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Banner He;lth

Ogallala

Medical Group




2601 North Spruce St.,   Ogallala, NE 69153        Phone: (308) 284-3645   Fax: (308) 284-7276
Name:____________________________     DOB: ___/___/___     Allergies: _____________ ⁯ No Allergies
Advanced Directive: No___ Yes___, if yes please provide front office with copy.

Preferred Pharmacy: (name and location) _____________________________________________________
Prescription Medication    ⁯None

1) _______________
Dosage: _______________
# of Times a Day: _______________
2) _______________
Dosage: _______________ 
# of Times a Day: _______________

3) _______________
Dosage: _______________
# of Times a Day: _______________
4) _______________
Dosage: _______________
# of Times a Day: _______________

5) _______________
Dosage: _______________
# of Times a Day: _______________

Vitamins, Supplements, and Over the Counter Medication

1) ____________________________________

2) ____________________________________
3) _____________________________________
Past Medical History:  Please mark all that apply
⁯Allergies


⁯Blood Clots


⁯Gallbladder disease

⁯Heart Attack

⁯Anemia


⁯Cancer________

⁯GERD- Reflux

⁯Osteoarthritis

⁯Angina


⁯Stroke


⁯Hepatitis C


⁯Osteoporosis

⁯Anxiety


⁯COPD


⁯High Cholesterol

⁯Ulcers

⁯Arthritis


⁯Heart Disease

⁯Hypertension

⁯Kidney Disease

⁯Asthma


⁯Crohn’s Disease

⁯Irritable Bowel

⁯Seizure Disorder

⁯Atrial Fibrillation
⁯Depression


⁯Liver Disease

⁯Thyroid Disease

⁯Prostate Enlargement
⁯Diabetes


⁯Migraines

Past Surgical History:  Please mark all that apply and include year they were preformed.
⁯Angioplasty
_________
⁯Colon Removal
________
⁯Pacemaker
   ________
⁯Angio w/ Stent
_________
⁯Colostomy

________
⁯Bowel Resection ________
⁯Appendectomy
_________
⁯Gastric Bypass
________
⁯Thyroidectomy   ________
⁯Arthroscopy knee   _________
⁯Hernia Repair
________
⁯Tonsillectomy ________
⁯Back surgery
_________
⁯Hip Replacement
________
⁯Hysterectomy ________
⁯Heart Bypass
_________
⁯Knee Replacement
________
⁯Prostate Biopsy   ________
⁯Carpal Tunnel
_________
⁯LASIK

________
⁯TURP (prostate   ________
⁯Cataract extraction   _________
⁯Liver Biopsy

________
⁯Vasectomy
   ________

⁯Gallbladder Removal   ________
⁯Tubal Ligation
________


Other Surgeries:

1) ______________________________ Date: __________
2) ______________________________ Date: __________
3) ______________________________ Date: __________
 (OVER)

Family History

Father:    ⁯Alive   ⁯Deceased-_____ (age at death) Cause of Death________________
Mother:  ⁯Alive   ⁯Deceased-_____ (age at death) Cause of Death________________
Number of Siblings: Brother(s)   _____Sister(s) ______ Health problems:______________________
Number of Children: Son (s) ______ Daughter (s) _______ Health problems: __________________

Any additional pertinent Family History: _______________________________________________

Social History
Marital status: __________   Occupation: ____________________ Employer: __________________________

High School Completed: YES or NO   
College Attended: YES or NO   Degree Obtained_________________

Exercise: YES or NO
Type: ________________ Hours per Week: _____________

Tobacco use: 
⁯Yes   ⁯No
Type: __________   
Amount: __________ 
Years of use: __________

Alcohol use:  
⁯Yes   ⁯No
Type: __________   
Amount: __________ 
Frequency: ____________

Caffeine use: 
⁯Yes
⁯No
Type: __________
Amount: __________

Frequency: ___________

Illicit Drug use: 
⁯Yes
⁯No
Type: __________  
Amount: __________

Frequency: ____________

Sexual Orientation: __________ 
Contraception (type): __________
 Sexual partners in lifetime:












⁯<5
⁯>5
⁯>10

Health Maintenance:

Vaccines:
⁯ Tetanus Date: __/__/__
     ⁯ Pneumonia Date: __/__/__     ⁯ Zostavax Date: __/__/__     ⁯ Flu Date: __/__/__

Females only:

⁯ Colonoscopy Date: __/__/__
   ⁯ Last Period: __/__/__
     
   ⁯ Date of last Pap: __/__/__

     Normal: Yes or No

   ⁯ Postmenopausal: Y or N- Year _____
    ⁯ History of Abnormal Paps? Yes or NO Year: __________
⁯ Bone Density Date: __/__/__
    ⁯ Post menopausal bleeding: Yes or No
    ⁯ Treatment for abnormal Pap
     Normal: Yes or No

   ⁯ Pregnancies total: __________
       Freezing, LEEP, Laser or Observation
⁯ Cholesterol Date: __/__/__
   ⁯ Deliveries: _______________
   ⁯ Gardasil Vaccine Yes or No

     Normal: Yes or No

   ⁯ Type of Deliveries: __________
   ⁯ History of STD’s Yes or No Type: ___________

⁯ Mammogram Date: __/__/__
   ⁯ Miscarriages: ______________
   ⁯ Length of period (days): ______________

    Normal: Yes or No

   ⁯ Abortions: ________________
   ⁯ Days between period: ________________

Males only:

⁯ Colonoscopy Date: __/__/__
    ⁯ Prostate Exam Date: __/__/__

     Normal: Yes or No

         Normal: Yes or No
⁯ Bone Density Date: __/__/__
    ⁯ PSA Date: __/__/__

     Normal: Yes or No

         Normal: Yes or No

⁯ Cholesterol Date: __/__/__
    ⁯ History of STD’s Yes or No

     Normal: Yes or No

         Type: _______________

⁯ Testicular Exam Date: __/__/__

    Normal: Yes or No

