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WAKE HEALTH SERVICES, INC.

ANTECEDENTES MEDICOS DE ADULTO

A Community Health Center

TODA INFORMACION ES CONFIDENCIAL- FAVOR DE LLENAR TODOS LOS ESPACIOS DE ESTA HOJA

Nombre

Fecha de nacimiento - -

PADECIMIENTOS ACTUALES

mes dia afio

MEDICAMENTOS ALERGIAS A:

HOSPITALIZACIONES ( recientes)

FECHA CIRUGIAS FECHA

FECHAS RECIENTES DE: (MES Y ANO)
a) Vacuna contra el tétano

d) Mamografia

b) Exploracién fisica
¢) Prueba de Papanicolaou

e) Vacuna contra la neumonia

ANTECEDENTES FAMILIARES: Marque la(s

enfermedad(s) que afecta(n) a su familia e indique qué familiar(s) la(s) padece(n)

a. Diabetes [ Isi [Ino b. Hipertension  [_Isi [ Ino c. Derrame cerebral [Isi [no

Familiares afectados Familiares afectados Familiares afectados
d. Cancer e. Padecimientos cardiacos [ Jsi [ |no f. Tuberculosis [Isi [Ino

De seno [Isi [ Ino Familiares afectados Familiares afectados

Del colon [Isi [ Ino

De prostata  [_Isi [ Ino

Otro tipo [Isi [ Ino

Familiares afectados

g. Padecimientos mentales/emocionales h. Alcoholismo Llyes [Ino I. Padecimientos pulmonares
[Isi [no Familiares afectados [1si [Ino

Familiares afectados Familiares afectados
ANTECEDENTES SOCIALES:

Fuma cigarrillos  [_] Si [ INo Consume alcohol []si []No Es sexualmente activo(a)[_| Si [_] No

cajetillas por dia tragos por dia

SOLO PARA HOMBRES
¢Ha tenido padecimientos de la préostata?

SOLO PARA MUJERES

Edad en que su periodo menstural se presentd
Fecha de su ultimo periodo menstural

¢Alguna vez usted ha :

Estado embarazada?

Sufrido un aborto involuntario?

Abortado voluntariamente?

Padecido complicaciones del embarazo?
Utilizado métodos de control natal?
Realizado el autoexamen mensual de seno?

¢ TIENE UN TESTAMENTO EN VIDA?
(Declaracion del deseo de una muerte natural)

NO
[

[ ] # de veces

[ ] # de veces

[ ] # de veces
[lespecifique
[] ¢de qué tipo?
]

N

[




THIS SIDE IS TO BE COMPLETED BY CLINICAL OR PROVIDER STAFF
ESTE LADQO DE LA HOJA SERA LLENADQ POR EL PERSONAL DEL PROVEEDOR DE SERVICIOS O DE LA CLINICA

PSYCHOSOCIAL ASSESSMENT

Emotional Status:[_]Anxious [ ]Sad [ ]confident
Marital Status: [ IMarried [ Jwidowed [IDivorced/Separated  []Single
Occupation: [ |Retired [|Employed [lUnemployed [ |Disabled
Lives With: [ ]Self [ISpouse [ IFamily [INursing Home
[ |Other Name:
Activities of daily living performed by: [ Self [ IFamily [ Iw/Assistant
Activity Level: []can walk alone [ IWheelchair [ ]Cane [ Iwalker [ |Bed rest
Current Use of Medical Equipment in the Home: [ ]Yes [ JNo List
ASSISTED

CURRENT FUNCTIONAL ABILITY SELF BY

Bathing, Dressing, Eating

Dressing

Toileting

Driving

Managing Medicine

Cooking/Housework

Walking
NUTRITION ASSESSMENT
Time for Breakfast

Lunch
Supper

Food intolerances
Unplanned Weight Loss (with in last month) [1Yes how much? [INo
50% Reduction of food intake for 5-7 days [ IYes [ INo
Difficulty Chewing/Swallowing [ 1Yes [INo
Do you have/need dentures [ IYes [ INo
Nausea/Vomiting [ IYes [ INo
Diarrhea/Constipation [ IYes [ INo
EDUCATIONAL ASSESSMENT
Education (years of formal education completed)
Any difficulty talking or speaking [lYes [INo
Physical Disability/Impairments [lYes [INo
Language: []English []Other [Interpreter [ INo
Emotional Barriers: (i.e. fear, anxiety) [lYes [INo
Can You Read? [ ]Yes [ INo
Motivated to learn/Readiness Level [ ]Yes [ INo
Culture/Religious practices which may impact learning: []Yes [INo
Other:
Learner learns best by:  []Verbal Instruction [ ]Audiovisual Instruction [ ]written Instruction LAl

PERCEIVED EDUCATIONAL NEEDS: Do you or your family need information on the following?
[ IDiagnosis/lliness  [_]Medications [ |Diet [lActivity ~ [|Equipment [ JHome Care [ _|Community Resource
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