ALABAMA DEPARTMENT OF PUBLIC HEALTH
PATIENT SELF HISTORY UPDATE FORM

For office use onIy: [0 Cancer Detection [ Family Planning
O Well Woman [0 WISEWOMAN [ Deferral [ Problem visit

Name:

Date:

Reason for your visit:

Last Menstrual Period:

Current Birth Control Method:

Since your last visit, have you developed any new drug allergies or intolerance? [ Yes [ No

If yes, please give details:

Since your last visit to our clinic, have you started any new medications, including over-the-counter medications, herbal medications, vitamins
or minerals? [1 Yes [J No If yes, please list the new medications

Since your last visit to our clinic, have you been to the emergency room, been admitted to the hospital, or had any new surgeries? [1 Yes [1No

If yes, please write where and when:
If yes, please check any that apply:
[OMammogram (breast x-ray)
[OBlood work

[vision

COMRI

List where and when you had the tests done.

Have you ever had any sexually transmitted diseases? [ Yes [1 No
OGonorrhea [Vaginal infections

[ Trichomonas
O HPV

OChlamydia
O HIV

Are you up to date with your Immunizations? [ Yes

[OPap smear (for women)
OX-rays

[JDEXA (checks for bone loss, or osteoporosis)

CICT (“CAT” scan)

[OColonoscopy
[JECG / EKG (heart)
Cother

O No

If yes, check all that apply
[ Hepatitis C [JGenital warts

If no NEW symptomes, history, or medications (STOP HERE.) Otherwise, please complete below.

NEW Symptoms: Check all that apply.

WWeight loss or gain

UFatigue

UFever, chills, or sweats

WHeartburn

UNausea

Uskin rash

Wvision / Hearing problems

WBlurry or double vision

U Numbness/tingling/weakness of
extremities

WNon-healing sores

ULumps / Swollen glands
UTrouble swallowing

U Breast Lumps, Nipple Discharge, Pain
Wshortness of breath

UChest pain or discomfort

W Constipation/ Diarrhea/ Bloodinstool
U Rectal bleeding

UThirst

WUrinary urgency

UPain/burning with urination
UCcalf pain with walking

UDizziness

UFainting

UHoarseness

WHeadaches — migraine or tension
WHeat or cold intolerance
Wvaginal/Vulvar itching or irritation

COHerpes — genital

OSyphilis

WDepression

UAnxiety

UAbdominal or pelvic pain
WUrinary leakage
Wvaginal dryness
Uvaginal bleeding

WHot flashes

UVaginal discharge

Patient Signature and/or Signature of Interpreter/ Translator #

Nurse’s Comments:

Reviewed By: Nurse’s Signature

Physician or Nurse Practitioner Comments:

Physician or Nurse Practitioner Signature




