COMPLETE PHYSICAL EXAM
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PRINIARY CARE..



Name:________________________AGE: _________Date: _________________

Great job keeping up with your health maintenance and coming in for today’s physical!   Today's visit is set aside for WELLNESS care, aimed at keeping you healthy.  If you are currently experiencing an ACUTE NEW problem today please let your provider know right away so we can plan our time together today.   

Is there anything new with your health or life or family history since you were here last?  If so, please tell your provider or note it here so we can update your chart today.  

Please list any health concerns you would like information about:  (if minor, we may be able to address them today.  If significant, you might be asked to come back for a visit to focus on the new problem)


	Mark YES if you are having ONGOING PROBLEMS, 
happening repeatedly during the past year.  Have you….

	Had frequent headches?
	[ ] No
	[ ] Yes
	Felt unusually tired all the time?
	[ ] No
	[ ] Yes

	Had eye or vision trouble? 
	[ ] No
	[ ] Yes
	Felt sad or depressed?
	[ ] No
	[ ] Yes

	Had trouble with your ears or hearing?
	[ ] No
	[ ] Yes
	Had frequent crying spells?
	[ ] No
	[ ] Yes

	Had dental or mouth problems?
	[ ] No
	[ ] Yes
	Been overly anxious?
	[ ] No
	[ ] Yes

	Had any new hoarseness in your voice?
	[ ] No
	[ ] Yes
	Had trouble sleeping?
	[ ] No
	[ ] Yes

	
	
	
	
	
	

	Had wheezing or been short of breath?
	[ ] No
	[ ] Yes
	Had a change in your appetite?
	[ ] No
	[ ] Yes

	Had frequent coughing?
	[ ] No
	[ ] Yes
	Had night sweats?
	[ ] No
	[ ] Yes

	Had palpitations or fluttering in your chest?
	[ ] No
	[ ] Yes
	Had significant weight loss or gain? (circle one)
	[ ] No
	[ ] Yes

	Had chest pain or tightness?
	[ ] No
	[ ] Yes
	
	
	

	
	
	
	Had any skin changes? (lumps or lesions or rashes)
	[ ] No
	[ ] Yes

	Had swollen feet or ankles?
	[ ] No
	[ ] Yes
	
	
	

	Had pain in your legs when walking?
	[ ] No
	[ ] Yes
	Had problems with your joints or muscles?
	[ ] No
	[ ] Yes

	Had frequent heartburn?
	[ ] No
	[ ] Yes
	
	
	

	Had abdominal pain?
	[ ] No
	[ ] Yes
	Had troubles with your bladder?
	[ ] No
	[ ] Yes

	Had nausea/vomiting?
	[ ] No
	[ ] Yes
	Had incontinence or dribbling?
	[ ] No
	[ ] Yes

	Had black or bloody bowel movements?
	[ ] No
	[ ] Yes
	Had troubles with urination?
	[ ] No
	[ ] Yes

	Had constipation?
	[ ] No
	[ ] Yes
	
	
	

	Had diarrhea?
	[ ] No
	[ ] Yes
	Had trouble with erections? (men) 
(women: see back of form!)
	[ ] No
	[ ] Yes

	Had a change in your bowel habits?
	[ ] No
	[ ] Yes
	
	

	SAFETY and HEALTH HABITS

	Do you always wear a seatbelt when driving ?  [ ] Yes   [ ] No

	Have you ever had any risky behavior in your past, such as IV drug use or unprotected sex?   [ ] Yes   [ ] No


	Have you ever been abused—physically or emotionally?  [ ] Yes   [ ] No    

	Do you have any current safety concerns?________________

	What kind of exercise do you do regularly?________________

	Is there any particular type of diet you follow or anything you watch in your diet?______________________


Name:_________________________ AGE: _______Date: __________________

	HEALTH MAINTAINENCE 

 (If you aren’t sure, leave blank and review with your provider)

	Last tetanus shot:  _____________

If over 65, have you had a Pneumonia vaccine?   Y /  N

If over 60, have you had a Shingles vaccines? Y /  N

Have you had an EKG of your heart? Y / N    

Any other heart tests? _______

If over 50, have you had a colonoscopy? Y / N   

If yes, where? ______

If over 50, when did you last do stool tests for blood at home? _______
	Women:

Last mammogram (and location):___________

Last Pap smear (and location): ____________
Any abnormal Pap smear?________

Last bone density test if menopausal:  _________

Men:

Last prostate exam: ___________

Last PSA test: _______________


Name:________________________ AGE: _______Date: ____________________

	SOCIAL HISTORY UPDATE:

	Do you smoke or dip/chew tobacco?        YES  / NO          
If YES, how much ? _______
At what age did you start? _______

Are you interested in quitting?       YES  / NO   
	Did you previously smoke? YES  / NO                     
At what age did you quit? ___________



	Are you around second hand smoke regularly at home or work?   YES  / NO                                                      

	How much alcohol do you drink?  

	Marital status:     Married   Widowed   Single    In a relationship  

	Work history:   Are you working now? 

 ____Yes.  Type of work:____________________

 ____No, I’m out of work.       ____ I’m retired.      ____ I’ve never been employed.

	Do you have children? YES  / NO     (how many? how old are they?):

	FAMILY HISTORY UPDATE:
Please list any new health problems that your family members may have developed in the past year

	


	WOMEN’S HEALTH QUESTIONAIRE

	

	When was your last period?     ____________

	                                   [  ]  I’ve had a hysterectomy      [  ]  I’m in menopause

	                                   If you are menopausal, when was your last bone density test? _____________

	Are your periods regular? [  ] Yes    [  ]  No

	How many days do they last?

	            The flow is: [  ] light   [  ] medium   [  ] heavy  Other: 

	Are periods painful?  [  ]  Yes [  ]  No   [  ]  Somewhat

	Any bleeding between periods?  [  ] Yes    [  ]  No

	

	Do you have any unusual vaginal discharge?  [  ] Yes    [  ]  No

	Do you have a current sexual partner?  [  ] Yes    [  ]  No

	Are you using any birth control? [  ] Yes    [  ]  No  

	Method: ______________(Pills, condoms, etc)     [  ] Tubes are tied     [  ] Partner with vasectomy

	Have you ever had a sexually transmitted disease? [  ] Yes    [  ]  No

	If you have been pregnant, please fill in how many:  Pregnancies: ____   
Full-term live births: ____Premature births: ___   Abortions or miscarriages: ____    Living children :____



	How many servings a day of calcium do you get on average?
(i.e. a glass of milk or container of yogurt or serving of cheese): ________________________


