maternal Aunt(s): Chronic illnesses:_______________________________________________________

Cancer (breast, colon, ovarian or other?) Age?:______________________________________
Paternal Aunts(s): Chronic illnesses:_______________________________________________________

Cancer (breast, colon, ovarian or other?) Age?:______________________________________
Maternal Uncles(s): Chronic illnesses:_____________________________________________________

Cancer (prostate, colon, other?) Age?:______________________________________________
Paternal Uncle(s): Chronic illnesses:_______________________________________________________ 
Cancer (prostate, colon, other?) Age?:______________________________________________
Any other illness in the family? 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
PREVENTATIVE MEDICINE (Please fill in most recent year completed) 

Immunizations: Td (Tetanus):_________    TDaP (Tetanus with pertussis):________ 
Hepatitis B:_________      Pneumovax (Pneumonia shot):_________ 
Influenza (flu shot):_________ Zostavax (shingles shot):_________ 
Gardasil (HPV shot):_________ 

Colonoscopy:_________  Precancer polyps found?  Yes  No    

Cholesterol:_________ Screen for diabetes:_________ Mammogram:_________ Pap test:_________ 

Bone Density Test:_________    
Do you have any of the following advanced directives?:   Living Will;    Durable Power of Attorney;    CPR Directive  
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