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TED l. EDWARDS, JR., M.D.
4201 Bee Caves Road. Suito 8.112: Austin, Toxas 78746

hNltHNAL USE.ONLY 00 NOT COMPlETE I
SCANNEO ._ __ __ .

MEDICAL HISTORY
PATIENT NAME DA!E _

CURRENT MEDICAL CONDITION
Pl•••• <lesa1bo why roo came to •••• lt1e doc1Of.

DATE PROBLEM BEGAN _

DATE PROBLEM BEGAN _

DATE PROBLEM BEGAN _

FOR WOMEN ONLY
I wtsh to have 8 "lISe ., the exam room when the dodor examines my chest YES [J NO U DOESN'T MATTEA 0

Yea' _YesIN__ o _

,08'e: _

LUNGS

NOSE

EARS

DO Polyps
o [J Sinusitis
U U Allergies
I J I I Nosebleods
DO Inlury

Cl 0 Hearing difficulty
o 0 Chrontc ear infection
[] LJ Tubes
D D Hearing aids
DO Ringing
D D Loss 01balance
DO Injury

D 0 Tuberculosis
[J [1 Pneumonia
[J U Aslhma
n [] Emphysema
no Pleurisy
DO Cough
o n Cough up blood
D CJ Shortness of breath
r J [J Chronic bronchitis
o D Cancer
[J 0 Smokar
I.J 1.1 Secondhand smoke
n 0 Chest •. ray

HEAD

GENERAL
o 0 Changes in appetite
U (] Changes in thirst
['1 f] Changes in weight
o LJ Ct\anges in energy level

SURGERIES
Start Dale YestNo

00 Tonsils
o [] Appench
o n Gallbladder
no Stomach-
[] 0 Kidney'
no Colon'
[J U Thyro,d
U 0 Hernia
U 0 Breast'
o U Ute",s
U 0 Ovaries'
o U Prostate
o 0 Joint ReP'a,cemont ~_
o 0 Amputation-
r J n Tubal Ligation
o U Vasectomy
o n C.Section
o [J Hystorectomy I

[] 0 Hemorrhoidectomy '---L..-
o lJ Other I

DDOlher {
o Se6 attach«! for more

Frequoncy

Aeac1lon

MEDICATIONS

n See aNached kJ.r more

ALLERGIES

o NONE
MEDICATION ALLERGIES
[] 0 Aspirin
on Codeine
[] 0 M()(jlhlne
o 0 Pentcillin
on Sulfa
DO X-Ray Dye

FOOD ALLERGIES
lJ [] Eggs
n n Peanuts
00 Shellrl$t1
ENVIRONMENTAL ALLERGIES
DO Dust
on Grass
U 0 Molds
o Ll Ri\gweed
DO Animals
IIn Cedar
o 0 Fire Ants
o 0 Flying In$(Jets " ...

OTHER

Name OQs.ag6

PRESCRIPTION MEDICATION

YeslNa

OVER THE COUNTER MEDICATION

SUPPLEMENTS

o 0 Headaches
U [] Migraines
00 Tension
rlll TM.!
[J lJ Denial prOblems
o LJ Injury

EYES
o U Visual dithculty
U n Double vision
o 0 See color haloS
00 Contacts
e] 0 Glasses
eJ 0 Celaraels
o U Glaucoma
U 0 Injury

HEART/CIRCULATORY
D 0 High blood pressure
U U Chest pain
U D Heart murmur
n n Heart disease
o 0 Abnonnal EKG
U D Rapid heart beat
n n Hoart anack
o D Vancose veins
D D Phlebitis
D D Blood transfusions
U U Bruiso oasily
00 Anemic
o D Pacemaker
n D Heart SUlgery
U U Swelling ot ankles Of feot

n See attacfJed tor more
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TEO L. EDWARDS, JR., M.D.
4201 Bee Caves Road. Suite 8.112; Austin, Texas 78746

MEDICAL HISTORY

IINTERNALuse ONlY 00 NOT COU:PlETt: I
SCANNED _

PATIENT NAME DATE _

Cate

GASTRO.INTESTINAL
YesINo

o n Digestlve problems
CJ [J Heartbum
UO Ulcers
U 0 Nausea/Vomrting
U 1.1 Diarrhea
o 0 Hemorrhoids
o 0 Bloody slools
o 0 CooshpatJon
o 0 Black bow1 movement
o 0 Gallbladder disease
o 0 Rectel bloOOing
n Cl AnoreJtlaIBu~mLa
o 0 CoIoslomy

GENITO.URINARY
o 0 Chronic urinary tract infections
CJ U Urinary problems
o 0 Kidney stones
o 0 Gonorme.
00 Syphilis
DO Herpes
U U Chlamyd,a
U U Olher:

MUSCLE/BONE
o 0 PainfuVswollen joints
00 Backpain
n rJ Back injUry
{J [J Arthritis
o 0 Disease oIlhe muscle 0< joInl
o 0 Muscle spasms
riC-I Bursilis
U U Tondinitis
o [J Gout
o 0 carpal Tunnel Syndrome
o 0 InJUry_Type_ _

LIVER
LJ LJ Jaundice
U U Hepatitis
[]0 Cancer
00 Cirrhosis

BLOOD
00 Anemic
o 0 Cklning problems
o 0 High blOOdsugars
n (J low blood sugars
00 ~n~ctw/~pr~~
o 0 TransfusK>f1(s)
00 HIV.
U (J Hepatitis

NEUROLOGICAL
YosINo

n n SelzuraslConvulsions
U U Par'l(inson's disease
U U Fainting spolis
(" J I ) Slroke
l 1 0 Cerebral hemorrhages
o 0 Loss 01 consciousness
o 0 Paralysis
n C1 Cancer
U 0 Brain Tumor
{ I n Alzheimer's disease
o II Attention Doficit Disorder

