
CEDAR VALLY MEDICAL SPECIALISTS, P.C.
ONCOLOGY/HEMATOLOGY  200 E. RIDGEWAY

WATERLOO, IA

NAME ________________________________ BIRTH DATE ____/____/____   AGE ______

PRIMARY DOCTOR ____________________  REFERRED BY ________________________

REASON FOR TODAY’S VISIT________________________________________________________

___________________________________________________________________________________

HAVE YOU EVER BEEN ON HORMONES OR BIRTH CONTROL PILLS? YES NO
ARE YOU ON HORMONES YES NO

PAST MEDICAL HISTORY
YES  NO

 CANCER: WHAT TYPE___________
    WHEN TREATED? _______________

  LUNG DISEASE
  COLON POLYPS/COLON CANCER
  DIABETES
  HIGH BLOOD PRESSURE
  HEART DISEASE
  KIDNEY DISEASE
  COLITIS/CROHN’S DISEASE
  TUBERCULOSIS
  HEPATITIS/LIVER DISEASE
  REFLUX-HIATAL HERNIA
  OTHER

PREVIOUS SURGERIES
YES  NO

 BACK
 TONSILS
 APPENDIX
 GALLBLADDER
 HERNIA
 BREAST
 HYESTERECTOMY
 TUBAL LIGATION
 D & C
 BYPASS SURGERY
 VASCULAR SURGERY
 ANGIOPLASTY

FAMILY HISTORY
HAS ANYONE IN YOUR FAMILY HAD CANCER? YES NO

IF YES, WHAT TYPE ______________________________RELATIVE ___________________ AGE ______

HAVE YOU EVERY BEEN DIAGNOSED WITH A BLOOD DISORDER? YES NO ____________

HAS ANYONE IN YOUR FAMILY HAD A BLOOD DISORDER? YES NO _____________

IS YOUR FATHER LIVING? YES NO  AGE AT DEATH ___  CAUSE OF DEATH ______________

IS YOUR MOTHER LIVING? YES NO  AGE AT DEATH ___  CAUSE OF DEATH _____________

BROTHERS: NO. LIVING ____  NO. DEAD ____  CAUSE OF DEATH _____________________________

SISTERS: NO LIVING ____ NO. DEAD ____  CAUSE OF DEATH ________________________________

CHILDREN: NO. LIVING ____  AGES / HEALTH ______________________________________________

CHILDREN: NO. DEAD _____  AGES / CAUSE _______________________________________________

(OVER)



SOCIAL HISTORY
OCCUPATION: ________________________ MARRIED /SINGLE / WIDOWED / DIVORCED? __________
DO LIVE ALONE? YES NO   NURSING HOME? YES NO   ASSISTED LIVING? YES NO
DO YOU SMOKE NOW? YES NO  IN THE PAST? YES NO  TYPE & DAILY AMOUNT ______
DO YOU USE ALCOHOLIC BEVERAGES? YES NO  TYPE _____ WEEKLY AMOUNT ___________
HOW LONG? _________________________
DO YOU USE STREET DRUGS? YES NO    IF YES, WHAT TYPE? ____________________________

REVIEW OF SYMPTOMS  (SIGNS and/or SYMPTOMS YOU MAY BE EXPERIENCING)
YES  NO

 FEVER
YES  NO

 DIARRHEA
YES   NO

 HEADACHES
 CHILLS  NAUSEA  MIGRAINES
 NIGHT SWEATS  VOMITING  LOSS OF CONSCIOUSNESS
 WEIGHT LOSS  BLEEDING FROM RECTUM  HEAD INJURIES
 FATIGUE  HEMORROIDS  LIGHT HEADEDNESS
 CATARACTS  JAUNDICE  DIZZINESS
 GLAUCOMA  STOMACH ULCER  CONFUSION
 IMPAIRED VISION  HIATAL HERNIA  MEMORY LOSS
 DOUBLE VISION  PAIN IN ABDOMEN/PELVIS  SEIZURES
 WEAR GLASSES  BURNING ON URINATION  WEAKNSS IN ARMS/LEGS
 DECREASED HEARING  URINATING A LOT AT NIGHT  NUMBNESS /TINGLING
 RINGING IN EARS  DIFFICULTY IN URINATION  DEPRESSION
 EARACHE  URINATING FREQUENTLY  ANXIETY
 RUNNY NOSE  BLADDER INFECTION UNDER PSYCHIATRIC CARE
 LOSS OF SMELL  KIDNEY INFECTION  THYROID PROBLEMS
 FREQUENT NOSEBLEEDS  KIDNEY STONES PARATHYROID PROBLEMS
 SINUS PROBLEMS  BLOOD IN URINE  GOITER
 DENTURES  JOINT PAIN DIFFICULT MENSTRUAL CYCLE
 SORE TEETH OR GUMS  ARTHRITIS  HOT FLASHES
 CHANGE IN TASTE  BURSITIS  UNDERGONE MENOPAUSE
 SORE THROAT  OSTEOPOROSIS  BRUISE EASILY
 DIFFICULTY SWALLOWING  MUSCLE PAIN  ANEMIA
 HOARSENESS  BACK OR SPINE PAIN  FREQUENT INFECTIONS
 SHORTNESS OF BREATH  SKIN SORES BLEED FOR LONG PERIODS
 COUGH  HIVES PROBLEM WITH LYMPH NODES
 CHEST PAIN  ECZEMA  PROBLEM WITH SPLEEN
 ABNORMAL HEARTBEAT  RASH  ASTHMA
 UNABLE TO LIE FLAT  BREAST TENDERNESS  HAY FEVER
 HEART MURMUR  BREAST LUMP  ALLERGIES
 CONSTIPATION  BLEEDING OR DISCHARGE

DO YOU HAVE A LIVING WILL? __________________________________________________________

DO YOU HAVE A DURABLE POWER OF ATTORNEY? ______________________________________

PATIENT SIGNATURE ____________________________________ DATE __________________________

PHYSCIAN SIGNATURE _____________________________  DATE ________________________


