
 

 

SOUTHWEST FAMILY PHYSICIANS       COMPREHENSIVE INITIAL HEALTH HISTORY 
 
 

NAME________________________________AGE_______DATE___________BIRTHDATE_______________ 
 
How sis you hear about us?______________________________________________________________________ 
Why are you seeing us today?____________________________________________________________________ 
Briefly describe your present symptoms ( if any ) ____________________________________________________ 
____________________________________________________________________________________________ 
Please list any other physicians you are seeing and what you are seeing them for. ___________________________ 
____________________________________________________________________________________________ 
 
Please review the following & circle any problems you have              Please provide details: dates, duration &  
had or are currently having.                                                                    Doctors seen, if possible 
Problems with eyes, ears, nose, throat, sinuses, severe infections, nosebleeds, hearing   
      loss, ringing in ears, bleeding gums, Swollen glands, prolonged  hoarseness, 
      difficulty swallowing? 
Dizziness, fainting, seizures, severe headaches, stroke, tremor, weakness, numbness?   
Persistent cough, spitting blood, bronchitis, pleurisy or pneumonia, asthma,  
      emphysema, tuberculosis, shortness of breath ( lying flat or with exertion ) 
      wheezing or allergies? 
Chest pain, irregular beats, high blood pressure, rheumatic fever, heart murmur, heart 
     attack, swollen ankles or hands, high cholesterol or hardening of the arteries? 
Diseases of the stomach, intestines, liver or gall bladder: persistent nausea or  vomiting, 
      ulcer, hernia, appendicitis, colitis, diverticulitis, hemorrhoids, black or bloody 
      bloody stools, recurrent heartburn, pain, constipation, diarrhea, or change in bowel 
      habits? 
  Sugar, protein or blood in urine, kidney stones or disease, frequent bladder  infections, 
      urine leakage or pain, prostate or genital problems, decrease in force of stream?            
Diabetes, thyroid or other endocrine disease? Goiter? Excessive thirst or  urination?       
Back pain, sciatica, rheumatism, arthritis, gout or problems of the muscles, bones 
      or joints? 
Deformity, lameness or amputation? Any history of upper body irradiation? 
Skin problems: skin cancer, lumps, hives, eczema, psoriasis, large dark irregular or  
      changing moles, jaundice, varicose veins, itching, non-healing sores or other rashes? 
Bleeding disorders, blood clots, anemia, or easy bruising? Any blood transfusions? 
Physical or sexual abuse? 
Significant changes in weight or appetite in the last few years? Overweight or underweight? 
Problems with severe fatigue, especially during the day? Frequent fevers or chills? 
Measles, mumps, chicken pox, polio, rheumatic fever, TB, mononucleosis or AIDS? 
Accidents, fractures, injuries or emergency visit? Toxic exposures? X-rays taken? 
Gonorrhea, herpes, Chlamydia, genital warts, penile discharge or other sexually 
      transmitted disease? 
Any problems with menstruation, menopause or pregnancy or with abnormal periods,  
      irregular bleeding, nipple discharge, abnormal PAPS or mammograms? 
Problems with infertility, pregnancy, delivery or nursing of children? 
Psychiatric disease, depression, suicidal, excess anxiety or moodiness, memory loss? 
Any mental or physical disease, hospitalization, consultation, injury or surgery not listed? 
Requested or received benefits, payment, or been off work due to injury or disability? 
Have you been advised to have hospitalization or surgery which was not done? 
Have you had a military deferment, rejection or discharge due to a medical condition?  
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