John K. Yacoub, M.D., P.A.

1001 Pine Heights Avenue
Suite 203

Baltimore, MD 21229

Phone: 410.644.1454

Fax: 410.525.8645

www.johnyacoubmd.com

Name________________________ Age_______  Date________________

Date of Birth_____________
          Last Menstual Period ______________

Chief Complaint:
Please describe your symptom(s), how long you have had this, and has there been a recent change?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past History: 
Please circle or fill in the appropriate information and give the date of onset if possible of your past medical illnesses.

Childhood Diseases: Measels, mumps, chickenpox, rheumatic fever, scarlet fever, febrile convulsions, St. Vitus’ dance, meningitis, encephalitis, other.

Central Nervous System Diseases: Stroke, seizures, blackouts, skull fracture, head injury with loss of consciousness, nervous breakdown, depression, attempted suicide, severe or “migraine” headache, meningitis, encephalis, severe dizziness, vertigo, other.

Peripheral Nervous System Diseases: Weakness in feet, hands, arms, legs, loss of feeling, tingling, pins and needles.

Eye Diseases: Glaucoma, glasses, eye injury, lazy eye, double vision, blurred vision, actual loss of vision, decreases vision, other.

Respiratory Diseases: Asthma, bronchitis, pneumonia, emphysema, tuberculosis, hay fever, abnormal chest x-ray, cough up blood or sputum, other.

Heart Diseases: High blood pressure, heart attack, angina or heart murmur, congestive heart failure, abnormal heart tracing, “enlarged heart,” rapid heart beat, abnormal heart rhythm, mitral valve prolapse, other.

Stomach Diseases: Ulcers, hepatitis, pancreatitis, colitis, irritable bowel, gallbladder trouble, hernia, “nervous stomach,” yellow jaundice, other.

Back Diseases: Sprain, injury, arthritis, cervical disc disease, lumbar disc disease, neck pain, back pain, does pain go down one arm or one leg?, other.

Kidney Diseases: Glomerulonephritis (Bright’s Disease), kidney or bladder infections, kidney stones, other.

Female Reproductive Diseases: Menstrual disease, breast disease, venereal disease, endometriosis,Other gyn problems

Skin Diseases: Skin cancer, melanoma, basal cell carcinoma, squamous cell carcinoma, other types of skin conditions.

Bone Diseases: Osteoporosis, other.

Joint Diseases: Rheumatoid arthritis, osteo arthritis, arthritis of another cause, gout.

Bowel or Bladder Diseases: Change in habits, inability to hold urine, loss of awareness of urination of bowel movements.

Endocrine Diseases: Diabetes, thyroid disease, discharge from breast, other.

Blood Diseases: Anemia, leukemia, too much blood, other.

Neoplastic Diseases: Tumors, cancer, other.

Muscle Diseases: Muscular dystrophy, small muscles, weakness, other.

General Symptoms: Loss of appetite, energy, too little or too much sleep, lightheadedness, loss of weight and how many pounds lost.

Surgeries and other Hospitalizations: (Please list illness treated or surgery)

Reason for Hospitalization                                    Date                            Hospital

1.

2.

3.

4.

Serious Injuries: (i.e. auto accident, broken bones, head injuries, etc.)

Injury                                                  Date
1.

2.

3.

Allergies: ______________________________________________________

Allergies to medications: (list specific medications and type of reaction)

 ______________________________________________________________
_______________________________________________________________

Blood Transfusions:
Date                                                Adverse Reaction
1.

Medications you are currently taking including non-prescription drugs such as aspirin or any non-prescribed drugs such as vitamins or minerals.  Please include dosage and time on clock when you take your medication.

1.

2.

3.

4.

Family History:
Mother:
Living or deceased__________ Age now or at death __________


If deceased, cause of death: ______________________________

Father:
Living or deceased__________ Age now or at death __________


If deceased, cause of death: ______________________________

Has any blood relative had any of the following? Please indicate relationship, i.e. mother, father, sister, brother, grandparent, etc.

Asthma, blood disease, cancer, diabetes, high blood pressure, heart disease, stroke,

kidney disease, glaucoma, ulcers, seizures, epilepsy, headaches, other.

Is there any familial disease or disease that runs in your family?Cystic fibrosis ? Down syndrome?

Do any other members of your family have gynecological illnesses?

Social History

Are you single _____ married _____ divorced _____ widowed _____ separated _____?

Do you live in a house _____ apartment _____ trailer _____?

If house, how many floors? _____ Is there a basement? _____ 

If apartment, what floor? _____

Number of children and their current health status _______________________________


Vaginal delivery or Cesarean section______________________________

Your level of education: Grade school ___ High school ___ College ___ Post Grad. ___


Other __________

Do you smoke? ___ How much per day? ___ Number of years ___

How many meals do you eat each day? ______________________

Do you consume alcoholic beverages? ___Type: Beer ___ Wine ___ Hard Liquor ____

Volume consumed in an average week ______________________________________

Do you drink coffee? ___ Caffeinated? ___ How much per day? __________________

How much tea per day? _______

Type and amount of Soda pop____________________

Do you use speed, diet pills, marijuana, hallucinogens, sedatives, cocaine or narcotics? 

Please list them.

________________________________________________________________________

