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Health History Form — New Patient

Thank you for choosing our clinic for your healthcare needs. We appreciate your assistance with
completing this form as it will help us better care for you. This is confidential information to be kept in
your electronic medical record.

Who referred you to BSW Breast Care Specialists of Texas?

What is the reason for your visit?

Please list all physicians you are seeing by name and specialty:

Allergies

Please list all allergies you have (including latex, dyes, etc.) and indicate the type of reaction.

Medications

Please list your current medications and dosages (include herbal medications, dietary supplements,
vitamins, Tylenol, Ibuprofen, injectables/infusions and other over-the-counter medications)

Medication name Dose and Frequency




Pharmacy

Preferred Local Pharmacy: Phone:

Address:

Breast History

Do you perform self-breast Exams? YES NO

Do you get an annual mammogram?  YES NO Date of last mammogram:
Have you had a breast biopsy or procedure in the past? YES NO

Are you currently being, or have you ever been, treated for breast cancer? YES NO
Bra size:

Gynecological History (female patients only)

Age of first period:

Age of menopause:

Number of pregnancies:  Number of live births: _ Your age at first live birth:

Did you breast feed?  YES NO If yes, for how long?

Are you currently on birth control? YES NO

Are you currently taking, or have you taken in the past, hormone replacement therapy? YES NO
If yes, how long were you taking it?

Social History

Do you smoke? [JYes [INo [JFormer

Do you use chewing tobacco? [JYes [INo [IFormer

Do you drink alcohol? [Daily [Socially [INever [JFormer

Do you use recreational/street drugs? [1Daily [Socially [INever [IFormer
Type:

Medical History / Review of Systems

Please check all that apply.

L1Alzheimer’s disease [JAngina CIAsthma

L1Anemia LlAnxiety [IBlood Clots (DVT/PE)

CJAnesthesia Complications ClArthritis CICancer
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[IHeart Failure
[IClotting Disorder
LI1COoPD

[1Coronary Artery Disease
[JCrohn’s Disease
[IDepression
[IDiabetes Mellitus
LIEmphysema
LIGERD

[IHeart Failure
[IHeart Murmur
[IKidney Disease
[IMyocardial Infarction
[]Obesity
[]Osteoporosis
[]Osteopenia
[JOther Skin Cancer
[LIPsychiatric Issues
[JPancreatitis
[ISeizures

[ISickle Cell Anemia
[ISleep Apnea
[IStroke

LITB

LIThyroid Disease
[UIcerative Colitis
LI1Any metal in body

[Activity change

ClAppetite change
CIChills/Sweating
CIFatigue
CImmunocompromised
[JAdenopathy
[1Bruises/Bleed easily
[]Agitation
[1Behavioral problems

[IConfusion

[IDecreased concentration

[IHallucinations
CISelf-Injury

[Sleep disturbance
[(Suicidal thoughts
[]Congestion

[IDental problems
[IHearing loss
[IMouth sores

[INose bleeds

[ISore throat
CTrouble swallowing
[1Voice change
[JHeart Valve Disease
[IHepatitis/Liver Disease
CIHIV/AIDS
[JRadiation Treatment
[IHyperlipidemia
CIHypertension
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CJIBD

[IFever

LJWeight change
[JExcessive thirst
[JExcessive urination
[IDizziness

[IFacial asymmetry
[JHeadaches
[ISeizures

[ISpeech difficulty
[IChest Pain

[Leg Swelling
[IPalpitations

[1Hair change
LWound healing issues
(Joint pain

[JBack pain

[JGait problems
[lJoint swelling
[IMuscle pain
[INeck pain/stiffness
[IBreast mass

[ISkin changes
LINipple discharge
L1Abdominal pain
[IBlood in stool
CIConstipation

(IDiarrhea



[INausea

Other:

CIVomiting

[JRash

Please list any surgeries with dates:

Family History

[INo knowledge of family history

Please list family medical history below, be sure to include any breast issues.

[JAdopted

Medical Problems

Deceased

If deceased, cause of death

Mother

Father

Sibling

Sibling

Sibling

Maternal Grandmother

Maternal Grandfather

Paternal Grandmother

Paternal Grandfather
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