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128 East Milltown Road, Suite 105

Wooster, Ohio 44691

330-345-8060

Date: __________________________________________

Name: _____________________________________________________ Place of Birth: _______________________________________
Date of Birth: ______________________ Age: ___________ Social Security Number: _________________________________________
Employer/ Occupation: ___________________________________________________________________________________________
Race/Ethnic Origin (circle one):  Caucasian / Hispanic / African American / Native American / Asian  

Language(s) spoken: _____________________________ Email address: ___________________________________________________

Reason for Seeking Care: _________________________________________________________________________________________
How do you consider/rate your current health (circle one):     Excellent     Good     Fair     Poor 

Known Allergies (please list all and explain your reaction): ________________________________________________________________
 ______________________________________________________________________________________________________________

 ______________________________________________________________________________________________________________
Immunizations (dates of last Tetanus, Hepatitis A & B): __________________________________________________________________
Current Medications (list name, strength, and dosage – please list any herbal preparations you are taking also):

___________________________________     __________________________________     ____________________________________
___________________________________     __________________________________     ____________________________________

___________________________________     __________________________________     ____________________________________

PAST MEDICAL HISTORY

Childhood Illnesses (circle all that apply)     Chicken Pox    Measles    Mumps    Other (please explain) _____________________________
______________________________________________________________________________________________________________
Accidents or Injuries (please give age and/or date of if known): ____________________________________________________________
______________________________________________________________________________________________________________
Serious or Chronic Illnesses: _______________________________________________________________________________________
______________________________________________________________________________________________________________
Hospitalizations/Surgical Procedures (please indicate year and reason if possible): ____________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
OBSTETRIC/GYNEOCOLOGY HISTORY

Gravida__________          Term __________
      Preterm __________         No. of Deliveries: Cesarean _________ Vaginal ________
(# of pregnancies)             (# of term pregnancies)     (# of preterm pregnancies) 

Ab/Incomplete: __________________   Children Surviving: __________________ 

(# of abortions/miscarriages)

When was your last Pap Smear? ________________________________ Mammogram? ______________________________ 
Have you ever had an abnormal Pap Smear? (circle)    Yes  /  No 
 

If yes, please explain:_______________________ Do you practice self breast exams?  (circle)    Yes  /  No


FAMILY HISTORY
Please use the following abbreviations to specify on the lines below: 

Father = F

Mother = M

Brother = B

Sister = S

Father’s Father = FF 
Mother’s Father = MF

Father’s Mother = FM
Mother’s Mother = MM

Father’s Brother = FB
Mother’s Brother = MB

Father’s Sister = FS
Mother’s Sister = MS

Heart Disease: __________________________________________________________________________________________________
High Blood Pressure: _____________________________________________________________________________________________
Stroke: ________________________________________________________________________________________________________

Diabetes: ______________________________________________________________________________________________________

Blood Disorders: ________________________________________________________________________________________________
Breast Cancer: __________________________________________________________________________________________________
Cancer (other): _________________________________________________________________________________________________
Arthritis: _______________________________________________________________________________________________________

Obesity: _______________________________________________________________________________________________________
Alcoholism: ____________________________________________________________________________________________________
Mental Illness: __________________________________________________________________________________________________
Seizure Disorder: ________________________________________________________________________________________________
Kidney Disease: _________________________________________________________________________________________________
Other: _________________________________________________________________________________________________________
SOCIAL HISTORY

Who do you currently live with? _____________________________________________________________________________________
Do you currently use tobacco? (indicate all that apply)  Pipe _______   Chew _______ Cigarettes _______ (# of packs per day) ________

Ever tried to quit? ________________________ Age you started? ___________ Number of years smoked? ________________________

If you have every considered quitting, have you thought about quitting within the next six (6) months? _____________________________

Do you drink alcohol? Yes or No
Beer _____ Wine_____ Liquor_____  
How much? _______/week ________/month___________
Have you ever had a drinking problem? ______________________________________________________________________________
Do you use recreational drugs? Yes or No 
If yes, please list: ________________________________________________________

Do you wear protective ear and/or eye gear when working outside or while around loud equipment? Yes or No

Do you wear sunscreen while outdoors? Yes or No

Do you practice wearing a seatbelt? Yes or No

Do you wear a helmet while engaging in outdoor activities, such as biking? Yes or No
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