ST. VINCENT’S SOUTHSIDE 1 MEDICAL HISTORY FORM   (Please address all questions – thank you!)
PATIENT NAME:________________________________  DATE: __________________________
PLEASE LIST ALL ALLERGIES AND REACTIONS TO EACH:
	ALLERGIES – DO YOU HAVE ANY DRUG ALLERGIES?  Yes / No
	

	Drug
	Reaction
	Drug
	Reaction

	                
	
	                              

	
	
	

	
	
	

	
	
	

	DO YOU HAVE ANY ALLERGIES TO:  (Circle yes or no)

	Latex                Yes / No   Reaction:

	IV Contrast       Yes / No   Reaction:

	Iodine               Yes / No   Reaction:


PLEASE LIST ALL MEDICATIONS TAKEN: (Continue on back if more space is needed)
	     Drug 
	Dosage (mg)
	Number of times taken per day
	     Drug 
	Dosage (mg)
	Number of times taken per day

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Y   N
	ARE YOU WILLING TO HAVE A BLOOD TRANSFUSION IF NEEDED TO SAVE YOUR LIFE?


	SOCIAL HISTORY:  (Please check box and fill in the blanks)

	
	Alcohol – Type:                                                                               Amount per day:


	
	Tobacco – Type:                                                                             Amount per day:

	
	Steroids and/or Illegal drugs – Type:                                              Amount per day:


	
	Special diet (circle):  Diabetic,  Weight Watchers,  Atkins,  Sugar Busters,  Other (specify)

	
	Current or most recent job:







	
	Religion:

	
	Marital History:    ( Married
( Single
( Separated
( Divorced
( Widowed

	
	Living situation:
( alone   ( with spouse   ( with partner   ( with parents / custodian   ( with children   ( at school   ( other


	CURRENT BIRTH CONTROL METHOD: (circle one)
Pill          Patch          Ring        Shot           Partner has vasectomy          Tubal ligation          Essure/Adiana           Hysterectomy       IUD           Natural Family Planning         Abstinence

	Condom use:
     ( always            ( most of the time            ( rarely            ( never                                                    


	ABUSE AND DOMESTIC VIOLENCE HISTORY:  (Please write yes or no in the box to the left)

	
	As a child or teen, were you sexually abused or molested?

	
	As an adult, were you sexually abused or molested?

	
	Are you currently being sexually abused, threatened or hurt by anyone?


HEALTH SCREENING:
Last Pap Smear 
    Year________   □ Normal    □ Abnormal  __________________________________
Last Mammogram    Year________   □ Normal    □ Abnormal  __________________________________

Last Bone Density    Year________   □ Normal    □ Abnormal  __________________________________

Last Colonoscopy     Year________   □ Normal    □ Abnormal  __________________________________
SURGICAL HISTORY: 




RACE: (circle one)
	   Date
	 Surgical Procedure

	
	

	
	

	
	

	
	

	  
	

	
	

	
	

	
	

	
	




White, Black, Asian, Pacific Islander, 

Native Hawaiian, American Indian


ETHNICITY: (circle one)



Hispanic or Latino



Not Hispanic or Latino


LANGUAGE: ________________________

PREFERRED METHOD OF CONTACT:


(circle one)


Phone, Postal Mail, E-Mail

PREGNANCIES: (Including miscarriages)
# of Pregnancies: _____
     #Premature Births: _____

# Miscarriages: _____
    # Living Children: ___

	Born Month/year
	Baby’s Sex
	Weight at Birth
	Weeks Pregnant
	Hours in Labor
	Type of Delivery
	Type of Anesthesia
	Complications

	 
	 
	         Lbs       oz 


	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 

	 
	 
	         Lbs       oz 
	 
	 
	 
	 
	 


	PERSONAL MEDICAL HISTORY:  (Please ( if you have been diagnosed with any of these conditions)

	Condition:
	· 
	When Diagnosed
	
	Condition:
	· 
	When Diagnosed

	Heart disease
	
	
	
	Kidney problems
	
	

	High blood pressure
	
	
	
	Osteoporosis
	
	

	High cholesterol
	
	
	
	Cancer (type)
breast (age)
	
	

	Stroke
	
	
	
	
melanoma
	
	

	Depression/suicide
	
	
	
	
ovarian
	
	

	Alzheimer’s / Dementia
	
	
	
	
Colon
	
	

	Free bleeder
	
	
	
	Other (Please specify)
	
	

	Birth defect
	
	
	
	Anesthesia problems
	
	

	Blood clots in legs or lungs
	
	
	
	Alcohol / Drug abuse
	
	

	Abnormal Pap Smear
	
	
	
	
	
	

	Other:
	
	
	
	
	
	

	
	
	
	
	
	
	


FAMILY HISTORY: (Please check if any of your family members have had the following & please include which relative)

	 
	Mother
	Father
	Brother
	Sister
	Mom's Mother
	Dad's Mother
	Mom's Father
	Dad's Father
	Aunt
	Uncle

	Breast Cancer
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Colon Cancer
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ovarian Cancer
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Heart Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	High Blood Pressure
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Diabetes
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Stroke
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Other Cancer  Please Specify:
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Other Please Specify:
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


PATIENT’S NAME: (Please Print)________________________________  DATE OF BIRTH: _________
St. Vincent’s 1 Division   Fax to 296-1040, or mail to 6885 Belfort Oaks Place, Suite 300 Jax. FL 32216

