PLEASE COMPLETE BOTH SIDES OF FORM -4 PAGES
Date Patient’s Name Phone #

Medical History Worksheet

Please complete both sides of this worksheet. If you don't want to answer a question put a line }ine through the question.
(This information sheet will be shredded after the information is entered into the electronic medical record.)

Please mark the box [X1 in front of any of the things YOU have had. Select “None” if this does not apply:

Behavioral/Mental Health Problems [] None
[ Anxiety [] Attention-Deficit/Hyperactivity [] Bipolar Disorder [[] Depression [] Schizophrenia
[J Other Behavioral/Mental Health Problems

Birth Defects/Genetic Problems [ ] None

[ Yes
What kind?

Blood Problems [] None

[ Anemia [] Sickle Cell Disease [] Sickle Cell Trait [] Other Blood Problems

Cancer [] None
(] Bladder [] Breast [] Cervical D Colon [JLung [J Prostate [J skin [] Uterine

[] Other Cancer

Cardiovascular (Heart) Disease [ ] None
[J Chest pain [] Congestive Heart Failure [ Blood Clot in leg [ High Cholesterol / high triglycerides

[J High Blood Pressure [] Heart Attack [] Hardenlng or blockage of arteries/veins

O Other Cardlovascular (Heart) Problems -

Ear, Nose, Throat, Mouth Problems O None
] Allergic Rhinitis [] Deaf/Hearing Impaired [] Dental Problems ] Chronic Sinusitis [] TMJ
[ Other Ear, Nose, Throat Problems

Endocrine (Glands) [] None
[J-Diabetes on Insulin [] Diabetes Not on Insulin [[] Ovarian Cysts (Polycystic ovaries) [] Thyroid problems

[C] other Endocrine (Gland) Problems

Eye Problems [] None _
[ Blind/Visually impaired [] Cataracts [[] Glaucoma [] Problems with your Retina

[ Other Eye Problems,

Gl Disease (Stomach/Intestines/Liver) [] None

[J Gall Stones/Inflamed Gall Bladder [] Cirrhosis [] Colitis |:] Diverticulitis [] GERD (Reflux)
[C] Hepatitis A [] Hepatitis B[] Hepatitis C [ Irritable Bowel Syndrome (IBS) [J Uicer

(O] other GI Problems

HIV Information [] None
[ AIDs [JHIV [ Been Tested and Negative [ ] Never Been Tested I:I Don't Know

Kidney Disease [] None
[ Kidney Disease [[] Endometriosis [] Blood in Urine [] Kidney Stones [[] Ovarian Cysts D Prostate enlargement

[ Prostate infections [] Urinary Tract Infections -UTI [] Other Kidney Disease

Lung Disease [] None
[J Asthma [ Bronchitis [J COPD [ Emphysema [J Pneumonia [] Blood Clot in Lung [] Tuberculosis

[[] Other Lung Disease

" Did your mother take DES? (Hormone given from 1938-1971 during pregnancy to prevent miscarriage)

O Yes [ No [ Don't Know [ ] What is this?
ey Nasl s



Musculoskeletal (Bone) Problems [] None
O Fractures [] Osteoarthritis [ ] Rheumatoid Arthritis [ ] Scoliosis
[] other Bone Problems

Neurological Disease [ ] None
[3 stroke [] Migraines [J Pain, numbness, tingling of fingers, toes, feet [] Seizures [] Ever fainted
Other Neurological Problems

Skin Problems [] None
[0 Acne [J Eczema [J Lupus [ MRSA [] Psoriasis [] Tattoos
[ Other Skin Problems

STD (sexually transmitted diseases) [] None
[ chlamydia [] Herpes [] Gonorrhea [[] HPV (warts) [] Syphilis
- [ Other STDs

Have you ever had a blood transfusion or been given blood products? [] Yes [] No

Please mark the box, if anyone in your family has had the following: (mother, father, sister, brother, children only)
[ cancer [] Diabetes [] Heart Disease [] High Cholesterol [] High Blood Pressure [[] Stroke
[J Other disease in family

