Medical Information Sheet

After the Cancer Experience Program (ACE) Young Adult Program

Please fill this out if it has been more than 3 months since your last visit or if any of your contact information has changed.  This information is taken to your ACE chart.  Please update the Family Medicine Dept. front desk (ask them what they would like to be called) if any changes in contact information.
Date:


_____________________________________________________
Name:


_____________________________________________________

Date of birth:

_____________________________________________________

Gender:

_____________________________________________________

Race:           
  
_____________________________________________________

Address:

_____________________________________________________




_____________________________________________________

Phone Number: Home: _____________    work: ___________ cell: _________________
E-mail Address:
_____________________________________________________

Parent(s)/Guardian(s) if less than 18_________________________________________
If needed for future contact, who is your primary care physician?


Name:

_____________________________________________________


Address:
_____________________________________________________






_____________________________________________________
May we inform your physician about your visit results today?  Yes______ No_______

Occupation _____________________________________________________________
Education:  Highest Grade completed:  ______________ 

List any health problems other than your (the patients) previous cancer?
1) ___________________________________________________

2) ___________________________________________________

3) ___________________________________________________

If you are under 18 are your immunizations up to date?   Yes_________ No_________ Unsure________
List any surgeries other than those related to your cancer?

1) ___________________________________________________

2) ___________________________________________________

3) ___________________________________________________

Do you have any children?  Yes___________ No___________

Names and dates of birth________________________________________________

_____________________________________________________________________

List current medications and doses (including vitamins, herbs or supplements):

______________________________________________________________________

______________________________________________________________________
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List any medications that you are allergic to:

_______________________________________________________________________

List anyone in your family who has had cancer (include cousins, aunts, uncles)

Relationship to patient (ex. paternal grandmother) Type of Cancer

____________________________

_______________________________

____________________________

_______________________________

____________________________

_______________________________

List anyone in your family who has had a heart attack, heart surgery, or a stroke before the age of 60.

_____________________________________________________________________________

Circle any diseases that anyone in your family has had:

High Blood Pressure

Kidney Disease

Lung Disease

Diabetes

Do you exercise or participate in sports?  Circle One

No

Rarely

Once or twice a week

Three or more times a week


Do you practice self breast or testicular examination? Circle One

No

Rarely

Once a month

For women:


When was your last pap smear?  
______________


Do you have menstrual periods?
______________


If yes, are they regular?

______________


Have you ever been pregnant?            ______________

Do you smoke cigarettes, cigars, or a pipe? 
No

Yes        Number Cigarettes/day ___
Do you drink beer, wine, or liquor?  

No

Yes
  Number drinks/week_____
Do you take any street drugs?


No

Yes

In the past 3 months, have you experienced any of the following?  (Circle any which apply)

Unexplained fever

Problems with Hearing

Burning with Urination 


Night Sweats


Sore Throat


Blood in Urine 



Weight loss


Difficulty Swallowing 

Constipation

Loss of Appetite

Hoarseness


Diarrhea

Weight gain 


Lump in Neck


Blood in Stools

Skin Changes


Racing Heart Rate

Joint Pain

Hair Loss


Chest Pain or Discomfort
Muscle Aches

Weakness


Shortness of Breath

Rashes

Excessive Fatigue

Problems with Breathing
Changes with a Mole

Headaches


Cough



Problems with Sleep

Loss of Balance


Lump in Breast


Feeling Sad/Down

Dizziness


Abdominal Pain 

Mood Swings 




Problems with Vision 

Nausea/Vomiting

Sexual Problems
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