
John A Haugen Medical History:  New Patients – OR - Established not seen 3+ Years 

PATIENT NAME:





DATE OF BIRTH:




Issues you want to discuss with the Doctor or Nurse Practitioner

________________________________________________________________________________________________________________

Medical problems or hospitalizations

1.______________________________________________________

2.______________________________________________________

3.______________________________________________________

4.______________________________________________________

5.______________________________________________________

Previous surgeries or procedures

1.______________________________________________________

2.______________________________________________________

3.______________________________________________________

4.______________________________________________________

5.______________________________________________________

Have you been pregnant before?    __yes    __no

	Total # pregnancies
	# Ectopic/tubal

	# Living children
	# Miscarriages

	# Full term births
	# Abortions

	# Premature births
	


Birth details:

Birth date_________ type of delivery_________________________

Birth date_________ type of delivery_________________________

Birth date_________ type of delivery_________________________

Birth date_________ type of delivery_________________________

Please provide most recent date and results of the following:

Mammogram: 
Date 

  Result 



Colonoscopy:  
Date 

  Result 




Cholesterol : 
Date 

  Result 



Bone Density:   
Date 

  Result 




Diabetes/Glucose: 
Date 

  Result 


 
TDAP (Tetanus Diphtheria Pertussis):  Date: 

      

When was your last pap smear?_____________________________

What was the result?_______________________________________

Have you had an abnormal pap smear before?    __yes    __no

If yes, what testing and/or treatment was done and when? _______________________________________________________
Medications you are regularly taking, including prescription, over the counter, herbs, dietary supplements, inhalers, topical creams.  

Please include the dose.  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies to medications, latex or shellfish?    __yes    __no

What are you allergic to and what happens when you take it? ________________________________________________________

________________________________________________________

________________________________________________________

TODAY’S DATE: 



Family History (Include any cancers or medical illnesses in immediate family, grandparents, aunts or uncles)

________________________________________________________

________________________________________________________

________________________________________________________
Other physicians you see for medical care: ________________________________________________________

________________________________________________________

Your pharmacy name & city or phone number ________________________________________________________

Menstrual history:  First day of last period ____________________

___regular or ___irregular

How many days apart?_______

Flow:  ___light    ___moderate  ___heavy

# of tampons or pads per 24 hrs ______________

How many days does your period last?__________________

Cramps/pain:  ___mild  ___moderate ___severe

Bleeding between periods?    __yes    __no

OR

Your age at menopause ___________________

Did/do you take hormone replacement therapy? __ yes    __no

  If yes, what and when? ____________________________________

Do you have    __hot flashes    __night sweats    __vaginal dryness

Birth control method: ____________________________________

Any problem with sexual activity? 




Relationship status:

__married         __partnered       __engaged
__divorced    
__dating           __single             __widowed

Partner is:    __male      __female

Social History: 

Occupation______________________________________________

Tobacco use    
yes   how much? ________________


         
never 


         
quit   when? 


Alcohol use    __yes    __no  If yes, how much? _________________

  Do you think you should cut down on your drinking?  __yes  __no

  Have people annoyed you by criticizing  your drinking? __yes __no

  Have you felt guilty about  your drinking?  __yes  __no

  Do you ever have a drink first thing in the morning?  __yes  __no

Recreational drug use    __yes    __no

Wear seat belt    __yes    __no

Do you feel safe at home and at work?  ___yes  ___no

What do you do for exercise? _______________________________

  How often? _____________________________________
Do you have a Health Care Directive/Living Will?  ___ yes  ___ no
  If no, would you like information on how to create one?  
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