
 
STAT Cancer Clinic Medical History 

Shaded Areas to be filled in by Staff and Physicians  

Patient Name: Date:                               

DOB: Phone:                    

Emergency Contact:                    Alternate Phone:                     

Reason for Visit:                     

Physicians that you currently see:                                                                      

                                                                                                      

History of Present Illness :                                                                                                       

                                                                                                  

                                                                                                   

                                                                                                      

                                                                               Past Medical History 

Please circle all those that apply Yes: No: Date/Comments 

Cancer    

Cardiovascular: 
HTN / High Cholesterol / Triglycerides 
Heart Attack / Pace Maker / CHF / Angina 
Bleeding/Clotting problems, Severe Shortness of 
Breath  

  

 

Endocrine: Diabetes / Hepatitis / Cirrhosis / Thyroid 
Disease 

   

Gastrointestinal: 
Hiatal Hernia / Bleeding Ulcers / Rectal Bleeding / 
Reflux (GERD) / Crohn’s Disease / Ulcerative colitis / 
Stomas  

  

 

Genitourinary: 
Kidney Stones / Dialysis / Prostate Problems / UTI 

   

Neurologic: 
Epilepsy / Severe Headaches / Muscle Weakness / 
TIA-Stroke / Parkinson’s 

  
 

OB/GYN:  LMP 
Female Problems / Currently Pregnant / Menopause 

   

Musculoskeletal: 
Arthritis / Neck Pain / Back Pain / Gout, Joint 
Replacement  

  
 

Psychiatric:  Depression / Anxiety    

Respiratory:  Bronchitis / TB / Asthma / COPD    

 Vital Signs (These will be taken at your appt. time) 

BP____________   P___________   T__________   R________ Pulse Ox________  O2L/Min________________      
 
Pain Score 0-10 ____________ Ht. ________ Wt. ________ 
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Surgical History 

 
Type of Surgery: Date/Month/Year: 

  

  

  

  

  

  

  

  

  

 

Review of Systems 
 
Cardiac 

            Chest Pain     Swollen Legs      Other    _________________________      

Endocrine  

            Blood Sugars _______________   Jaundice  Other ______________________ 

Gastrointestinal  

            Heartburn     Nausea    Vomiting   Diarrhea   Constipation  

            Bloody stools    Other ______________________ 
Genitourinary 

            Blood in Urine   Painful Urination    Other  _________________________ 

Neurologic 

            Dizziness  Numbness    Weakness in Extremities    

            Recent change in vision/hearing   
OB/GYN 

            Abnormal Bleeding  Bloating  Breast Lumps  Breast Tenderness  

            Cramping  
Musculoskeletal 

             Muscle Weakness    Bone/Joint Pain    Other__________________ 

Respiratory   

             Cough    Shortness of Breath   Wheezing    Other_______________ 

       Productive  

       Nonproductive  
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Current Medication List 

 
Please list all Prescription Medications, Over the Counter Medications and Vitamins and Herbs 

Medication Name: Dosage: Frequency: 
   

   

   

   

   

   

   

   

   

   

   

   

   

 
Allergies: Are you allergic to any medications, foods, latex or medical tape?  Yes   No 
     If so, please list allergies below along with symptoms experienced 

                                                                                                                                         

                                                                                                                                                                   
 

Family History 
Family Member Alive Deceased Illnesses/ Cause of Death 

Mother:    

Father:    

Siblings:    

    

    

Children: 
 Yes           No 

   

    

    

Do you have any 
Family History of 
Cancer: 
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Social History 
Please circle the answer to the following questions: 

Marital Status :   Single          Married           Divorced            Other 

Living Situation:    Alone          Family             Other________________ 
 
   Single Family Home       Apartment         Assisted Living      Nursing Home 

Occupation   
__________________________       Full Time      Part-Time         Retired  

 
Habits 

Please circle the 
answer to the 
following questions: 

 
How Much? 

 
How Long? 

Smoke? 
Cigarettes         Pipe   
            Cigars 

  

Drink Alcohol? 
 Yes      No        Quit 

  

Use Recreational 
Drugs? 
 Yes     No        Quit 

  

 

Physical Exam  
 

HENT:____________________________________________________________________________________________ 
 
Neck:_____________________________________________________________________________________________ 
 
Lungs:____________________________________________________________________________________________ 
 
Heart:_____________________________________________________________________________________________ 
 
Abdomen:_________________________________________________________________________________________ 
 
Extremities:_______________________________________________________________________________________ 
 
Communication:  English   Yes  No If no, language spoken:                                 

Interpreter    Yes   No 

Learning Assessment: 

How would you like to receive your information?  Written   Verbal   Video   Demo    

Other:                                                                                                                           

Religious/Spiritual/Cultural: 

Do you have any religious, spiritual, or cultural considerations that we need to be made aware of?  

Yes    No 

If yes, please specify:                                                                                        
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Nutrition Assessment:  Questions about diet?  Yes    No 

Weight loss/gain within last 30 days?  Yes     No    How much?      Meals per day?   
 
Functional:  Able to perform activities of daily living:  

Independently    Some assistance    Complete assistance 

Rehabilitation Assessment Needed?   Yes   No  If yes, Rehab notified_______________ 

Have you fallen within the last 3 months?  Yes   No  If yes, please explain:____________ 

Advance Directives: 

Do you have advance directives or a living will?  Yes  No  

If yes, is there a copy on chart?  Yes    No 

If no copy with you present, please specify intent:                                                           

Would you like information regarding advance directives or a living will?  Yes     No 

 

Please do not write below this line for staff use only 

 

 

Additional Notes 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

Are there signs or symptoms of abuse noted?   Yes    No 

 

Staff Signature_____________________________________________________________________________ 

Physician Signature________________________________________________________________________ 
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