Averarr

Medical Oncology
& Hematology

1000 East 21st Street, Suite 2000
Sioux Falls, SD 57105
(605) 322-6900

Name

Age

Birthdate

Health History

Today’s Date

Date of last physical exam

Are you presently under a physician’s care for any condition? U Yes U No

If yes, please state condition
What is the reason for today’s visit?

Name of physician

SYMPTOMS Check (\) symptoms you currently have or have had.

CONSTITUTIONAL
a Chills

4 Fever

Q Loss of sleep

U Loss of weight

O Nervousness

0 Sweats, especially at night
EARS, NOSE, THROAT, MOUTH
Q Difficulty swallowing

U Hoarseness

Q Loss of hearing

Q Ringing in ears

EYES
O Low vision
O Double vision

SKIN

4 Bruise easily
O Hives

Q ltching

O Rash

Q Sore won't heal

CARDIOVASCULAR
A Chest pain

Q Irregular heart beat
U High blood pressure

O Low blood pressure
Q Poor circulation

U Rapid heart beat

Q Swelling of ankles
Q Varicose veins

NEUROLOGICAL

CARDIOVASCULAR (cont'd)

Q
Q
Q
Q

GENITO-URINARY

Q Frequent urination

Q Lack of bladder control
O Urgency

GU: FEMALES

Q Painful intercourse

O Vaginal discharge
Are you pregnant? U yes
Number of children

ENDOCRINE
4 Cold intolerance
O Heat intolerance

Q Dizziness Q
Q Headache Q
O Loss of consciousness a
O Numbness a

location a
U Shaking

Q

Q
Q
Q
Q
Q

dno

RESPIRATORY

Asthma

Shortness of breath
Coughing up blood
Persistent cough

MUSCLE/JOINT/BONE
Pain, weakness, numbness in:

Arms Q Hips
Back 4 Legs
Feet O Neck
Hands QO Shoulders
Fracture

GASTROINTESTINAL

Appetite poor
Constipation
Diarrhea
Heartburn
Nausea
Vomiting

OTHER (Please list):

CONDITIONS Check (¥) conditions you currently have or have had.

AIDS

Alcoholism
Anemia

Angina

Anorexia

Arthritis

Asthma

Bleeding disorders
Blood clots
Bronchitis

Bulimia

Cancer

Cataracts
Chemical dependency
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Diabetes
Emphysema
Epilepsy
Glaucoma
Goiter
Gonorrhea
Gout

Heart Disease
Headaches
Hernia

Herpes
Hepatitis

High blood pressure
High cholesterol
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HIV positive
Kidney disease
Liver disease
Migraines
Multiple sclerosis
Pacemaker/AICD
Pneumonia

Polio

Prostatitis
Psychiatric care
Rheumatic fever
Stroke

Suicide attempt
Thyroid problems

a Tonsillitis

Q Tuberculosis

Q Ulcers

@ Urethral discomfort/infection
Q Other (list):

ALLERGIES or ADVERSE REACTIONS TO MEDICATIONS OR SUBSTANCES

1.

2.

3.
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MEDICATIONS List medications you are currently taking (include dosage)

8.

9.

10.

11.

12.

13.

No |0 R N

14.

Pharmacy Name:

Phone number:

Surgeries / Special Tests, Procedures, Bloodwork (CT Scans Biopsies, MRI, X-rays) / Date, Place

Female Patients:

Last Menstrual Period:
Hormonal Use:

Last Pelvic Exam: By Dr.:

With whom do you live?

Are you able to care for yourself? UYes dNo
Is there any one else that can help you with your care?

SOCIAL HISTORY (Check (V) which substances you use and
describe how much you use and/or how often habit is engaged in)

Caffeine

What is your occupation?

Drugs

Are you receiving disability compensation? U Yes U No
Are you currently involved in litigation? UYes UdNo

Tobacco

Chemical Dependency

Signature of patient:

| certify the above information is correct to the best of my knowledge. | will not hold my doctor or any members of his/her
staff responsible for any errors or omissions | may have made in the completion of this form.

Date:

Signature of physician/nurse practitioner

Date:
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