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PATIENT INFORLIATION
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CONTACT # 1
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HOME PHONE WORK PHONE OTHER

( ) ( ) _ ¢ )

DATE OF BIRTH (MMDIVYYYY) [ | MALE SOCWL SECURITY NUMBER JORIVER'S LICENSE NUMBER STATE

|] FEMALE

Iemrm-:n NAME AND ADDRESS '
Jesaan apoRESS SPOUSE/SIGNIFICANT OTHER (NAME)

NEXT OF KIN RELATIONSHIP PHONE

' (
O f~¢ = 9
RELATIONSHTP DAY PHONE )

CONTACT # 2

PAYIAENT INFORIATION

HOW DO YOU PLAN TO PAY FOR YOUR VASIT TODAY?

] CASH | | CHECX

[ ) CREDIT CARD

PRIMARY INSURANCE CARRIER

GROUP NO.

CONTACT INFORJMATION

EYE COLOR

ORGAN DONOR LVING WILL LANGUAGES (S} SPOKEN
by ves fyvo |y ves []NO
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TED L. EDWARDS, JR., M.D,

4201 Bee Caves Road, Suito B-112; Austin, Taxas 78746

MEDICAL HISTORY

PATIENT NAME

(INTERNAL USE ONLY DO NOT COMPLETE |

SCANNED

DATE

CURRENT MEDICAL CONDITION

Pleasa describe why you came (o see the doctor.

DATE PROBLEM BEGAN

CATE PROBLEM BEGAN

DATE PROBLEM BEGAN

FOR WOMEN ONLY )
| wish t0 have a nurse in the exam room when the doctor examines my chest. YES (O NO U DOESN'T MATTER ()
fEARS |
Yes/No Reaction Sart Date  Yes/No “Type Year YesMNo
U  NONE 0O O Tonsils ___ t_ . (10 Hearing difficulty
MEDICATION ALLERGIES O O Appendix —_— £ (] 0O Chronic ear infaction
(J O Aspirin i d (1 Galladder —— (O] Tubes
€1 (1 Codeine { (1 O Stomach* — 1 00 Hearing aids
(J O Morphine { U O Kidney* — (. 00 Ringing
0O O Panicillin i (] O Colon® _+ 00 Loss ot batance
O (71 Sutta / U U Thyroid — ¢ a4 injury
O O X-rRay Dye { (] O Hernia [ SR
FOOD ALLERGIES U O Breastr — ¢ [
(J () Eggs { 0 U vterus — L gJd Poyps
(] {1 Peanuts i {10 Ovaries* — I (] Sinusits
d O stuelfish Fi 0 U Prostate — L {J{] Allergies
ENVIRONMENTAL ALLERGIES O Q Joint Replacement ___/___ {](| Nosebleeds
0 O Oust F 3 d aAmputation® - . gQg Injury
[j [j Grass / [—] H Tubal Ligauon - L
U O Molds / 0 U Vasectomy e
O () Ragweed ! O (] C-Section ——— O[O Tuberculosis
O O Animals L QU Hysterectomy L (7] pneymonia
(1 (] Cedar { aad Hemorrhmdectomy_.____f_ U U Asthma
0O O Fire Ants i 0 O Other —4— an Emphysema
O O Fying Insects L g O Other — L 10 Pleurisy
OTHER See attached for more 8 g Cough
L. h up blood
L an g;’;’ﬁms of breath
(1 See attached kor more O A Changes in appetite (7] Chronic bronchitis
U (] Changaes in thirst r
(173 Cranges in woight 0 Smover
Name Dosage Frequoncy [J (| Changes in energy level (1 (] Secondhand smoke
PRESCRIPTION MEDICATION (1 [ Chest x-ray Date
HEAD ]
O O Headaches
U L) Migraines O O High blood pressure
O QA Tension {J J Chaest pain
(n w () O Heart murmur
U U Dental problems (1 () Hear disease
U L] tnjury [J O Abnomal EKG
OVER THE GOUNTER MEDICATION H % Eﬂg‘: ::::k“a‘
(1 U visual ditticulty {0 Q vancose veins
J (1 Double vision 0 A Phiebitis
O O Seae color halos O O Blood transtusions
J ] Contacls U U Bruise easily
SUPPLEMENTS {10 Glasses (J I Angmic
(] 1 Cataracts {J O Pacemaker
0O U Glaucoma {10 Heart surgary
U a injury U {J Swaelling ot ankles or feat

N See attached for more



TED L. EDWARDS, JR., M.D.

4201 Bee Caves Road, Suite B-112; Austin, Texas 76746

[INTERNAL USE ONLY DO NOT COMPLETE }

SCANNED
MEDICAL HISTORY
PATIENT NAME DATE
GASTRO-INTESTINAL NEUROLOGICAL GENDER RELATED/MALE

YesMNo

Yos™No

Yes/No

O (7 Digestive prablems
(2 U Heartbum

U O Ukers
Nauseasvomiting
Diarrhea
Hamorrhoids
Bloody stools
Constipation

Black bowl movement
Gallbladder disease
Roctal bleeding
Anorexia/Bulimia
Colostomy

GENITO-URINARY

O O Chronic urinary tract infections
{10 Urinary problems

0O O Kidney stones

0O A Gonarrhea

O O Syphilis

{J (] Herpes

U U Chlamydia

U U Other:

aocaaaanc

a20oocoaacc

a

(J O Painfulswollen joints

(1 O Back pain

(1 (] Back injury

(10U Arthritis

0O O Disease of the muscle or joint
0O d Muscle spasms

101 Bursitis

U U Tendirutis

&1 (] Gout

0O d cCarpal Tunnel Syndrome

O O njury, Type:

