
MEDICAL ASSOCIATES OF OCEAN COUNTY, P.A. 609-597-6513 

PATIENT HISTORY 

Name:   Primary Care Physician:    

Date of Birth:   

Describe briefly the reason for your visit to the doctor: 

Date of Visit:   

 
 

 

 

 

PAST MEDICAL and/or SURGICAL HISTORY: LIST THE DRUGS, VITAMINS & 

HERBS YOU’RE TAKING 

Any serious illnesses, operations, injuries Year Drug Dose Instructions 

  

FAMILY HISTORY: 

HAS ANY RELATIVE 

EVER HAD: 

 
NO 

 
YES 

 
WHO? 

AGE AT 

DEATH 

Asthma/COPD/Emphysema     

Cancer     

Tuberculosis     

Diabetes     

Heart Trouble     

High Blood Pressure     

Stroke     

Epilepsy     

Bleeding Tendency     

Kidney Trouble     

HABITS: LIST ANY ALLERGIES: 

Tobacco 

 Never 

 Current 

Former 

Packs/day 

  # of years 

Alcohol 

 Never 

 Social 

 Former 

Drugs (Recreational) 

 Never 
 Social 

 Former 

 

 

 

 

 

 

 
(OVER) 

1.    

2.    

3.    

4.    

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

 

1.  

2.  

3.  

4.  

5.  

6.  

7.  

8.  

9.  

10.  

 



Name:    

HEALTH ISSUES: Check all that apply - Leave blank if the answer is no. 

General  Fever  Fatigue  Weight loss/gain  Night Sweats 

Eyes  Glasses  Cataracts  Glaucoma  Retinopathy 

ENT  Runny nose   Dentures/Dental problems  Ears/Hearing Problems 

 Hoarseness  Sore throat 

Cardiac  Previous heart attack  Angina/chest pain  Previous bypass surgery 

 Palpitations  Heart murmur  High blood pressure 

 Fainting/Syncope  Shortness of breath  Cholesterol 

 Swelling of feet/ankles  Heart failure  Previous catheterization 

Pulmonary  Cough  Sputum    Wheezing 

 Asthma/COPD/emphysema  Shortness of breath  Seasonal Allergies 

 Pneumonia  Tuberculosis  Snoring/Daytime Sleepiness 

GI  Pain    Nausea/vomiting  Diarrhea    

 Rectal bleeding  Hemorrhoids  Hernia 

 Constipation    Change in bowel habits  Black stool 

 Stool incontinence  Ulcers  Gas/bloating 

 Heartburn  Painful bowel movements  Difficulty swallowing 

GU Women only 

 Blood in urine Age of first period    

 History of kidney stones Date of last period    

 Incontinence Number of pregnancies    

 Urinate twice or more at night  Abnormal bleeding 

 Kidney Disease  Painful periods – Date of last:    

FOR MEN ONLY  Hysterectomy 

 Weak urinary stream  Menopause 

 History of prostatitis Date of last mammogram:    

 History of prostate cancer Date of last pap smear:    

Skin  Skin cancer  Psoriasis  Itching/rashes 

Musculoskeletal  Joint pain/arthritis  Stiffness  Gout 

 Back pain  Joint swelling 

Neuro  Seizure  Blackouts  Stroke/mini stroke  Memory Problems 

 Dizziness  Light headed  Numbness   Headaches  Epilepsy 

Endocrine  Diabetes  Thyroid disorder  Hormone replacement  Hot Flashes 

Psych  Anxiety  Depression  Phobias 

Hematologic  Anemia  Bleeding disorder  History of blood transfusion 
 

 

Sign your name 

For Physician use only 

Reviewed By:    

Date:    


