NAME:
DOB:

FAMILY HISTORY-- Please check those that apply

Illness
Mother
Father
Sibling
Child
Maternal 

Grandparent
Paternal 

Grandparent
Other

Breast Cancer








Colon Cancer








Ovarian Cancer








Alzheimer's Disease








Birth Defect








Blood Clots in lungs or legs








Diabetes








Alcoholism








Endometriosis








Fibroid








Heart Disease








High Blood Pressure








High Cholesterol








Mental Illness/Depression








Osteoporosis








Stroke








Thyroid Disease








Other








SOCIAL HISTORY

Preferred Name:
Primary Physician:

Occupation:
Number of people in household:

Single  Married  Widowed  Divorced  Separated  Living w/partner
Name of significant other:

Education (last grade completed):
Adopted/Stepchildren:

Seat Belt Use:  Always  Frequently  Occasionally  Never
Occupational Risk:  None  Biohazard  Chemical  Physical Labor

How many days per week do you exercise?
Do you smoke?            How many per day?

How many times per week do you drink alcohol?

Do you use any of the following-(circle one)

 cocaine narcotics marijuana hallucinogens

Have you ever been or are currently being physically, verbally or sexually abused?
Other:

 

Annual Care










 Yes
    No


Do you examine your breasts?



Do you get 1200-1500mg of calcium daily?



Caffeine use- how many drinks per day?



Have you seen your PCP in the last year?



Contraception?  Type of Contraception currently using?



What year was your last Mammogram?
Bone Density?
Colonoscopy?