Have-you-ever-been admitted to the hospital?- [} Yes.(Please list date.and-reason) [ JNo. . ... _
Date: Reason:

Date: Reason:
Date: _. - : Reason: _
Date: Reason:

Have you had any surgeries? [] Yes (Please list date and type of surgery) [] No

Date: Surgery type: . ’
Date: Surgery.type:
Date: Surgery type:
Date:, Surgery type:

Please mark the box, X1 for the immunizations you have had:
Vaccination Last Known (approx. date)

[] Chicken Pox (Varicella)
1 Flu (seasonal / regular)
(0 Flu (HIN1/swine)
[ Hepatitis A
[] Hepatitis A Series Complete
[[] Hepatitis B
[] Hepatitis B Series Complete
[J Human Papitlomavirus (HPV)
[] HPV Series Complete
[ Measles
] Meningococcal
[C] Pneumonia
[] Tetanus
[ Zoster
[ Other Vaccine
[] Other Vaccine
] Other Vaccine
[ other Vaccine
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Allergies Do you have any allergies to any of the following?: [1Yes []No
¥ DTS 91;9!;;{!»_.-*&-;,3;#;‘@3 TR 3 ‘n’
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Drugs:

[Jeags [CImilk/dairy  [nuts
[CIshellfish [ Jwheat

[Jdust [[Jfeathers [iatex
Environmental: | [Jpollen  [Jinsect stings
[(Jlodine [ Ipet dander

Foods:

Please list medications you are currently taking
Medication Dosage Instructions

Tobacco, Alcohol and other Substance Use
[]Yes [ No Do you smoke?
How many packs per day?
[]Yes []No Do you use smokeless tobacco?
[ Yes [ No Other form of tobacco used:
How long have you used tobacco products? [J days [ weeks [ months [] years
[] Yes [] No Have you used tobacco products in the past?
, How long ago? " [ less than 1 year [ ] more than 1 year [] other
[ Yes []No Do you drink alcohol? (A drink is considered a 120z. beer, a 5 oz. glass of wine or 1.5 oz. of liquor)
How many drinks? drinks/week drinks/occasion
Do you abuse any of the following?:
] Yes [] No over the counter medications
[(J Yes [] No prescription drugs
] Yes [[]No street drugs
(] Yes [] No other drug. Type of drug:
Would you like to receive information to get help for tobacco, alcohol and/or drug use?
] Alcoholics Anonymous [] Drug Free America Hotline [] Florida Quitline (Smoking)
[[] Other type of assistance desired:

Nutrition and Exercise

[J Yes [[] No Do you eat 5 or more fruits and/or vegetables per day?
] Yes ] No Do you eat less than 2 meals per day?

[(JYes [Ino Do you exercise 30 minutes at least 3 timers per week?

Safety
Do you wear a seatbelt? [ Always ] Sometimes  [] Rarely
Do you wear a helmet when riding a bicycle/motorcycle? [] Always [] Sometimes (] Rarely [JIdon't ride.

Are you exposed to hazards while  [] Doing a Hobby [J AtHome [ At Work
[] Other hazard
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Domestic Violence
[J Yes ] No Does your relationship make you feel threatened, ashamed or unsafe at home?
[ Yes [J No Have you ever been hit, kicked, punched, slapped, shoved or bitten by your spouse, boyfriend or partner?
[ Yes [JNo Would you like to receive information about a shelter or Domestic Violence Hotline?

[J Domestic Violence Hotline [] Rape Crisis Hotline [] State Abuse Hotline [J CASA [J The Haven

] Other Abuse Information

Sexual History
Age at first sexual encounter: Number of Sex Partners in the last year:
[J Yes [JNo Are you currently sexually active?

Do you have any of the following risk faétors for transmitted infections?
O Yes [ No Do you currently have anal sex?

[ Yes [ No Are you a hemophiliac blood recipient?

[J Yes (O No Are you an IV drug user?

[ Yes [INo Do you have any occupational exposure?

[J Yes []No Do you have oral sex?

[ Yes [JNo Have you had sex for drugs or money?

[J Yes [JNo Do you have sex with women?

