
Date: Name: DOB: Phone #:

Address:

Referring Dr: Primary Dr:

Other Doctors You See:

REASON FOR OFFICE VISIT:

Medical History:
Do you have, or have you had, any of the following:

[    ] Heart Disease [    ] Breathing or Lung Disorder [    ] Kidney/Bladder Problems [    ] Thyroid Disease

[    ] High Blood Pressure [    ] Tuberculosis [    ] Stomach/Bowel Problems [    ] Osteoporosis

[    ] Heart Attack, Date:_______ [    ] Blood Related Disease [    ] Hepatitis/Liver Disease [    ] Visual Disorder

[    ] Pacemaker [    ] Sickle Cell Anemia [    ] Chronic Pain [    ] Cancer

[    ] High Cholesterol/Lipids [    ] Multiple Myeloma [    ] Arthritis [    ] Radiation

[    ] Stroke [    ] Blood Clots [    ] Shingles [    ] Chemotherapy

[    ] Convulsions/Seizures [    ] Diabetes [    ] Sexually Transmitted Disease

Other Medical Problems:

Gyn History:
Age at first period: Date of last period:

# of pregnancies: # of live births:

Age at first pregnancy: Miscarriages:

Date of Mammogram: Last PAP/Pelvic:

Have you been on hormones?

Previous Surgeries/Hospitalizations (give dates):

Have you had any x-rays recently?   If so, where

Date(s) of x-ray(s):

Medications You Are Taking Now (include prescription drugs and dose, over the counter drugs, herbal preparations & vitamins):

 

 

 

  

Allergies:

�
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Drug Store:

Date of last immunizations (flu, pneumonia, tetanus):

Family History:

Children

(List Separately):

Mother:

Father:

Brothers and/or

Sisters

(List Separately):

Do any other family members have cancer or a blood disorder?  If so, who and what:

Social History: M   S   W   D   # Children:

Primary Care Giver (contact person):    Home phone #:

  Phone # other than home:

Patient's Occupation:

Are you presently working: [    ] Yes [    ] No [    ] Full-time [    ] Part-time

Do you feel safe from physical and emotional abuse in your life: [    ] Yes [    ] No

Do you smoke or have you ever smoked? [    ] Yes [    ] No   # Packs/day     How long?

When stopped?

Do you drink alcohol? [    ] Yes [    ] No Amount  Do you use unprescribed drugs? [    ] Yes [    ] No

Physical limitations:

Agencies currently involved in Home Care (home oxygen):

Communication:
[    ] No limitations [    ] Visual impairment [    ] Learning/reading difficulty

[    ] Hearing loss [    ] Retardation [    ] Other:

[    ] Speech difficulty

Education:     Highest grade completed:   Religious Preference:

Do your beliefs prohibit receiving blood/blood products? [    ] Yes [    ] No

Previous blood transfusion? [    ] Yes [    ] No Previous reaction? [    ] Yes [    ] No

Do you have a North Carolina Living Will or Healthcare Power of Attorney? [    ] Yes [    ] No

If NO, would you like information on either? [    ] Yes [    ] No Information given? [    ] Yes [    ] No

Are you an Organ Donor? [    ] Yes [    ] No Information given? [    ] Yes [    ] No

Patient Signature:  Physician Signature:
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HEMATOLOGY/ONCOLOGY HISTORY FORM (continued)

Deceased Health Problems or Cause of Death


