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	MEDICAL HISTORY

	
	
	
	

	ALL PATIENTS:  DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY):
	|_|NONE
	

	|_|ACID REFLUX
	|_|BULIMIA
	|_|HEARING PROBLEMS
	|_|PSYCHIATRIC TREATMENT

	|_|ADHD
	|_|CANCER/MALIGNANCY
	|_|HEART ATTACK
	|_|RADIATION/CHEMO

	|_|AIDS/HIV
	|_|CEREBRAL PALSY
	|_|HEART DISEASE
	|_|RESPIRATORY DISEASE

	|_|ANEMIA
	|_|CHEMICAL DEPENDENCY
	|_|HEART MURMUR
	|_|RHEUMATIC FEVER

	|_|ANOREXIA
	|_|CHICKEN POX
	|_|HEPATITIS
	|_|SINUS PROBLEMS

	|_|ANXIETY
	|_|CONVULSIONS
	|_|HIGH BLOOD PRESSURE
	|_|STROKE

	|_|ARTIFICIAL HEART VALVE
	|_|DEPRESSION
	|_|KIDNEY DISEASE
	|_|THYROID CONDITION

	|_|ARTIFICIAL JOINTS
	|_|DIABETES
	|_|LIVER PROBLEMS
	|_|TUBERCULOSIS

	|_|ARTHRITIS
	|_|DIZZINESS/FAINTING
	|_|MITRAL VALVE PROLAPSE
	|_|ULCERS

	|_|ASTHMA
	|_|EPILEPSY/SEIZURES
	|_|MONONUCLEOSIS
	|_|VENEREAL DISEASE

	|_|AUTISM/ASPERGER’S
	|_|FREQUENT EAR INFECTIONS
	|_|PACEMAKER
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	|_| FREQUENT HEADACHES
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	ARE YOU ALLERGIC TO OR HAVE YOU EVER HAD ANY REACTION TO THE FOLLOWING? (CHECK ALL THAT APPLY):
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	FAMILY HISTORY

	MEMBER
	AGE
	PRESENT HEALTH OR CAUSE OF DEATH

	FATHER       |_|ALIVE |_|DECEASED

	
	

	MOTHER      |_|ALIVE |_|DECEASED

	
	

	SISTERS      |_|ALIVE |_|DECEASED

	
	

	BROTHERS  |_|ALIVE |_|DECEASED

	
	

	CHILDREN   |_|ALIVE |_|DECEASED

	
	

	SOCIAL/PREVENTATIVE HISTORY

	SOCIAL HISTORY
	PREVENTATIVE CARE

	TOBACCO |_|Y |_|N_____________ PACKS/DAY
   FORMER TOBACCO USER _________ DATE QUIT
ALCOHOL |_|Y |_|N_____________ DRINKS/WEEK
CAFFEINE |_|Y |_|N____________CUPS/DAY
EXERCISE |_|Y |_|N____________TIMES/WEEK
RECREATIONAL DRUGS |_|Y |_|N_____________ 
SEXUAL ORIENTATION_____________
NUMBER OF SEXUAL PARTNERS__________

	DATE OF LAST PHYSICAL EXAM: ______
COLONOSCOPY: YEAR: _______    NORMAL? |_|Y |_|N
PAP: YEAR: _______ NORMAL? |_|Y |_|N
MAMMOGRAMS: YEAR: ______ NORMAL? |_|Y|_|N
DEXASCAN: YEAR: ________ NORMAL? |_|Y |_|N
LAST TETANUS: _______
LAST TB: ________
LAST INFLUENZA _______
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PRIVACY CONSENT
Effective January 1, 2019
Please place initials on the indicated line. Your initials are representative of agreement and understanding to the corresponding statements

A) _________________ I acknowledge that I have received the Notice of Privacy Practices for Hobson Meadows Family Medicine. This form is to be filed in my medical record. If, however, I choose not to acknowledge this statement, it is to be noted within my medical record and will not interfere with my treatment. 
B) _________________ I consent to HMFM’s use and disclosure of my Protected Health Information in order to provide proficient treatment, payment and operations of healthcare. HMFM Notice of Privacy Practices gives a complete description of such terms. 

C) _________________ I consent that HMFM may contact my pharmacy to discuss medical information concerning coverage, benefits, and insurance plans in order to provide me the most cost efficient and pharmaceutically appropriate care.


D) List anyone you would authorize us to share or discuss your PHI. This could include medical treatment, diagnosis, or releasing of records.

Name: __________________________________   Relationship:________________________________
Name: __________________________________   Relationship:________________________________
Name: __________________________________   Relationship:________________________________


E) ________________ I hereby agree that I will provide HMFM with new and correct information regarding personal contact information and medical data. It is annual policy that HMFM is given said information to deliver me the most efficient and best care feasible. 

__________________________________
Patient Name (please print name above)


__________________________________	__________	
Patient Signature	Date 
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