[JYes [JNo Have you had sex with an HIV positive person?

[ Yes [JNo Have you had sex with an IV drug user?

[J Yes [J No Do you have sex with men?

[1Yes [1No Are you a man that has sex with men?

[ Yes []No Do you have sex without a condom?

(] Yes [INo Are you a victim of sexual assault?

Please list any other risk factors you have:

Do you use birth control? [J Yes [[] No If yes, what type?

[J Abstinence . Male Condoms [J Female Condom  [[] Spermicide {1 vaginal Film

[J Natural [J Combination Pills  [] Progestin Only Pills [] Depo Provera [J Hormonal Patch
] Diaphragm [ Vaginal Ring [J implanon Oiwup [ Tubal Ligation
[ vasectomy [J Rely On Female Method(s) [] Other Type of Birth Control

Women’s Health ‘

When was the first day of your last menstrual period (LMP)?
When was your last mammogram?
Have you ever had an abnormal mammogram? (] Yes [JNo  When?
Do you practice self breast exams? [ ] Yes [JNo How often?
When was your last pap smear?
Have you ever had an abnormal pap smear? [] Yes [J]No When?

Age at first pregnancy: Number of times pregnant: Number of times given birth:
Number of full-term births: Number of pre-term births: Number of abortions:
Number of living children: Number of multiple births:

Age at first period:

Are your periods [ regular [ irregular?

Is your menstrual flow [Jlight [Jnormal []heavy?

How long does your period last? days.

How many days is your cycle (time from the start of one period to the start of the next period)?
(] Yes [ No — Do you have bleeding between periods?

[ Yes [ No - Do you have painful periods?

Other problems with your period:
[J Yes [] No - Are you in menopause?

When did you start menopause?

O Yes [] No - Are you taking hormone replacement (for menopause)?
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HERNANDO COUNTY HEALTH SERVICES
Nature CoaSt Behavioral Health Referral

Commurity Health Center
*Promoting A Healtky Hersando® .
Client Name: , Date:
Date of Birth: SS#:
Client phone/contact number: Medical Home:

Please answer the following questions to the best of your ability. All answers will be kept private.

L. PHQY
Over the LAST 2 WEEKS, how often have you been bothered by any of the following More
problems? Not Several than | Nearly
y at half every
PLEASE CIRCLE YOUR RESPONSE a | days the day
time
1. | Little interest or pleasure in doing things 0 1 2 3
2. | Feeling down, depressed or hopeless 0 1 2 3
3. | Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. | Feeling tired or having little energy 0 1 2 3
5. | Poor appetite or over eating 0__ 1 2 3
6 Feeling bad about yourself or that you are a failure or have let yourself or your family 0 I 2 3
~_{ down
7. | Trouble concentratmg on things, such as readmg the newspaper or watching television 0 1 2 3
8 Moving or speaking slowly that other people could have noticed. Or the opposite-being | 0 1
" | so ﬁdgety or restless that you have been moving around a lot
9. Thoughts that you would be better off dead or of hurting yourself in some way 0 1 2 3
10. | If you answered anything except “not at all” to # 9 above would you hurt yourself or others? YES NO
If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at
11. | home or get along with other people? Please circle one response only, below.
Not difficult at all Somewhat difficult Very Difficult Extremely difficult
II. _GAD-7
Over the LAST 2 WEEKS, how often have you been bothered by any of the followmg Not Half
problems? at Several the Almost
PLEASE CIRCLE YOUR RESPONSE all days time Always
1. | Feeling nervous, anxious, or on edge 0 1 2 3
2. | Not being able to stop or control worrying 0 1 2 3
3. | Worrying too much about different things 0 1 2 3
4. | Trouble sleeping 0 1 2 3
5. | Being so restless that it’s hard to sit still 0 1 2 3
6. | Becoming easily annoyed or irritable 0 1 2 3
7. | Feeling afraid as if something awful might happen 0 1 2 3
' L _PC PTSD |
In your life, have you ever had any experience that was so frightening, horrible or upsetting that IN THE
PAST MONTH you:
* Had nightmares about it or thought about it when you did not want to? ‘ Yes | No
¢ Tried hard not to think about it or went out of your way to avoid situations that reminded you of it? Yes | No
s Were con@tly on guard, watchful, or easily startled? Yes | No
o Felt numb or detached from others, activities, or your surroundings? Yes | No




