ADULT HEALTH HISTORY

(SUBJECTIVE DATA BASE)
	Name:                                                                              DOB:                                                 Date:



	Purpose of Initial Visit:                                             Updates: 1.                                                        2.



	Allergies:  Drug                                                           Food                                        Other

	O=Normal        U=Unknown     

X=Positive
	Pt. 
	Family
	Check & Detail Positive Findings

Note by Reference Number

	  1.  Stroke/Hypertension
	
	
	Initial visit:
Update 1:

Update 2:

	  2.  Heart Disease/Rheumatic Fever
	
	
	

	  3.  Diabetes
	
	
	

	  4.  Cancer
	
	
	

	  5.  Congenital/Genetic Disorders
	
	
	

	  6.  Blood Disorders/Sickle Cell/Rh
	
	
	

	  7.  Lung/Tuberculosis/Asthma
	
	
	

	  8.  Headaches/Seizures
	
	
	

	  9.  Neuro/Mental/Emotional Health
	
	
	

	10.  Breast Disease
	
	
	

	11.  Gall Bladder/Liver
	
	
	

	12.  Kidney/UTI
	
	
	

	13.  G.I. Disease
	
	
	

	14.  Skin/Skeletal
	
	
	

	15.  Thyroid/Endocrine
	
	
	

	16.  Phlebitis/Varicosities
	
	
	

	17.  STD
	
	
	

	18.  Pelvic Infections/Disorders
	
	
	

	19.  Fertility Problems
	
	
	

	21.  Hospital/Surgery/Accidents
	
	
	

	22.  Blood Transfusion
	
	
	

	23.  Other
	
	
	

	Immunizations: (date) HepA                                   HepB                                Flu                      H1N1_________ Pneumovax__________                                                      

Tuberculosis (date)                          PPD (date)                          Result            mm  CXR (date)                Result_____________________       

1.  Tuberculosis (date)                     PPD (date)                          Result            mm  CXR (date)                Result_____________________                      2.  Tuberculosis (date)                     PPD (date)                          Result            mm  CXR (date)               Result_____________________         Prior Treatment:  Meds taken:                                                                   Dates of tx:__________________________________________    
Review of Systems:                    

General/Constitutional 

Gastrointestinal 

Skin/Breast 

Genitourinary 

Eyes/Ears/Nose/Mouth/Throat 

Musculoskeletal 

Cardiovascular
Neurologic/Psychiatric 

Respiratory 

Allergic/Immunologic/Lymphatic/Endocrine 

HIV History:

Date of diagnosis_________________CD4 Nadir______________________Date started ARV’s______________or Naïve__________

HIV related s/s, diagnoses, hospitalizations:



	 Signature/Title______________________________________        Date:______________

Signature/Title_______________________________________       Date:_______________

Signature/Title_______________________________________       Date:______________
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	Psychosocial:

	Circle as appropriate:

Tobacco:   No     Yes     Type:                                                                  Amount:                            Stopped (date):__________________                                                                                      

	Alcohol:    No     Yes     Type/Amount:                              Street Drugs:  No  Yes    Type/Amount:______________________________                 

	Tobacco/Alcohol/Drugs, Past Problems:  No     Yes              Date of last use:                        Therapy:______________________                         

	Nutrition                                     

Recent Weight Change:   No        Yes         (Describe)__________________________________________________________________                                  

Exercise:  20 min X 3 X wk.      No         Yes________  (Describe)________________________________________________________                                      

Seat Belt Use:  Always                                         Sometimes                                        Never_____________________________________

School/Work /Attendance/Exposures:______________________________________________________________________________                                      

Sexual History/Risk:                                                                    Age at first sexual encounter:___________________                                     

Sexually active since 1978?  No   Yes                                         How many partners in past 5 yrs?              Past year?

	Sex w/male
	No
	Yes
	Victim of sexual assault
	No
	Yes

	Sex w/female
	No
	Yes
	Sex w/injecting drug user
	No
	Yes

	Used injected drugs
	No
	Yes
	Sex w/man who had sex w/a man
	No
	Yes

	Sex while using non-inj drugs
	No
	Yes
	Sex w/person w/HIV/AIDS
	No
	Yes

	Sex for drugs/money
	No
	Yes
	Sex w/person w/other HIV/AIDS risk
	No
	Yes

	Contraceptive   Method last used/now using:________________________________________________________________________
History               Other methods used:______________________________________________________________________________
                            Problem(s) with methods:__________________________________________________________________________

	Violence/abuse in the family?          Yes               No

FOR WWOMEN ONLY

MENSTRUAL HISTORY:    Onset                  Yrs                Regular:  No    Yes     Amount

Every                           days for                 days            Problems

LMP                  LNMP               Update 1:  LMP            LNMP           Update 2: LMP             LNMP

Pregnancy Test:   Date:              Results:         Update 1:              Results               Update 2:               Results

Pap Smear:           Date:              Results:         Update 1:              Results               Update 2:               Results     

Mammogram:      Date:              Results:         Update 1:              Results               Update 2:               Results

Self Breast Exam:  No         Yes                        Update 1:                                          Update 2:

Obstetrical History:   Gravida:                  Para:               Full Term:              Preterm:                     Abortions:

  Living Children:                Multiple Births:

  Update: 1:   Gravida:            Para:        Full Term:       Preterm:         Abortions:         Living Children:

  Update  2:   Gravida:            Para:        Full Term:       Preterm:         Abortions:         Living Children:

                                                                           Signature/Title_______________________________________Date:_______________
1.     Signature/Title_______________________________________Date:_______________

2.     Signature/Title_______________________________________Date:_______________
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