RUSSELL DENEA, MD, LLC
PATIENT HISTORY FORM

Date: / / Birthdate: / /

Sex: AFOM

NAME: Age:
Last First M. 1.

Describe briefly your present symptoms:

Please list the names of other practitioners/physicians:

Psychiatric Hospitalizations (include date, location, reason):

CURRENT MEDICATIONS

Drug allergies: O No U Yes Drug and reaction?
Please list any medications that you are now taking. Include non-prescription medications & vitamins or supplements:

Name of drug

Dose (include strength & number of pills per day)

How long have you been taking this?

1.

2.

3.

©l N o

10.

PAST MEDICAL HISTORY

Present or past history of:

U Diabetes
U High blood pressure
U High cholesterol

U Hypothyroidism

U Goiter

U Cancer (type)

U Heart murmur

U Pneumonia

U Pulmonary embolism
U Asthma

U Emphysema

U Stroke

U Leukemia

U Psoriasis

U Angina

U Heart problems

U Epilepsy (seizures)
U Cataracts

U Kidney disease

U Kidney stones

Other medical conditions (please list):

U Crohn’s disease

U Colitis

U Anemia

O Jaundice

U Hepatitis

U Stomach or peptic ulcer
U Rheumatic fever

U Tuberculosis

O HIV/AIDS




PERSONAL HISTORY

What is your highest education? UHigh school USome college WCollege graduate UAdvanced degree

Marital status: O Never married U Married O Divorced U Separated U Widowed O Partnered/significant other
What is your current or past occupation?
Are you currently working? : O Yes O No Hours/week If not, are you O retired O disabled O sick leave?

Do you receive disability or SSI? O Yes U No If yes, for what disability & how long?

FAMILY HISTORY

Age (s) Health & Psychiatric If deceased, age and cause of death

Father

Mother
Siblings

Children

EXTENDED FAMILY PSYCHIATRIC PROBLEMS PAST & PRESENT:
Maternal Relatives:
Paternal Relatives:

SUBSTANCE USE

DRUG CATEGORY egs %’ivr};ten :g\,v\\,l g:ec:id c:;;lsn;?dnzou When did You Do yOl.,I currently
(circle each substance used) used this: you use this? use this? last use this? use this?

ALCOHOL YesO No o
TOBACCO YesO No O
CANNABIS: Marijuana, hashish, hash oil Yes O No o
STIMULANTS: Cocaine, crack, speed, Yes O No o

Methamphetamine, ice, crank

AMPHETAMINES/OTHER STIMULANTS: Ritalin,

. . Yes O No O
Benzedrine, Dexedrine
BENZODIAZEPINES/TRANQUILIZERS: Valium,
Yes O No O
Librium, Klonopinn, Xanax, Diazepam, “Roofies”
SEDATIVES/HYPNOTICS/BARBITURATES:
Yes O No O
Ambien, Lunesta, Barbiturates
HEROIN, STREET OR ILLICIT METHADONE
Yes O No O
OTHER OPIOIDS: Tylenol #2 & #3, 282’S, 292’S,
. . Yes O No O
Percodan, Percocet, Opium, Morphine, Demerol,
Dilaudid, Oxycontin, Fentanyl
HALLUCINOGENS: LSD, PCP, STP, MDA, DAT, mescaline)
. . Yes O No O
peyote, mushrooms, ecstasy (MDMA), nitrous oxide
INHALANTS: Glue, gasoline, aerosols, paint thinner,
Yes O No O

poppers, rush, locker room

OTHER: (specif
(specify) Yes O No O