IV. MDQ

During the PAST 6 MONTHS, has there been a period of time when you were not your usual self and

». you felt so good or so hyper that other people thought you were not your normal self or you were so hyper Yes | No
that you got into trouble? .
» _you were so irritable that you shouted at people or started fights or arguments? Yes | No
« you felt much more self-confident than usual? Yes | No
e you got much less sleep than usual and found you didn’t really miss it? Yes | No
e you were much more talkative or spoke much faster than usual? Yes | No
o thoughts raced through your head or you couldn’t slow your mind down? ' ' Yes | No
* _you were so easily distracted by things around you that you had trouble concentrating or staying on track? Yes | No
» _you had much more energy than usual? Yes | No
e you were much more active or did many more things than usual? Yes | No
» you were much more social or outgoing than usual, for example, you telephoned friends in the middle of the | Yes | No
night?
o _you were much more interested in sex than usual? Yes | No
» you did things that were unusual for you or that other people might have thought were excessive, foolish, or | Yes [ No
risky?
»__spending money got you or your family into trouble? Yes | No
2 If yo;l checked YES to more than one of the above, have several of these ever happened during the same period of | Yes | No
" | time?
How much of a problem did any of these cause you — like being unable to work; having family, money or legal
3. | troubles; getting into arguments or fights? Please circle one response only, below.
No Problem ~ Minor Problem Moderate Problem Serious Problem )
Have any of your blood relatives (i.e. children, siblings, parents, grandparents, aunts, uncles) had manic- Yes | No
depressive illness or bipolar disorder?
Has a health professional ever told you that you have manic-depressive illness or bipolar disorder? Yes | No
V. SSI-SA
During the PAST 6 MONTHS. . .
1. | Have you used alcohol or other drugs? (Such as wine, beer, hard liquor, pot, coke, heroin or other opioids, uppers, Yes No
downers, hallucinogens, or inhalants.)
2. | Have you felt that you use too much alcohol or other drugs? Yes No
3. | Have you tried to cut down or quit drinking or using drugs? Yes No
4. | Have you gone to anyone for help because of your drinking or drug use? (Such as Alcoholics Anonymous, Yes No
Narcotics Anonymous, Cocaine Anonymous, counselors, or a treatment program.)
5. | Have you had any of the following? Yes No
e Blackouts or other periods of memory loss Yes No
o Injury to your head after drinking or using drugs Yes No
e Convulsions, or delirium tremens ("DTs") Yes No
o Hepatitis or other liver problems Yes No
»_Feeling sick, shaky, or depressed when you stopped drinking or using drugs Yes No
o _Feeling "coke bugs," or a crawling feeling under the skin, after you stopped using drugs Yes No
¢ Injury after drinking or using drugs Yes No
e Using needles to shoot drugs ] Yes No
6. | Has drinking or other drug use caused problems between you and your family or friends? Yes No
7. | Has your drinking or other drug use caused problems at school or at work? Yes No
8. | Have you been arrested or had other legal problems? (Such as bouncing bad checks, driving while intoxicated, Yes No
theft, or drug possession.)
9. | Have you lost your temper or gotten into arguments or fights while drinking or using drugs? Yes No
10] Are you needing to drink or use drugs more and more to get the effect you want? Yes No
11 Do you spend a lot of time thinking about or tryingﬁ_get alcohol or other drugs? Yes No
121 When drinking or using drugs, are you more likely to do something you wouldn't normally do, such as break Yes No
rules, break the law, sell things that are important to you, or have unprotected sex with someone?
131 Do you feel bad or guilty about your drinking or drug use? Yes No
14, Have you ever had a drinking or other drug problem? Yes No
15 Have any of your family members ever had a drinking or drug problem? Yes No
16 Do you feel that you have a drinking or drug problem now? Yes No




