
North Scottsdale Internal Medicine 
Adult Health History Form  

 
Name: __________________________________________ 
Reasons for today’s visit:      #1                                                            #2  ______                                                          
 
Medical History: Please check if you or your family member has been diagnosed with these conditions by a doctor  

 
Health Maintenance Screening Tests – please indicate the month/year if you have had the following: 
COLONOSCOPY:              □ Yes □  No ->  Date ________ Abnormal?  □ Yes □ No     any polyps □ Yes □ No     
CHOLESTEROL:     □ Yes □  No ->  Date ________ Abnormal?  □ Yes □ No  
WOMEN: 
   Mammogram     □ Yes □ No  -> Date ________ Abnormal?    □ Yes □ No   
 Pap smear          □ Yes □ No  -> Date ________ Abnormal?    □ Yes □ No  
 DEXA / Bone Density  □ Yes □ No  -> Date ________ Abnormal?    □ Yes □ No    □ Osteoporosis □ Osteopenia     
 How many times have you been pregnant? ____________ Abortions ______     Miscarriages _____   Living children_____ 
MEN:     PSA (prostate)   □ Yes □ No  -> Date ________ Abnormal?    □ Yes □ No  

Abdominal Aneurysm U/S □ Yes □ No  -> Date ________ Abnormal ?   □ Yes □ No  (Only certain men who have smoked) 

( this section is not for symptoms or concerns)  
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Living (L) or Deceased (D) n/a           

Healthy / no problems            

Allergic Rhinitis – Seasonal Allergies            

Anemia            

Asthma            

Blood clot - DVT            

Blood clot - PE - Lung            

Cancer of  Breast        (if family history - age at diagnosis)            

Cancer of  Cervix         (if family history - age at diagnosis)            

Cancer of  Ovaries             

Cancer of Prostate      (if family history - age at diagnosis)            

Cancer of Colon           (if family history - age at diagnosis)            

Cancer of Skin  - specific type ->            

COPD / emphysema            

Diabetes                      

Diverticulitis            

Diverticulosis            

Heart Attack (Coronary Artery Disease) (age diagnosis)                      

Heart Burn / GERD:            

High Blood Pressure  ( Hypertension )                      

High Cholesterol         ( Hyperlipidemia)                      

High Sugar                  (Hyperglycemia)                      

Hypothyroidism            

Kidney Disease          (Renal Insufficiency)            

Osteoarthritis            

Osteopenia /  Osteoporosis (circle one)            

Polyps of Colon            

Rheumatoid Arthritis            

Stroke / CVA            (if family history - age at diagnosis)            

TIA                       

OTHER:                      

OTHER :            

OTHER :            



  
Surgical History: Please list all prior operations (with dates). *Please include Cesarean sections as a surgery* 
Appendectomy / Appendix Removed   ____________ 
Tonsillectomy / Tonsils Removed      ____________   
Cholecystectomy / Gallbladder Removed ____________ 
Hysterectomy / Cervix/Uterus removed ____________ 
BSO / Ovaries Removed 1 or 2   ____________ 
Others________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 
 
Have you ever been admitted to the Hospital if so for what and when (yr) *exclude ER visits, delivers, or surgery* 
_____________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 
 
Social History:  
 
Tobacco Use 
Cigarettes  □ Never    □ Quit Date _____________ Previous amounts - Packs/day _________ # of years_________ 
   □ Current Smoker: Packs/day _________ # of years_________ 
Other Tobacco:  □ Pipe  □ Cigar   □ Chew 
Are you interested in quitting? □ Yes □ No  
 
Alcohol Use  
Do you drink alcohol? □ Yes □ No - # of drinks/day _______ 
Is your alcohol use a concern to you or others? □ Yes □ No  
 
Drug Use  
Do you use any recreational drugs?        □ Yes □ No  
Have you ever used needles to inject drugs? □ Yes □ No  
 
Caffeine Intake □ None □ Coffee/tea/soda _____ cups/daily 
 
Exercise  
Do you exercise regularly?         □ Yes □ No 
What kind of exercise? ________________________________  How long (minutes)? ________________ How Often? _____________  
If you do not exercise is there a reason why? ________________________________________________________ 
 
Sexual Activity  
Sexually active: □ Yes □ No □ Not Currently 
Birth Control Method: ___________________________ 
Have you ever had any sexually transmitted diseases (STDs)? 

□ Yes □ No               If yes, _______________________________________ 
Are you interested in being screened for sexually transmitted diseases? 
 □ Yes □ No  
 
Socioeconomics:  
Occupation: _________________________________ Employer :____________________________________________________ 
Marital Status:  Single  Partner/Married   Other ____________________________ 
Spouse / partner’s name: ________________________   Number of Children _________ 
 
 
Review of Systems / Symptoms: Please check any current symptoms you have. 
 
Constitutional     Neurology   Psychology 
____ Chills    ____ Headaches   ____ Depression 
____ Night Sweats    ____ Memory Loss   ____ Anxiety 
____ Weight change  
____ Fevers 
____ Fatigue  
 
 
 
 
 



ENT     Allergy    Ophthalmology  
____ Sore Throat    ____ Post nasal drip  ____ Blurring of vision 
____ Ringing in ears   ____ Sneezing  
     ____ Runny nose 
     ____ Itchy eyes 
 
Respiratory     Cardiology   Gastroenterology      
____ Shortness of breath   ____ Difficulty breathing on exertion ____ Nausea 
____ Cough    ____ Chest Pain   ____ Heartburn      
     ____ Palpitations   ____ Vomiting 
     ____ Leg swelling   ____ Abdominal pain  
     ____ Difficulty breathing laying flat ____ Diarrhea 
         ____ Constipation 
         ____ Black tarry stool 
         ____ Bright red blood in stool  
 
Urology     Dermatology   Endocrinology  
____ Difficulty urinating   ____ Rash    ____ Hair changes 
____ Blood in urine   ____ Change in moles  ____ Cold intolerance  
____ Urinary incontinence       ____ Heat intolerance 
         ____ Excessive thirst 
         ____ Frequent urination 
 
Immunizations/Vaccines: PLEASE LIST THE DATE (month/yr) of your PRIOR VACCINES – not for use if you have had the disease 
 
 Influenza (flu) ______________ Pneumovax (pneumonia) _________  Tetanus __________ TDAP (Tetanus & Pertussis) ________ 
  
Zostavax (shingles) ___________  Hepatitis A _________  Hepatitis B _________ 
 
Varicella (chicken pox) ________ Meningitis _________     
 (Vaccine only – not for infection) 
  
Medications: Prescriptions and non-prescriptions medicines, aspirin, calcium, vitamins, home remedies, birth control pills, herbs, etc. 
 
 
Medication Name ------ Dosage of each pill (e.g.mg)------- # of pills taken each time ------ # of times taken a day -------What Doctor Gives you this 
 

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 

Drug allergies / adverse reactions: (check one):  □ No Known Drug Allergies  -or-  □ Yes – please list 

___________________________________________________________________________________________

_________________________________________________________________________________________ 


