Ninth Street Internal Medicine Associates

211 South 9th Street, Suite 401 Philadelphia, PA 19107 Telephone (215) 440-8681 Fax (215) 440-9953

New Complete Physical Adult Health Assessment Form
   



Please complete this form in advance of your first physical appointment.  Be sure to bring it with you. Use pencil or pen and completely fill in only one circle per question for the attached bubble sheets.  

The following information is confidential.  It is used to evaluate your health and risk factors for disease. 

Name_________________________________________Appointment Date_____________________ 

Date of Birth_____________________ Age________Occupation_____________________________

Birthplace_____________________________Spouse/Partner’s Name_________________________

Spare time activities_________________________________________________________________

What problems do you wish to discuss 

Please list the other doctors you see regularly:

with the doctor during your evaluation today?
name _______________________specialty_______________

_________________________________            __________________________________________

_________________________________            __________________________________________

_________________________________            __________________________________________

_________________________________            __________________________________________

_________________________________            __________________________________________

Please list your allergies to medication
Please list food and environmental allergies such

Drug________________Reaction___________________
as smoke/pollen. 

_________________________________            __________________________________________

_________________________________            __________________________________________

_________________________________
__________________________________________

_________________________________
__________________________________________

_________________________________
__________________________________________
_________________________________
__________________________________________
Please list all your regular medications including birth control, over-the-counter medicines, vitamins and health food store products. Please include dosage (strength) and number of times per day. 

1_________________________________            7__________________________________________

2_________________________________            8 __________________________________________

3_________________________________
  9__________________________________________

4_________________________________           10 _________________________________________

5_________________________________           11 __________________________________________

6_________________________________
 12__________________________________________

Past Surgical History please circle and write date and name of surgeon:

Tonsillectomy_______________________
Uterus removed (reason)_________________________

Appendix removed__________________
Ovaries removed (one, both and reason)____________

Gallbladder removed_________________
C-section(s)___________________________________

Hernia repair (side and type)___________
Hemorrhoid surgery____________________________

Joint replacement (specify joint(s))_______________________________________________________
Other Surgeries_______________________________________________________________________













Immunization/Vaccine history with dates:

O Tetanus or O Tetanus/Pertussis_____

Varicella (chicken pox) O vaccine or O disease______

Influenza (flu)_____________________

Zoster/Shingles vaccine_________________________
Pneumovax/Pneumonia _____________

Hepatitis B (3 shots)___________________________
TB test/PPD and result______________        
Hepatitis A (2 shots)___________________________

Meningitis________________________

MMR_______________________________________

Other____________________________

HPV________________________________________

Screening tests with dates and name of provider or hospital:

Last complete physical exam:____________________________________________________________

Colonoscopy_________________________________________________________________________ 

PSA (prostate cancer blood test)  –men only________________________________________________

Pap Test – women only_________________________________________________________________
Mammogram – women only_____________________________________________________________ 

DXA bone density scan________________________________________________________________ 

Family History:

Relationship

Current Age or
Age at Death
Significant Medical Problems

Mother


_____

_____

___________________________________

Father


_____

_____

___________________________________

#of Brothers ____

_____

_____

___________________________________

#of Sisters
   ____

_____

_____

___________________________________






_____

_____

___________________________________






_____

_____

___________________________________

Spouse/Partner

_____

_____

___________________________________

#of Children  ____
_____

_____

___________________________________






_____

_____

___________________________________






_____

_____

___________________________________






_____

_____

___________________________________
#of Grandchildren  ____


Please indicate if any of the above relatives or if any grandparents, aunts, uncles have these diseases:
Yes  No






Yes  No


___  ___
asthma





___  ___
kidney disease/dialysis 

___  ___
arthritis




___  ___
kidney stones

 ___  ___
blood clotting /bleeding disorder

___  ___
alcohol/drug problem 

___  ___
diabetes




___  ___     
mental illness/suicide

___  ___
stroke





___  ___
osteoporosis

___  ___
glaucoma/macular degeneration

___  ___
cancer (circle type and give age): 

___  ___
heart attack/atherosclerosis




breast, ovarian, colon, prostate,

___  ___
high blood pressure





melanoma, other_____________

___  ___
high cholesterol



___ ___ 
other______________________
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