Triangle Family Services

Client Medical History


Last name, First name:        Date of birth:      
Telephone number:        SS#: 

     


Name of Primary Care Physician:      
Address:      
Phone number:      
Name of Specialist Physician:      
Address:      
Phone number:      
Name of Pharmacy:      
Address:      
Phone number:      
Name of Hospital Preference:      
Location:      
In case of medical or psychiatric emergency, I give TFS permission to contact the following person(s):

Name:        telephone #:       Relationship:      
Name:        telephone #:       Relationship:      
In addition, I grant permission for Triangle Family Services to seek emergency care for

 FORMCHECKBOX 
 me
    FORMCHECKBOX 
 my child       FORMCHECKBOX 
other:        from the hospital and physicians indicated above.

Allergies: 

Are you allergic to any medications?  FORMCHECKBOX 
yes  FORMCHECKBOX 
 no   List and describe reaction:       
Are you allergic to any foods?  FORMCHECKBOX 
yes  FORMCHECKBOX 
 no   List and describe reaction:      
Are you allergic to anything else (latex, bee stings, etc.)?  FORMCHECKBOX 
yes  FORMCHECKBOX 
 no   List and describe reaction:      
Client History:

Have you ever had or have you now: (please check at right of each item and if yes, indicate year of first occurrence:

	
	Yes
	No
	Year
	
	Yes
	No
	Year

	High blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Dizziness/fainting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Heart problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Head injury
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Respiratory problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Ulcers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Intestinal problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Thyroid problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Abdominal problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Anemia/sickle cell
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Sinus problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Frequent or severe headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Sexually transmitted disease(s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Anorexia/Bulimia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Smoke cigarettes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other Eating Disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Seizure Disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Family history:

Has anyone in your family (parents, siblings, grandparents) had the following?
	
	Yes
	No
	Relationship
	
	Yes
	No
	Relationship

	High blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Glaucoma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Heart Attack before age  55
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Cancer (type)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	High Cholesterol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Suicide
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Blood or clotting d/o  (hemophilia, sickle cell)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Alcohol or drug problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Seizure Disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Psychiatric problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Health History:

Date of your last physical exam:      
Medications: 

Please list any drugs, medications, vitamins/herbals, prescription and non-prescription medications and indicate how often you use them:

Name       Frequency       Dose        Reason      
Name       Frequency       Dose        Reason      
Name       Frequency       Dose        Reason      
Name       Frequency       Dose        Reason      
Name       Frequency       Dose        Reason      
Infectious disease:

Please list the most recent date and results of each exam:

      TB, results:      
      HIV, results:      
      Hepatitis A, B, or C, results:       

       STD’s, results:      
Would you like a referral to be tested for any of the above diseases?   FORMCHECKBOX 
yes  FORMCHECKBOX 
no

TFS staff initial here if referral was given and to where: _______________________________________
Women’s health history:

# of pregnancies        # of deliveries      
1st day of most recent period      
Date of last pap smear and results:      

I have personally supplied the above information and attest that it is true and complete to the best of my knowledge. I understand that this information is strictly confidential and will not be released to anyone without my written consent, unless otherwise permitted by law. If I should be ill or injured or otherwise unable to sign the appropriate forms, I hereby give my consent for Triangle Family Services to release my medical record to a physician, hospital or other medical profession involved in providing me with emergency treatment and/or medical care. In addition, I consent to notify the above identified persons in the event of a medical emergency.

_______________________________________

     
Client signature    





Date

_______________________________________

     
Parent/Guardian Signature (if client is a minor)

Date

_______________________________________

___________________________

Staff  signature    (witness) 




Date

Revised 04/26/06