LIVER

(1 Q1 Jaurdice
UJ U Hepattis
(3 O Cancer
d 4 cirrhosis

O O Anemic

(3 O Clotting problems

[ [0 High blood sugars

(1] Low blood sugars

O O Contact w/ blood products
(0 O Transtusion(s)

OO HIve

U (J Hepatitis

(1 0] Seizures/Convulsions
U O pParkinson's disaase
U LJ Fainting spolls

(1 () Stroke

(10 Cerebral hemorrhages
0 O Loss ol consciousnass
O A Paralysls

[T 0] Cancer

(3 O Brain Tumor

[ 1] Alzheimer's disease
0O QO Attention Deficit Disardar

,_
&
Q

2‘
2
2

ccacoaac
onoooac
o
<
“
=
a

{1 O Bruising or blesding
O U Ukers

OTHER

0O See attached for mare

— Number of pregnancies
— Number of premature births
Number of live births

U O Complications of pregnancy, Type.

ot e secuon

U 3 Aborti

03 et control pills

()] OJ Use estrogenvprogesterone
O O Tubal ligation

0O O Other birth contral, Type:

- .— Age mensaes slarted
— Age manses stopped
(J O abnomal periods

O Qg pMms

U €ndometriosis
Hystarectomy, Type:
[ | vaginal infections
Vaginal discharge

(] Vaginal dryness
Cancer, Typa:
Hot flashes
Night sweats
Qvarian cysls
Breast lumps/discharge
Fibrocystic disease
Sell breast oxams
Pap Smear
Mammogram

JZ06

Date:
Date:

Qcaoacilgcaocasc

Jacciaooaoq

(71 (] Penile discharge

LJ U Swalling of groin

U O Difficutty urinating
(17 Epididymitis

(1 [J Difficulty with eraction
7} O Impotence

0 O Cancer, Type:
<101 vasectomy
0 O swelling of scrotum

3 O Pain or lumgs in testicles
"1 7] Prostate disease

LIFESTYLE
TIMarmied O wWidowed U Dvorced (M1 Single
Number of chikdren living at homg

Ages.
—— Number of others living at home

Typeo of work:

Level of stress:
O d Catteine use: per day
J O Alcoho! use: per week
(107 Tobacco use: . par day
O O Substance use: per week
(101 Victm of abuse
Type:
Minutes and times per wegk
HISTORY OF TRAUMA
YesMNo Date

a CI Head: Concussion
Head: Laceration
Head. Closed [njury
Facial: Eye

Facial: Ear

Facial: Nose

Facial: Jaw

Neck: Fracture

Neck: Injury
Shoulder/Clavicle: Fracture
Stoutder/Clavicle:
Dislocation

Armm: Fracture

Amm: Dislocation
Hand/Fingers: Fracture
Hand/Fingers: Dislocation
U Torso: Rib Fracture
Torsa: Chest Injury
Torso: Cardiac Injury
Torso: Organ Trauma
Torso: Back Injury
Genitalia- Trauma

Leg: Fraglure

Leg: Amputation

Leg: Lacaration

Lag: Dislocation
FooVAnklg: Fracture
Foot/Ankie: Amputation

gcococaoac

0 4O04accaacac
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TED L. EDWARDS, JR., M.D.
4201 Bes Caves Road, Suite B-112; Austin, Texas 78746

|INTERNAL USE ONLY DO NOT COMPLETE |

SCANNED
MEDICAL HISTORY
PATIENT NAME DATE
Yos'No Dates of Last Immunizabon Yes/No
(1 [] Nervous 00 Flu e e L1 O Artificial Joints
(1 (] Depressed 0O D Pneumonia — 00 Denturas
[0 O Trouble making decisions i) [1) Rubeola _— [0 Hearing Aid{s)
U O Anxious or uneasy 00 O Rubsella __ )] Pacemaker
(1 O Sexual problems O O Mumps . 04 implants
(1) Bored U U MMR (Messesmumpa®ivbeta) [ L] Transplants
0O O Thoughts of suicide 0 Qd T8 Test — 0O0 other:
[1{) Need to talk 0 {3 Polio
['1 (] Panic or desperation (1) DPT DenhenafotussisTeamns)
(3 [J Recent changes in lifestyle [ [J DT menthecaTelanus)
101 Other: 0 O Hepalitis A
0 [0 Hepatitis B
(][] Other:

FAMILY HISTORY

Plaase indicate with a check each family membaer living. Indicate the family member's present age or age at time of daath. Indicate with a check

any of the diseases from which family members suffar{ed). It the disease is a specific type, please write the type in the box (i.e., Cancer —
Braast). Other diseases not listed may be handg written in the space prowded.

MOTHER'S FATHER'S
MOTHER FATHER MOTHER FATHER MOTHER FATHER

Check il Living

Age: Living or at death
Alcoholism

Allergies

Alzheimer's Disease
Arthritis
Blood/Circulation
Dapression

Cancer

Diabetes

Digestive System

Drug Sensitivities

Eyo Disorder

Heart Disease

Heanng Disorder

Hyperiansion

Kidney Stones

Liver Disorder

Muscutoskeletal

Reproductive System

Respiratory System

Scoliosis
Stroks

Tuberculosis

Ulcer Disease

Urinary/Prostate
Other:
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TED L. EDWARDS, JR., M.D. [nTERNAL USE ONLY DO NOT COMPLETE |
4201 Bee Caves Road, Suite B-112; Austin, Texas 78746 :

SCANNED

MEDICAL HISTORY

PATIENT NAME DATE

ADDITIONAL INFORMATION : '
Please use the space below for comments and additional information. If applicable, please note the section to which the comment refers,