SKIN
lJ U Cancer
o 0 Psorias ••
[]0 Eczema
00 Dry skin
o 0 loss of pigmont
o Q Molas
U 0 Warts
00 Aashes
CJ LJ Bruising or bleeding
o U Ulcers

OTHER
o see attached (or more

GENDER RELATED/FEMALE
__ Number of pregnancies

__ Number of premature births
__ Number of live births

lJ 0 C<>mplicalions of pragnancy, Type:

o [J C-seetion
U lJ Abortion
o 0 Birth control pills
IJ rJ Use estrogor'Vprogostorane
o 0 Tubal ligation
U lJ Olher b,r1h control, Type:

_ ,_ Age menses started

__ Age menses stopped

(J 0 Abnormal periods
00 PMS
o U Endometrlosts
(l 0 Hysterec1omy. Type: _
o I J Vaginal infechons
U n Vaginal dischargo
o U Vag,"al dryness
[l 0 Cancer, Typo: _
U 0 Hot "ashes
o 0 Night sweats
n 0 Ovanan cysts
U n Breastlumps/discharge
o lJ Flbrocyshc disease
o U Self breast oxams
U n Pap Smear Date: _
o fl Mammogram Date: _

GENDER RELATED/MALE
Ye>!No

[l n Penile disctlarge
LJ U Swelling of groin
U 0 Difficulty urinating
[-J 11 Epididyrnl1is
n [] Dilficulty wi1I1erection
o 0 Impotonce
o 0 Cancer, Type: _
n n Vasectomy
o 0 Swalling of scrotum
o 0 Pain or lumps In testicles
rJ (1 Prostate dlsease

LIFESTYLE
nMarried 0 Widowed 0 Divorced nSingle
__ Number of children living at home

Ages: _

__ Number 01others living at home
Type of~; _

Level of stress: _

o 0 caffeine use: per day
LJ 0 AJcohol use: per week
(.1 (] Tobacco use: per day
o 0 Substance use: per week
n n Victim of abvse

EXERCISE
Type: _

Minutes and times per weok

HISTORY OF TRAUMA
YeslNo

o 0 Head: Concussion
o 0 Head: Laceration
o 0 Heed: Closed Injury
o 0 Facial: Eye
n n Facial: Ear
n lJ Facial: Nose
IJ Il Facial: Jaw
o LJ Neck: Fracture
o IJ Neck: Ir'jury
o 0 Shoulder/Clavicle: Fracture _
o [J Shouldar/CJavtcle:

Dislocation
o 0 Arm: Fracture
( J (1 Arm- Dislocalion
o 0 HandlFinge~: Fracture
U ~ HandIFingers: Dislocation
U U Torso: Rib Fracture
o 0 Torso: Chest Injury
[-J [ I Torso: card",c InjUry
o 0 Torso: Organ Trauma
U [J To<so_Back Inlury
U U Genitaha" Trauma
n 0 Leg: Fracture
(-J n lag: Amputalion
U 0 leg: Laceration
n rJ leg: Dislocahon
U 0 FooVAnkle: Fracture
Ij Cl FooVAnkle: Ampulation

Page 2



TED L. EDWARDS, JR., M.D.
4201 Bee Caves Road, Suite 8.112; Austin. Texas 78746

IINTERNAluSE ONLY 00 NOTCOMPlm I
SCANNED ~

MEDICAL HISTORY
PATIENT NAME DATE _

MENTAL STATUS IMMUNIZATIONS PROSTHESIS
Dale of lasllmmunization _YesIN__ o _

l.J 0 Artificial Joints
00 Dentures
[]0 Heartng Aid(s)
n 0 Pacemaker
lJ [J Implants
U U Transplants
00 Other:

00 Flu
o 0 Pneumonia
1".JU Rubeola
[J [J Rubella
DO Mumps
U U MMR,••••_,...,..,)
00 TBTest
[J IJ PoliOn II OPT __ ...".,.) _
n 0 DT (O!pflther1alTetIJ'IlIS)

o 0 HepatitLS A
00 HepatitisB
[ ) [J Other:

YeslNoYesh'o

n [J Nervous
(1 0 Depressed
o 0 Trouble making dedsiol'\S
U [.J Anxious or uneasy
o 0 Sexual problems
(J [] Bored
o [.J Thoughts of suicide
[ J (J Need to talk
r ] U Panic or dosperation
n rJ Recent changes in Ueslyt8
Il n Other:

FAMILY HISTORY

Please indicate with a check each 'amity member living. Indicate the family member's present age or age at time of death. Indicate wtth 8 check
any of the diseases from which family members suffer(ed). If the disease is a specific type, please write the type in the box (i.8 .. cancer -
Breast). Other diseases not listed may be hand wrinen in the space prOVIded.

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

Check illiving--_ .. .. -
Age: living or at death

Alcoholism

Allergies

Alzheimer's Disease

Arthrills

Blood/Circulation

Depression

Cancer

Diabetes

Digestive System

Drug Sensitivities

Eyo Disorder

Heart Disease

Hearing Disorder

Hypertension

Kidney Stones

liver Disorder

Musculoskeletal

Reproductive System

Respiratory System

Scoliosis

Stroke

Tuberculosis

Ulcer Disease

UrinarylProstate

Other:
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TED L. EDWARDS, JR., M.D.
4201 Bee caves Road. Suite 6-112; Austin. Texas 78746

MEDICAL HISTORY

IINTERNAL USE ONLY DO NOT COMPLETE I
SCANNED _

PATIENT NAME _

ADDITIONAL INFORMATION .

DATE _

Please use the space below for comments and additional Information. If applicabfe. plesse note the section to which the comment refers .

. .


