
Halifax Health - Center for Oncology
At Halifax Medical Center
303 N. Clyde Morris Blvd.

Daytona Beach, FL

In Ormond Beach
1688 W. Granada Blvd.

Ormond Beach, FL

In New Smyrna Beach
401 Palmetto St.

New Smyrna Beach, FL

In Port Orange
1185 Dunlawton Ave.,

Suite 105
Port Orange, FL

(386) 254-4212 (386) 615-4400 (386) 424-5038 (386) 322-4750

Patient name  ___________________________________________

Adm. date______________  Dr._____________________________

Date of birth__________________  

Med. rec. #  ___________________ Visit # ___________________

Constitutional:
❑ Loss or decrease of 
    appetite
❑ Recent unplanned 
    weight loss
❑ Fever
❑ Night sweats
❑ Weakness
❑ Fatigue
Eyes:
❑ Eye disease or injury
❑ Double vision
❑ Blurred vision
ENT:
❑ Hearing loss or ringing
❑ Earaches or drainage
❑ Chronic sinusitis
❑ Dizziness
❑ Nose bleeds
❑ Mouth sores
❑ Voice change

MEDICAL HISTORY AND MEDICATION SUMMARY
Date: _________________________

Dear Patient: Please take the time to fill out this form, page 1 and 2, and bring it with you on your first visit.

Your Name: ____________________________________________________ DOB:_______________ Age:_____ Sex: ❑ Male ❑ Female

Why are you seeing the doctor today? _______________________________________________________________________________

Referring Physician or Primary Care Physician: ________________________________________________________________________
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MEDICAL PROBLEMS YOU HAD OR HAVE: (Please check off) 
❑ Thyroid disease
❑ High blood pressure
    (Hypertension)
❑ Diabetes Mellitus
❑ Asthma
❑ Emphysema or COPD
❑ Angina or coronary artery 
    disease
❑ Heart attack or MI
❑ Congestive heart failure

❑ High cholesterol
❑ Irregular heart beat
❑ Heart valve disease
❑ Hepatitis
❑ Cirrhosis
❑ Peptic ulcer disease or
    GERD
❑ Diverticulosis
❑ Inflammatory bowel
    disease

❑ Hemorrhoids
❑ Lupus
❑ Blood Clots
❑ Melanoma
❑ Glaucoma
❑ Anemia
❑ Gout
❑ Arthritis
❑ Seizure or Epilepsy
❑ Stroke or CVA

❑ Osteoporosis
❑ HIV / AIDS
❑ Peripheral neuropathy
❑ Multiple sclerosis
❑ Parkinson’s disease
❑ Migraine
❑ Alzheimer’s disease
❑ Peripheral vascular
    disease
❑ Kidney disease

❑ Any previous cancer
    ________________________

❑ Any bleeding disorders
    ________________________

❑ Other(s) _________________
    ________________________
    ________________________

SURGERIES (OPERATIONS): (Please check off and give approximate date in years)
❑ Tonsils removed
❑ Gall bladder removed
❑ Appendix removed
❑ Heart bypass

❑ Coronary stent
❑ Hip surgery
❑ Knee surgery
❑ Hernia repair

❑ Cataract or Glaucoma
❑ Upper endoscopy
❑ Prostate (For men only)

❑ Hysterectomy 
    (For females)
    Which one:
    Complete or Partial

❑ Previous cancer surgery
    ________________________
❑ Other(s) _________________
    ________________________

FAMILY HISTORY: (Please check off) 
❑ Family history of cancer: ❑ No ❑ Yes      If yes, what type(s) __________________________________________________________________________
❑ Family history of bleeding disorder: ❑ No ❑ Yes                    ❑ Single    ❑ Married    ❑ Divorced    ❑ Widowed    ❑ Separated   
How many: _____Brother(s) _____Sister(s) _____Son(s) _____Daughter(s)

SOCIAL HISTORY: (Please check off) 
Do you smoke cigarettes? ❑ No ❑ Yes ____ pack(s) per day ____ years      ❑ Stopped: When_____; ____ pack(s) per day ____ X ____ years
Do you drink alcohol? ❑ No ❑ Yes: number of drinks/day___________
Occupation (If retired then previous occupation): ______________________________________________________________________________________

SYSTEM REVIEW: (Please check off) 
Respiratory:
❑ Chronic daily or frequent 
    cough
❑ Coughing up sputums
❑ Coughed up blood
❑ Shortness of breath at
    rest
Cardiovascular:
❑ Chest pain or angina 
    pectoris
❑ Palpitations
❑ Shortness of breath 
    while walking
❑ Shortness of breath 
    while lying flat
❑ Swollen feet or ankles 
    or legs
❑ Pain in the lower leg 
    while walking
❑ Leg cramps

Gastrointestinal:
❑ Nausea or vomiting
❑ Frequent diarrhea
❑ Constipation
❑ Rectal bleeding or blood
    in stool
❑ Abdominal pain
❑ Heart burn
❑ Difficulty swallowing
Musculoskeletal:
❑ Joint pain, stiffness,
    or swelling
❑ Back pain
❑ Muscle pain
Genitourinary:
❑ Frequent or painful
urination
❑ Blood in urine
❑ Decreased force of
    urine stream

❑ Incontinence or dribbling
❑ Female - irregular
    periods
❑ Female - vaginal
    discharge
❑ Male - testicular masses
Hematology:
❑ Bleeding
❑ Anemia
❑ Easy bruising
❑ Previous transfusion
Psychiatric:
❑ Diagnosed psychiatric
    disorder
❑ Depression or anxiety
❑ Memory loss or
    confusion
Dermatology:
❑ Rash or itching
❑ Unusual mole

❑ Mole that is changing size
    or color
❑ Any lumps or swollen glands
❑ Breast lumps or nipple
    discharge
Neurology:
❑ Frequent or recurring 
    headaches
❑ Numbness or tingling
❑ Tremors
❑ Paralysis or weakness 
    of one body side
❑ Dizzy spells
❑ Head injury
Endocrine:
❑ Excessive thirst or urination
❑ Heat or cold intolerance
❑ Hot flashes

SEE BACK PAGE

OB/GYN HISTORY: (Please check off and give approximate date in years)
Age when periods started:________     How often are your periods: Every ________ days     How long do your periods last:________days
Oral contraceptive use:     ❑ No     ❑ Yes - How long?________     Age at first full-term pregnancy:________     Age at menopause:________
Pregnancies:________     Vaginal Deliveries:________     C-Sections:________     Miscarriages:________     Terminations/Abortions:________
Ever had an abnormal pap smear:     ❑ No     ❑ Yes - How long ago?________     Hormone replacement therapy:     ❑ No     ❑ Yes - How long?________

                                                                                



Halifax Health - Center for Oncology
At Halifax Medical Center
303 N. Clyde Morris Blvd.

Daytona Beach, FL

In Ormond Beach
1688 W. Granada Blvd.

Ormond Beach, FL

In New Smyrna Beach
401 Palmetto St.

New Smyrna Beach, FL

In Port Orange
1185 Dunlawton Ave.,

Suite 105
Port Orange, FL

(386) 254-4212 (386) 615-4400 (386) 424-5038 (386) 322-4750

Patient name  ___________________________________________

Adm. date______________  Dr._____________________________

Date of birth__________________  

Med. rec. #  ___________________ Visit # ___________________

MEDICAL HISTORY AND MEDICATION SUMMARY
(CONTINUED)

Your Cell Phone Number (Optional): _____________________________________________________________________

Emergency Contact Information

     Name: ____________________________________________________________________________________________

     Phone Number ____________________________________  Cell Phone Number:________________________________

Pharmacy

     Name: ________________________________________________ Location: ___________________________________

     Phone Number: ____________________________________________________________________________________

Cancer Screening

     Please give approximate date of the following cancer screenings

     Last Colonoscopy _____________________________           Last Chest X-ray _________________________________

     Last PAP Smear (For females) ___________________           Last Mammogram (For females) _____________________

     Last PSA (For males) __________________________     

Allergies

     Please list medication / food / vitamin supplement and what type of bad reactions

     _________________________________________________________________________________________________

     _________________________________________________________________________________________________

Medications

     Prescription Medications, Over the Counter Medications, and Vitamin and Herbal Supplements

     Name of Medication                                                      Dose                                                 How Often Taken

     _________________________________________________________________________________________________

     _________________________________________________________________________________________________

     _________________________________________________________________________________________________

     _________________________________________________________________________________________________

     _________________________________________________________________________________________________

     _________________________________________________________________________________________________

Do you have signed Advanced Directives: Living Will?  ❑ Yes  ❑ No

                                                                         Designation of Health Care Surrogate?  ❑ Yes  ❑ No

                                                                         Durable Power of Attorney for Health Care?  ❑ Yes  ❑ No

          If "yes" to the above, we would appreciate a copy for our records. If "no," would you like information?  ❑ Yes  ❑ No

Print Your Name: ____________________________________________________________________________________

Your Signature: ____________________________________________________________ Date:_____________________

Doctor´s Signature: _________________________________________________________ Date:_____________________
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