CENTER FOR PREVENTION AND TREATMENT OF INFECTIONS

Name:

MEDICAL HISTORY

Age:

Date completed:

[ single [ Divorced
[ Married [ Widow(er)

Referring Physician:

Occupation:

Do you have any pets?
Reason for today’s appointment?

What type?

Allergies:

Current Medications:

Prior Antiretroviral Medications:

PAST MEDICAL HISTORY

Yes No Comments

Glaucoma

Cataracts

Sinus

Rheumatic Fever

Heart Attack

High Blood Pressure

Congestive Heart Failure

Cholesterol / Triglycerides

Blood Disorders

Cancer

Anemia

Pneumonia

B

Asthma

COPD (Chronic Obstructive Pulmonary Disease)

Osteoarthritis

Rheumatoid Arthritis

Heartburn

Ulcers

Gallbladder Disease

Hepatitis

Diabetes

Thyroid Disease

Bladder Infections

Kidney Infections

Prostate Problems

Neuropathy

Stroke

Seizure

Skin Discrders

Nervousness

Depression

Psychiatric lllness

Sexually Transmitted Disease

Oral Thrush

Shingles (Zoster)

MRSA










