STACY SEIKEL, MD
PATIENT INFORMATION
PLEASE PRINT








DATE_____________

Patient’s Name_______________________________________________________(   ) Male (   ) Female

  


(Last)


(First)

(Middle Initial)

Address_____________________________________________________________________________



(Street)



(Apt #)

(City)

(State)

(Zip)

Home Phone # (    )______________Work # (    )_______________Ext_______Marital Status________

Mobile Phone # (    )__________________Email Address (optional)_____________________________

Date of Birth__________________ Age_________Social Security #____________________________

Employer_________________________________________Occupation_________________________

In Case of Emergency Contact__________________________________________________________





(Please provide the name, phone number and relationship of someone not at your address)


MEDICAL HISTORY QUESTIONNAIRE
NAME______________________________________APPOINTMENT DATE_____________________

DATE OF BIRTH________________________________SEX:  MALE_________FEMALE__________

WHO REFERRED YOU:______________________________  FAMILY PHYSICIAN_______________


I. PRESENT MEDICAL PROBLEMS:

Current Medical Problems:

Please list the symptoms for which you came to see the doctor:

Symptoms





Date Began


________________________________

_____________________________________

________________________________

_____________________________________


________________________________

_____________________________________

II. PAST MEDICAL HISTORY:

1.
Allergies and Sensitivities – Drugs and Food
List anything that you are allergic to such as certain foods and medications.  Please describe how each effects you.

Allergic To:





Effect
________________________________

______________________________________

________________________________

______________________________________

________________________________

______________________________________

2.
Medication

Please list all medications you are now taking:

Prescription



Non-Prescription







(Including pain meds, aspirin, laxatives or vitamin supplements)

______________
_______________
____________________________________________________

______________
_______________
____________________________________________________


______________
_______________
____________________________________________________

3. Summary of Surgeries
Operation







Date

_________________________________________

__________________________

_________________________________________

__________________________

_________________________________________

__________________________

4. Medical Illnesses

Please mark with an (x) any of the following you have had:
____High Blood Pressure

____Liver Disease

____Seizures
____Diabetes



____Pancreatitis

____Thyroid Trouble

____Arthritis



____Heart Disease

____Cancer

____Lung Disease


____Tuberculosis

Type__________
____Kidney Disease


____Gallbladder Disease
List any other:

____Low Blood Count (anemia)
____Peptic Ulcer Disease
___________________

Have you had any blood transfusions:

____Yes
____No

Any reactions:





____Yes
____No

Do you require antibiotics prior to procedures:
____Yes
____No

III. SOCIAL HISTORY

Married__________
Single___________
Number of Children_____________________

Occupation___________________________________________________________________

Mark with an (x) accordingly:

Do you smoke?






___Yes
___No


Did you ever smoke?






___Yes
___No



If yes, when did you quit?___________

Do you drink coffee, tea, or cola?




___Yes
___No



If yes, how many per day?___________


Do you take laxatives:






___Yes
___No


Have you ever been treated to chemical dependency?

___Yes
___No


Do you consume beer, wine or liquor?



___Yes
___No



_____________per day



_____________per week


Do you think you should cut down on alcohol consumption?
___Yes
___No


Anyone complained about your drinking?



___Yes
___No


Have you ever been sexually or physically abused?


___Yes
___No


Do you use illicit drugs?





___Yes
___No



Specify type of drug and amount



_____________________________________________

IV 
FAMILY HISTORY

Please give the following information about your immediate family:




Age if

Age at

State of health or Cause of Death





Living

Death


Father

_______
_______
__________________________________


Mother

_______
_______
__________________________________


Spouse

_______
_______
__________________________________


Brother

_______
_______
__________________________________





_______
_______
__________________________________





_______
_______
__________________________________


Sister

_______
_______
__________________________________





_______
_______
__________________________________





_______
_______
__________________________________

V
REVIEW OF SYSTEMS

Mark with an (x) any of the following you have currently:

SKIN





UROLOGICAL

_____Skin Problems



_____Frequent urination









_____Painful urination


HEAD, EYES, NOSE, THROAT

_____Blood in urine


_____Sinus infection



_____Get up at night to void ____times?


_____Sore throat


_____Hoarseness
















MUSCULOSKELETAL








_____Back pain


CARDIOPULMONARY


NEUROLOGICAL

_____Cough




_____Tremors


_____Coughing up blood



_____Stroke


_____Shortness of breath



_____Headaches


_____Pacemaker


_____Swollen ankles/feet






_____Chest pain







DIGESTIVE




GENERAL

_____Nausea




_____Dizziness


_____Constipation



_____Fainting spells


_____Heartburn




_____Felling heart pound or race


_____Diarrhea




_____Trouble sleeping









_____Feeling tired or low energy









_____Pain during sexual intercourse









_____Eating out of control









_____Little interest or pleasure in doing things









_____Feeling down, depressed, or hopeless









_____Feeling anxious or on edge








_____Worrying a lot









_____Anxiety attack (fear/panic)

VI
CURRENT GENERAL HEALTH AND STATUS

Has your appetite changed?
___Increased

___Decreased

___Same


Has your weight changed?
___Lost lbs.

___Gained lbs

___Same


Overall, would you say your health is:








____Excellent








____Very Good








____Good








____Fair








____Poor

Questions I have for the doctor: 
Thank you for completing this questionnaire.

____________________________________

Patient Signature
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