UCI MEDICAL CENTER

PATIENT HEALTH SURVEY

NAME PLATE
NAME AGE M F DATE
ADDRESS PHONE
HISTORY OF PAST ILLNESS: Have you had SOCIAL HISTORY: (continued)
Childhood: Are you employed? Full Time Part Time
O Measles O Mumps [ Chicken Pox . )
O Congenital Abnormalities [0 Rheumatic fever or heart disease What is your job?
Adult:
[ Asthma [ High Blood Pressure [] Cancer (Site )
[ Diabetes O Ulcer or Gastritis [ Thyroid Problems
[ Tuberculosis [ Kidney Problem [ Liver Problems Are you exposed to fumes, dusts or solvents?

[ Blood Problem [ Venereal Disease [ Heart Failure
[ Heart Attack [ Abnormal Heart Rhythm

Have you had any serious illness? No Yes
Have you ever had a transfusion? No Yes
Have you ever been hospitalized or No Yes

been under medical care for very long?
If Yes, for what reason?

Most recent immunizations:

Hepatitis B (date) Flu Vaccine (date)
Pneumovax (date) Tetanus (date)
OPERATIONS:
Have you ever had any surgery? No Yes
List: [0 Appendectomy [ Hysterectomy (If so, reason )
[ Ovaries Removed [ Joint Replacement
[ Gallbladder [ Bypass (If so, what )
O Other
ALLERGIES:
MEDICATIONS:
INJURIES:
Have you ever been seriously injured in a motor vehicle accident? No  Yes
Have you had any head concussions or injuries? No Yes
Have you ever been knocked unconscious? No Yes
SOCIAL HISTORY:
Circle One: Single Married Separated
Divorced Widowed Significant Other
With whom do you live?
Recreational Drug Usage? No Yes
Do you have any problems with sexual function? No Yes

Foreign travel within last year

Coffee Tea Cola's (per day)
Alcoholic Beverages: Never < 1 per week

1-5 per week Other
Tobacco: (] Never Smoked O Quit years ago
84168 (12001 O Years smoked O Packs per day

How much time have you lost from work because of your health during
the past?

Six Months One Year Five Years
Education: (Years)
Grade School College Postgraduate
Do you wear seatbelts? [J Always [ Sometimes [ Never

FAMILY If Deceased,| Cause of
HISTORY: Age Health |\ge atDeath| Death

Father

Mother

Brother/Sister

Husband/Wife

Son/Daughter

Has either parent, sister, brother, child or
grandparent ever had?

Stroke No Yes [Heart Trouble No Yes
Tuberculosis No Yes |High Blood Pressure  No Yes
Diabetes No Yes

Has any blood relative ever had?

Cancer No Yes |Bleeding Tendancy No Yes
Type: Gout or other crippling arthritis
Suicide No Yes No Yes
Mental lliness No Yes |Hereditary Defects No Yes




