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Stephenville Medical & Surgical Clinic 
Proud Member of Privia Medical Group 

Community Health Clinic 
Eye Care Consultants 

Adult Health History Form 
�� 
�YE I ���

E

SULTANTS 

Patient Name: __________ __ Date of Birth: ___ __ Date: _____ Provider: _____ _ 

1. Advanced Directives: please provide a copy of all applicable documents:
= Healthcare Proxy 7 Living Will [ Durable POA D Do Not Resuscitate 

2. Current Medication List: Please list ALL medications: prescription, over-the-counter, herbal, supplements, etc.

DRUG 

Example: Advil 200 mg 

3. Allergies:

J No known allergies 

4. Past Medical History

-: Blood Clots 
_1 Cancer 

STRENGTH 

Reaction: 

[ Allergies 
-� Anemia
= Angina
[ Anxiety

J Cerebrovascular Accident 
= COPD 

r- Arthritis :::- Coronary Artery Disease 
[ Asthma � Crohn's Disease 
l Atrial Fibrillation _ Depression
1 Benign Prostatic - Diabetes

Hypertrophy 
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HOW OFTEN 

3 times a day 

Onset Date: 

7 Gallbladder Disease 
J GERO 
J Hepatitis C 
J Hyperlipidemia 
-I Hypertension
J Irritable Bowel Disease

J Liver Disease
- Migraine Headaches

LENGTH OF TIME TAKEN 

6 months 

= Myocardial Infarction 
:= Osteoarthritis 
J Osteoporosis 
J Peptic Ulcer Disease 
J Renal Disease 
::-J Seizure Disorder 
J Thyroid Disease 
7 Other: ______ _ 



Stephenville Medical & Surgical Clinic 
Proud Member of Privia Medical Group 

Community Health Clinic 

�� Eye Care Consultants 

Adult Health History Form - Continued 
<rl:YE I g�

E

SUlT�NTS 

Patient Name: _____________ Date of Birth: _ ____ Date: ______ Provider: _____ _ 

5. Past Surgical History

Year Year 

J Angioplasty 0 Colectomy 

I Angio w/stent [J Colostomy 

J Appendectomy D Gastric Bypass 

] Arthroscopy: D Hernia Repair 

J Back Surgery D Hip Replacement 

_J Blood Transfusion D Knee Replacement 

J CABG D LASIK 

�J Cardiac Pacemaker D ORIF 

J Carpal Tunnel Release D Thyroidectomy 

:J Cataract Extraction D Tonsillectomy 

J Cholecystectomy D Other 

Please include C-Section 

6. Past Diagnostic History
Bone Density: Date 
Mammogram: Date 

7. Family History

Date 
Date 

Colonoscopy: Date 
PSA and Result: Date 

Date 
Date 

8. Your Social History
Diseases Onset Age 

Father: Tobacco use: □No 1JYes 
Mother: Type _______ _ 
Siblings: Amount per day _ _ _ __ 

Caffeine use: CNo �Yes 

Paternal Grandfather: 
Paternal Grandmother: 

Type _ ___ _ _ __ 
Amount per day ___ _ 

Maternal Grandfather: Alcohol use: 
Maternal Grandmother: Type _______ _ 

Spouse: Amount per di!y ____ _ 
Children: 

Have you or anyone in the home been subjected to neglect, physical, sexual, emotional or other abuse? If yes, what 

type, when, treatment, etc. ___________________________________ ------' 

Have you or anyone in the home been subjected to domestic violence? If yes, explain _____________ -' 

9. Wellness History

Flu Shot Date: __ _ Pneumonia Shot Date: __ _ Tetanus Shot Date: __ _ 

Birth Control Method:____ Last Pap-smear Date:___ Previous Abnormal Pap: JYes_No 

Age started menstruating:__ Date of Last Period:_ __ Interval between periods: _ __ 

Flow: ILight ! Normal IHeavy Pain with periods: [Yes [No Age menopause began: _ _ _  _ 

Number of pregnancies: __ Number of Children:_ Number of abortions:_ Number of Miscarriages:_ 

X _ ___________________ _ 
Signature of Patient or Legally Responsible Party Relationship to Patient Date 
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