Medical Questionnaire — Samaritan Infectious Disease

Name Date of Birth Today’s Date

Please provide details of you medical history below:

Check all that apply:
(Provide additional detail below if needed)

MEDICAL HISTORY SURGICAL HISTORY
Cardiovascular Disease o HIV
O Heart Attack O Other sexually transmitted disease: O Appendectomy
O Angina pectoris Specify: O Tonsillectomy
O Congestive heart failure O Clostridium difficile (C. diff) o Coronary artery bypass
O Atrial fibrillation O MRSA infection O Heart valve replacement
o Pacemaker or defibrillator O Joint Replacement (specify):
O Hypertension Kidney Disease 1.
O Peripheral vascular disease O Kidney failure 2.
Endocrine/Metabolic o Dialysis o Gall bladder
O Diabetes o Kidney Stones O Hysterectomy
o Thyroid disorder O Breast
o High Cholesterol Musculoskeletal Disease o Colon
O Arthritis , degenerative O Hernia
Gastrointestinal Disease O Arthritis, inflammatory (lupus, etc.) O Splenectomy
O Reflux O Chronic back pain O Other surgeries (please list):
o Ulcers O Gout 1.
O Crohn’s disease O Fibromyalgia 2.
o Ulcerative colitis Neurologic Disease 3.
O Diverticulitis O Seizure disorder 4.
o Stroke/TIA FAMILY HISTORY
Hematology/Cancer o Chronic headaches/migraine O Heart attack before age 60
O Anemia o Cancer
0 Blood Clots Psychiatric Disease o Diabetes
O Excessive bleeding O Anxiety/Depression o Stroke
O Cancer —what type(s) O Suicide attempt O Hypertension
1. O Other mental illness O Other:
2.
Respiratory Disease MISCELLANEOQUS HISTORY
Infectious Disease o COPD O X-ray dye allergy
O Hepatitis B o Asthma O Latex allergy
O Hepatitis C O Frequent pneumonia
o Tuberculosis o Chronic sinusitis

Social History/Habits Other pertinent details of past medical history Please include

history of significant injuries:

Occupation:

Smoker? Packs per day:

Former smoker? When quit?
Alcohol? Drinks per day:
“Recreational” drug use currently?
History of injectable drug use
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Medical Questionnaire — Samaritan Infectious Disease

Please tell us of symptoms you have recently been experiencing (within the past 30 days).

Check all that apply: \

General Respiratory Women only
o Fever O Cough O Areyou pregnant?
o Chills O Shortness of breath O No. of previous pregnancies:
O Weight loss O Chest pain O No. of live births:
O Fatigue [0 Current oral contraceptive use
O Weakness Cardiovascular
o Dizziness O Chest pain or discomfort Musculoskeletal
O Palpitations/irregular heartbeat O Joint pain
Eyes O Fainting O Back pain
o Change in vision O Legswelling (edema) O Joint swelling
O Blurry or double vision
Gastrointestinal Neurological
Ears, Nose, Throat O Nausea O Seizure
O Sore throat O Vomiting O Blackout
O Earache O Abdominal pain O Paralysis
O Ringingin ears Where? O Numbness/tingling
O Sinus congestion/pain O Diarrhea O Headache
o Nasal stuffiness O Blood in stools Skin
o Difficulty swallowing O Constipation O Rash
o Oral Ulcers O Jaundice O ltching
Neck O Boils
O Pain Genitourinary
o Swollen Glands O Frequent urination O Recent international travel
O Painful urination Where?
Hematology/Lymph System O Urinary urgency
O Easy bruising O Unusual discharge O Pet ownership?
O Easy bleeding O Genital ulcers/warts What kind(s)?

o Swollen lymph nodes

Please record current medications and allergies below (you may attach a separate sheet if you prefer):

Medications Medication allergies
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