UCI MEDICAL CENTER
PATIENT HEALTH SURVEY

NAME PLATE
CIRCLE NO OR YES FOR THOSE THAT APPLY
SYSTEMIC REVIEW: Do you have any of the following? Neck:
General: Maximum weight Minimum weight____ SHNESS. . ..o No Yes
Recentweightchange?................................. No Yes Enlargedglands................. ... ... ......... No Yes
Have you been in good general health most of your life? ... .No  Yes Genitouri .
Have you recently had? Aerﬂltourlr;a : No Y
[0 Weakness (O Fever [ Chills [ Night Sweats Bcl>os§ doinuL:Irri‘:e. """""""""""""""""""" Ng YZ:
'D Fainting L] Problems Sieeping Frequenturination......... ... ... ... ... .l No Yes
Skin: Burningorpainfu. ................. i No Yes
SkinDisease ... No Yes Night time urinating. . ..., No Yes
Jaundice ... No Yes Kidney trouble . ........... ... No Yes
Hives, eczemaorrash............................... No Yes Problem stopping/starting flow of urine................. No Yes
Head-Eyes-Ears-Nose-Throat (cont'd): Test!cular MaSS ... No Yes
Dryeyesormouth.......... ... .. ... .. i No Yes Testicularpain. ... No Yes
Bleeding Gums - Frequent or Constant. .. ................. No Yes Prostate problem.....................ooninnn No  Yes
BIUMred VISION. . .. ..o oot No Yes Sexual Dysfunction. .............coooviiiininn. No Yes
Date of Last Eye Exam STD/AIDSRISK .. ...t No Yes
Sneezing orruNNY NOSE. ... .......oiiniieiiein.. No Yes Gynecological:
Nosebleeds - Frequent. ................................. No Yes First day of last period
Chronic sinus trouble ............................... No Yes Age periods started
Bardisease......................... No Yes How long do periods last? Days
Impairedhearing........... ... ... ... i No Yes Frequency of periods every Days
Dizziness or sensation of room spinning. . ................. No Yes Painwithperiods. ......................ccciiiiini.n. No Yes
Frequent or severe headaches. .......................... No Yes Number of pregnancies
; . Number of miscarriages
R tory:
%r Wheezing ...............coiiiiiiiiii No Yes Date of last cancer smear and resuits
Difficulty breathing. ... .................................. No Yes Breast Lump. ... SRR No Yes
Any trouble with lungs . ................... i No Yes Abnormal Vaginal Discharge. ......................... No Yes
Pleurisy or Pneumonia. . ................c..ooiiiii... No Yes E;?:aiaslﬁ?eaa'?:dréé """"""""""""""""" :g i::
CoughupBlood(ever)............. ... i N Y L T IRTEE NI s
?ug up Blood (ever) © es SkinchangeofBreast. ............. ... ... ... No Yes
Cardiovascular: Nipple retraction. . . ................co .. No Yes
Chest pain, pressure, ortightness .. ...................... No Yes M K )
Shortness of breath with walking or lying down. .. .......... No Yes  hocomotor-Musculoskeletal:
Difficulty walking two blocks .. ........................... No Yes Stiffness or pain in joints (check all that apply)
PaIPAtioNS. . . .. ..o oo o No Yes OFinger OHands (OWrist [JEIbows [JShoulders [INeck [JBack
Swelling of hands, feetorankles ... ...................... No Yes OHip  [OKnee [Toes [Foot [ITemporomandibular Joint
Awakening in the nights smothering . ..................... No Yes Weakness of muscles orjoints........................ No Yes
Heartmurmur. ................. ..., No Yes Any difficulty inwalking. . ... No Yes
i ) Any pain in calves or buttocks on walking
Gastrointestinal: relievedbyrest. ... ... ... ... ...l No Yes
Vomiting blood orfood.............. ... ... .. No Yes N Psychiatri
Gallblad ISEASE ... ... No Y Neuro-F sychiatric.
C:‘ an: e ?: ;g:)seet?tze Ng Y:z [OTransient blindness [JTremor [JNumbness in fingers (] Weakness
Hepatitis/Jaundice. . ... ... o No Yes Have you ever had counselling for your mental health?... No Yes
Painful bowel movéﬁiéﬁt's; """"""""""""""""" No Yes Have you ever been advised to see a psychiatrist? ... ... No Yes
Bleeding with bowel movements . ............... ... No Yes Do you ever have, or have had, fainting spells? ... No  Yes
Black StOOIS . ... ... . i No Yes Conwulsions ... :o zes
HemOIThoids OF PIIES. . . . .« o v e No Yes iaralysns R AR, N° Yes
Recent change in bowel habits. . ......................... No Yes roblem with coordination .....................o N° Yes
Frequent diamthea . . .. ........ooooooee e No Yes Domestlg violence. ..... RRRRRRRETE REREEEEEEE R .- No es
Heartburn or indigestion. . . .............................. No Yes Depression Symptoms (difficulty sleeping, loss of appetite
Cramping or pain in the abdomen .. ...................... No Yes loss of interest in activities, feelings of hopelessness).... No Yes
Does food stick inthroat. . ......... ... ... ... ... ... No Yes Hematologic:
Endocrine: Are you slow to heal aftercuts? . ...................... No Yes
- ANBMIA . ..o No Yes
H Rerapy. ..ot N Y S
Ag;r?:(r)\ra‘iéeei;aﬁgt or glove size Ng YZ: Phiebitis or Blood Clotsinveins .. ..................... No Yes
Any change in hair growth .. .................. ... No Yes Have you had difficulty with bleeding excessively
Have you become colder than before - after tooth extraction or surgery? .. ... REEREP PRI No Yes
OF SKiN DECOME AIYET. . . . ...\ .o No Yes Have you had abnormal bruising or bleeding?........... No Yes

Source of information, if other than patient:

Signature of person acquiring this information:

Provider Date Signature of Patient



