Center for Endocrine Health M edical History

Please complete this to the best of your ability
Do you or have you ever had any of the following problems?

Yes No Not sure

Diabetes U U U
If yes, list any complications, eg eye, kidney, nerve or foot problems:

Last eye exam:

Heart Disease

High Blood pressure

High cholesterol

Thyroid disease

Pituitary problems

Adrenal problems
Osteoporosis/Osteopenia

Fracture including compression fractures

Kidney Stones

O 0000000000
O 000000000
O 0000000000

Menstrual problems

Other medical conditions not listed above:

Surgeries

Current Medications and Doses: Please bring a list of medications and dosages with you to the
appointment.

Druqg Allergies:




Family History:
Have any members of your immediate family (parents, maternal/paternalgrandparents and siblings) had any
of the following conditions:

Yes No Not sure Who ?
Diabetes L] L] L]
Heart disease L] L] L]
Stroke L] Ll Ll
High cholesterol L] L] Ll
High blood pressure L] L] L]
Osteoporosis Ll Ll ]
Kidney stones L] L] Ll
Thyroid disease L] L] L]
Cancer (list type) U L] L]
Other important family medical history
Social history: mark the appropriate box
LIMarried [ISingle [IDivorced [IWidowed [lIn a significant relationship

LIChildren: #

[LIRegular exercise - what form and how many days a week

LICurrently working - what is your occupation

[IRetired — Previous occupation

[IUnemployed — Previous occupation

[IDisabled — due to

Tobacco use: [INever, [IPast, if so last quit date , smoked for #Hyrs

[LICurrent Use # of cigarettes a day

Alcohol use: LINever, [1Rare, [1Occasional (< 3 drinks a week), Llregular (>3 drinks a week)
# drinks per week

History of illicit drug use: LINever, [1Past, L1Current -provide details




In the past 6 months have you experienced any of the following symptoms?

[LIWeight loss

LINight sweats
LIBlurred/double vision
[IHoarseness

[IChest pain

LILeg swelling

LIDiarrhea

[IBloating

UIrregular menstrual cycles
[IPain with intercourse
LIFrequent urination

LISkin rash

[1Headache

[LIWeakness

[LIChange in size of hands/feet
Uintolerance of cold weather
[IHot flashes

[ISeasonal allergies
[1Depression

Ulrritability

LlInsomnia

[leasy bruising

[1Weight gain

LlFatigue

[IHearing loss

[1Difficulty swallowing
[IPalpitations
[1Shortness of breath
[IConstipation
[1Heartburn

[LIPainful menstrual cycles
[] Low sex drive

[L1Painful urination
[INipple discharge
[1Sensation/nerve problems
LITremor of hands
[LlUnwanted facial/body hair
[Lincreased thirst
[1Excessive sweating
[1Perennial allergies
[1Crying spells

[IMood changes
[1Snoring

Llhair loss

[1Loss of appetite
[L1Fever/Chills

[LIEar pain

[INeck pain

[1 Pain in your calves
[1Cough

[JAbdominal pain

[ INausea/vomiting

[1Heavy menstrual bleeding
[1Difficulty with erections
[1Getting up to urinate at night , #times____
[IBreast pain

[1Seizures

[1Poor balance/falls
[lintolerance of hot weather
[lIncreased hunger
[1Stretch marks

[IFood allergies

L1Anxiety

[1Suicidal thoughts
[IHypersomnia (excessive sleep)

[Iswollen glands

Please list any other symptoms which you believe to be of importance:




