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Introduction
	On September 25th, 2011 an interview was taken place involving a patient to gather data to complete a health history.  The purpose of this history examination was to record subjective and objective information in regards to the patient’s biological history, reasons for seeking care, collecting past/present illness, current status of health, family genogram and review of all the body systems. The information given was personal and from the patient themselves. 
Biological Data 
The patient is a 57 year old African American female born, February 7, 1954 in Chicago, Illinois. She is a single and follows under Baptist Religion. She is also a Retiree of 40 years from United Postal Services in Bedford Park, Illinois. Her mother was African American and Italian, while the father is Full African American. She graduated with a Business Administration Associate degree from Richard A. Daley Community College in Chicago, Illinois.
Chief Concern/ Reason for Seeking Care
“ Patient states “ I have headaches and mu eyes have been appearing blurry”
History of Present Illness
Patient was diagnosed with Diabetes in June of 1985. Patient was at work standing when she realized she was becoming faint, with headaches. Her headache pains presented were stinging as if she was being tapped with a needle, lasting for a couple of hours. The headaches were strong and consistent, but found after sitting down and drinking water they lessened. To further relieve 
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her  fainting and headaches she decided to leave work early and go home to lie down.  The straining appeared to worsen as she was standing. Associated with pain she experienced stiffing of the legs, and lower abdominal pain in on the right.
Past History
General State of Health
	Patient considers her health controllable with taking her medications; the big focus is her diabetes and maintaining within normal range.
Childhood Illness
	Patient states having chicken pox, at age 12 years old and also tonsils being removed. She reports that she experienced no others of measles, mumps, rubella, and pertussis during her childhood.
Adult Illness
	Patient states that she experienced frequent yeast infections that were treated with an over the counter medcation prescribed as Monistat that should be taken for 7 days nightly. In 1985 was diagnosed with diabetes while visiting the doctor from lab work, She was put on medication to Actos which is a drug used to control sugar levels for patients with Diabetes.
Psychiatric/ Memtal Health Illness
	Patient denies having psychiatric and mental issues. Thinks clear
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Accidents and Injuries
	Patient states that she was hit by a car at age 21 years old suffering 80 stitches in the head, 36 stitches in the leg and right leg total, and 5 teeth lost. 
Hospitalizations 
	Patient was hospitalized for 2 days after having her first child  and 24 hours for the second. She has had no abortions, but experienced 2 miscarriages after the first trimester. All pregnancies and miscarriages took place at Trinity Hospital that is in the Chicago land Area of the Eastside. She was hospitalized in 1995 after having Arthroscopic knee surgery. She was also hospitalized for gallbladder series. Also hospitalizations for a hysterectomy in 1995.
Obstetric History
	Gravity 4, Term 4, Preterm 2, Abortion 0, Living 2
Current Health State
Medication, Herbals, and Supplements
	Patient states that she takes Metformin 500mg twice a day. She takes this medication to control her sugar levels of her Diabetes. Patient also states that she is taking Actos once a day 40mg which is used to control diabetes. She also does a daily insulin injection every night into the fatty tissues of her stomach to control her diabetes. She also takes Avalide 300mg once a day for high blood pressures and hypertension. She denies any usages of herbal and supplements.
Medication Allergies
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	Patient states that she has no allergies of food or any other.
Relevant Immunizations
	Patient states that she received her measles, mumps, and rubella in 1960. Patient states that she hasn’t received any other relevant immunizations besides a Flu shot of 2010.
Use of Screening Tests
	Patient has annual Pap Smear and is due for a mammagram in December of this year. The results have always been consistent negative. She also engages in dental cleaning every 6 months. Her last Pap Smear was October 16, 2010. She has yet to visit the vision due to the lack of insurance. She states that she also is due for dental examination in April of this year for her 6 months cleaning. Patient states of having no any hearing problems and no testing of chest X-Rays  on electrocardiogram tests.
Use Safety and Measures
	Patient states that she wears seat belt while driving in the car or riding as passenger. She also states that she takes safety measures while cooking supper.  She wears mittens and has a towel on standby in case of emergency. When cleaning her also states that she wears gloves to protect her hands when using bleach products. While gardening she wears a hat on her head to avoid sun burn in the summer.
Exercise and Leisure Activity
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Patient describes her activities involving cleaning the house daily, also cooking for supper each night. She also states that she volunteers at Advocate Hospital with helping elderly patients. Her exercise involves walking around the Calumet Park, Illinois to fill regained and free. She also reads the Holy Bible daily to continue gaining faith in the Lord. She also is involved in her 10year old grandson’s recreational activities of Basketball.
Sleep Pattens
	Patient states that she sleeps majority of the night until arounf 4 A.M. she feels as if it time to awake. She sleeps generally 7 hours going to bed at 9 P.M. She denies the usage of sleeping aids. Her pains of the lower back cause her to awaken occasionally.
Use of Tobacco, Alcohol, and other substances
	Patient states that she occasionally drinks red wine to feel refreshed and relaxed. She states that she previously used marijuana at age 32 years old but stopped because of the  aftertaste.  She denies any other substance usage.
Family History
	Patient states that the presence of cancer and diabetes appears frequently in the family. Patient’s father died of lung cancer in 1999. Patient’s mother died of congestive heart failure with diabetes and high blood sugar in 2008.  Patient suffers from high blood pressure and diabetes. Patient’s daughter was diagnosed with Non Hodgkins Lymphoma in 2009 surviving still until today.  Patient’s second granddaughter has bronchitis. Patient’s oldest granddaughter 
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has severe anemia. Patient denies any other illness of blood disorder, headaches, seizures,arthritis, heart disease, mental illness, addictions and tuberculosis.
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Psychological History
Home Situations and significant others
	Patient states that she is very happy with her lifestyle. She lives in Chicago, Illinois with her boyfriend and one grandchild. She has many close friends and family that visit daily. All immediate family live in the Chicago land area. She loves her family and is very proud of her two granddaughters that attend Eastern Illinois University.
Daily life in 24 hours
	Patient states that she awakes at 4 A.M. preparing coffee to start her day off right. She takes her grandson to Leo Catholic High School at approximately 8 A.M. she returns home to fo her daily tasks of cleaning and reading her bible. She volunteers every Monday and Wednesday from 12 to 4pm at the Advocate hospital with the elderly. After returning home she states that she prepares for dinner for the family, watches television concluding with the 9 o’clock news. Afterwards she goes to bed by 10 P.M.
Important Life Experiences
	Patient states that she is proud to be at the age she is and able to see her grandchildren and family progress. She also states that her faith in the Lord has really served her great justice after enduring the death of her mother for the past 3 years. She goes to church faithfully on Fridays and Sundays. She works hard to make sure that the family interaction are less chaotic and always happy.
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Religious Background
	Patient is a Baptist and attends church weekly Sundays and Fridays.
Outlook on Present and future
	Patient feel that she lives day to day therefore the future isn’t promised to anyone. He states that her present life has been a success with much happiness because of friends and family. She states that she stays very positive and plans to continue to work towards making healthy decisions to help her diabetes situation. She feels that with peace, love and happiness everything is worth living for.
Review of Systems 
General Overall Health State
	Patient has experienced a weight gain the last 5 years and was declared to be obese. Although she has states that she has lost weight within the last couple of months due to stress factors money and family worries.
Skin
	Patient denies any skin changes. Patient denies xeroderma, eczema, psoriasis. Patient also denies any moles or pigmentation changes that have occurred. Patient states that when in the sun, she used sunscreen.
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Hair loss
	Patient states hair loss and thinning in the top scalp due to hormone unbalance and high blood pressure medication called Avalide within the last 10 years. Patient denies any moisture change. Patient nails are strong and long. Patient practices self maintanence on her nails and hair due to Retirement status. Patient denies any extreme sun exposure.
