Medical History o Date: / /[ ~ Roberts. Enelow, M.D,, FACP.

NaTE e i D ﬁf-Ag'é __ Birthdate___/___/
 Address T e . sex: Male Female |
s AR o - i .' .""_ . “Home Phone B ___Cell Phone.
: _ j.'_Work Phone
Occupa‘tion" e Email |

' ”cy Contact

Smgie Mamed Dlvorced Separated DIV\ .rced _.Phone

lf mamed spouse s name

Chuldren s ages : L

, Allergnes to Medlcatlons, Xray Dyes, or Other Substances. NO  YES

(1f yes, please lust name of medlcine and type of reaction)

Past Medlcal Hlstory & Rewew of Systems

Please circle if you have had problems with or-are presently complaining of any of the followmg

LDOOY\IO\

, 1.»’ngh Blood Pressure - 13. Pneumonia . .- 25 Unexplained weight 37. Skin diseases
2.Diabetes. .+ - 14.Persistentcough gain/loss. . 38.BloodClots
3.Cancer .. 15, Hay fever = . - 26. Hemorrhoids . -39, Sexually transmitted
4. Heart disease . 16, Abdominal pain/ 27. Gall Bladder disease . diseases
5.'Ch'e'st pain/chest discomfort 28, Colitis 40, Anxiety
E _ tightness .~ .- 17, Indigestion 29, Hepatitis or jaundice 41. Depression ,
. Shortness of Breath 18. Nausea -~ :30. Thyroid disease 42, Anemia
. Swollen ankles = 19, Vomiting . ;31 ‘Headache: - 43. Alcohol abuse
.,Palpttatlons 20 Convstlpatton. S32, Kidney disease 44, Drugabuse
.'Lnghtheadedness © 21, Diarrhea ¢ © 33.Kidneystones 45, Gout
10. Frequent urination 22, Blood in stool . 34, Diffi culty urmatmg ~ 48. Covid
11. Asthma . 23.Ulcers 35 Arthritis . .. 49,
12, Brohchitis 7 24, Change in bowel 36. Low back pain 50.

‘Habits -~ -~ S . 51..;
- Namesof other Doctors/Speciallsu' ' . ~

Gynecologtc and Obstetrlc Hlstory

Age at onset of penods SENENS Frequency S Length of period:
Pregnancies: o ‘ ___ Births: _ ‘ Miscarriages: _
Prolonged or abnormal bleedmg - No. Yes , ’b"(Please describe): ' '
Leakage of urine: . No Yes  (Please describe):

 PelvicPain: ‘No Yes  (Please describe):
Abnormal discharge: ‘ ’ ‘No Yes  (Please describe):

History of abnormal Pap Smear No Yes "-_;ff'f(PIeas';é describe):



o

Please List and Sdpbly the Dates of:
Operations:

Hospitalizations other than for surgery:

Immunization history-have you had: ""*”‘-Pr'iiaiimbvax Immunization?  No Yes When? _
Tetanus/TdaP? No Yes When? ___ Flulmmunization? ~~ No Yes When?___
Prevnarvaccine? No Yes When? __ Shingrix (Shingles) vaccine?  No Yes When?

Covid vaccine'? No Yes Which one? P_flze_r_ . Moderna’ Y ,‘ Other
. Dates Administered? : T o

Gyn Exam? ___ Colonoscopy?_________ Mammogram? ___ ___ Prostate exam?’

Family Hlstory

Has any member of your famnly (mcludlng parents, grandparents and snblmgs) ever had the followmg?
_ _ : .. Approxage .

lllness -Whichfamilvtmembers? - whendiagnosed
Cancer(descnbetype) i it e L ' R
High blood pressure
Heart disease
Diabetes
- Strokes ,
* Anxiety, Depression
~ Substance or Aicohol abuse
Thyroid disease
Blood clots

_Other: ‘ '
Medications (Prescnptmn, OTC, Vltamms, Herbs, etc.)

Drug Name = Dose - Drug Name ~ Dose

.Preventlon L SRR
Do you smoke, or dld you used to smoke?
Do you drink alcohohc beverages?

i i yes how may pack per days?
S yes how much per week?

if thereisa guni in your home, isina safe -  No. -Ye: .,1.N/A
place? ¢ B o :
Do you use illicit drugs? oy N/A ’

Do you wish to be tested for Hiv? ,
Do you ever feel afrald of your partner?

Do you have an Advanced Medical DwectNe? ;
Method of birth control? ey