Head
	Patient denies having any severe headaches, or dizziness
Eyes
	Patient states that she only has difficulty seeing when her blood pressure is high . She denied any eye pain, double vision, redness, swelling, watery, glaucoma, cataracts. She wears no eye glasses or contacts. Vision is 20/20
Nose and Sinus
	Patient denies no discharge or characteristics of tinnitus or vertigo. She has no hearing aids, or ear problems
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Mouth and Throat
	Patient denies no mouth pain, sore throat, bleeding gums, toothache, lesion in mouth or tongue, dyspagia, hoarseness, voice change, tonsillectomy, altered tastes. Patient states that she has 6 month dental cleaning in January of 2012
Neck 
	Patient denies any signs of neck pain, limitation of motion , lumps, enalarged tendon nodes and goiter
Breast
	Patient any signs of breast pain, lumps nipple discharge, rash history, or surgeries. She states that she performs regular breast examinations while in the shower to check for special lumps . Patient is due to mammogram in December of this year
Axilla 
	Patient denies any signs of tenderness, lump or rashes
Respiratory System
	Patient states that she has no history of lung disease, chest pains, wheezing, and shortness of breath. She produces shortness of breath after taking walks around the park once.  Denies any coughing or sputum.
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Cardiovascular
	Patient denies any precordial or retrosternal pain, palpitations,cyanosis,dyspnea. Patient denies heart murmurs, ulcers, thrombophlebitis or complications of veins\
Peripheral Vascular
	Patient states no coldness, swelling, tingling, numbness, discoloration in hands and feet.  Patient denies pallor, mottling, varicose veins, intermittent claudication, thrombophlebitis or ulcers.  Patient states that she tries to stand frequently to regain strengths. 
Gastrointestinal 
	Patient denies no changes of appetite, food intolerance, dyspagia, heartburn, indigestion, abdominal pain, pyrosis, nausea or vomiting, vomiting blood or history of abdominal disease. Patient also denies jaundice, and flatulence. Patient states that she makes 1 bowel movement daily. She states with certain foods that are spicy, she can make another bowel movement. She experiences no constipation, usual smooth with release. Denies any rectal bleeding or conditions.
Urinary Systems
	Patient states that she awakens during the night to urinate at least twice. She states that she urinates 5 to 6 times during the day, although excessive fluid intake it ranges between 7 to 8 . Patient denies any dysuria, oluguria, or polyuria. She has never experienced any straining or hesitation while urinating. Denies any history of urinary disease.
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Female Genital System
	Patient states that she began her menstrual at age 13 years old, generally lasting for 3 consecutive days and regular. Last menstrual cycle was in 1995 before her hysterectomy surgery. Denies any amenorrhea or menorrhagia. She experienced cramps and hard time walking while on cycle. Denies vaginal itching or discharge. Patient states her onset of menopause at age 55 signs appeared with hot flashes, mood change, and irritableness. Denies any postmenopausal bleeding
Sexual Health
	Patient states that she is sexually active. She states that she is satisfied with herself and climax that the reaches with her partner. Patient denies any dyspareunia, and no use of contraceptives. Patient states that both her and partner have never came into contact with any sexually transmitted infections or diseases.
Musculoskeletal System
	Patient denies history of arthritis’s or gout. She denies any joints pain, stiffness, swelling, deformity, limitation of motion, noise with joint motion. Patient denies any muscle cramps, weakness, gait problems. Patient also denies any back pain, stiffness, limitation of motion or disk disease.
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Neurological System
	Patient states no history of seizure disorders, stroke, fainting, and blackouts. Patient denies no motor weakness, tremor, paralysis, or coordination problems. Patient denies any sensory numbness and tingling. Patient denies any nervousness, mood change, depression or history of mental hallucinations
Hematologic Systems
	Patient denies any bleeding tendency of skin or mucous membrane, excessive bruishing, lymph node swelling, exposure to toxic agents, blood transfusion and reactions
Endocrine System
	Patient has a history of diabetes after being diagnosed in 1985 and is on Metformin 500mg twice a day and Actos for 40 mg daily. Patient denies any history of thyroid disease. She states that she prefers the cold over hot. Patient denies any skin pigmentation or texture. Patient states that she experiences sweats during the nights, primarily in the summertime. Patient states that her appetite is big and she especially enjoys eating sweets. She states that she has abnormal hair distribution on the chin due to imbalance of hormones because of the hysterectomy surgery in 1995. Patient is not on any current medication in relevance of her hormone imbalance. Patient denies having any nervousness, tremors, or hormone therapy
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