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Health History
On September 3, 2012, I interviewed a fifty five year old Hispanic female who was born in Mexico and moved to the United States of America when she was fifteen. She currently lives in Hammond, Indiana. I chose her because she is like a second mother to me and a very good friend of my mother. I have known her almost all my life and I wanted to learn more about her illness. She is a full time house-wife and she has never worked a day in her life. She does a lot of volunteer work for the community. She is married to her husband and have three boys.  who is happily married to her husband and she is Catholic.
Source of History

The source of history was the patient who seems very reliable.
Chief Concern/Reason for Seeking Care

“I have a cyst on my right thumb.”
History of Present Illness
Patient reports that she noticed the cyst about 4 weeks ago.  She states that she feels pain in her thumb whenever she moves it. She said “she noticed a lump that kept getting bigger and bigger.” She states that the pain was very light and lasts and bearable. She rated the pain a 5 on a 10 points scale (10 been the worst pain and 0 been no pain at all).  She states the discomfort was from the lump that was forming. Patient said she usually very careful when she’s cooking or washing dishes in order not to burst the lump. She said every time she moves her thumb or any object touches her thumb, she feels the light pain.  Client has been taking acetaminophen for one week but feels that it has not helped her with her symptoms.
Past History

General state of health

Patient reports that she has been generally healthy except for recent high cholesterol level that her doctor told her about last year. Patient’s definition of health is “frequent visit to the doctor’s office or hospital except for annual checkups for mammogram and pap smear.”
Childhood illnesses 

Patient said she had chickenpox and measles as a child, not sure what age. Patient denies ever having strep throat, mononucleosis, rheumatic fever, scarlet fever, or polio. Patient denies any other childhood illnesses. 
Adult Illnesses
Patient said she currently has osteoporosis and takes medications every 6months for osteoporosis and high cholesterol level. Patient denies any other adult illnesses

Psychiatric/Mental Health Issues

Patient was depressed for two weeks when she was diagnosed with high cholesterol level and she had to change her diet. She said she kept asking her doctor why she has a high cholesterol level and she’s not obese. She thought only people with obesity have high cholesterol level. Patient said she didn’t use any medication for her depression but she sought out her support group in the community.
Accidents or Injuries
Patient denies any history of auto accident, head injury, fractures or burns.
Previous surgeries
Patient said she had her wisdom tooth on the left side of her mouth taken out in 2009 because she was experiencing pain every time she ate. Patient just had surgery on her right thumb to remove cyst that was growing. Patient denies any other surgeries.
Previous hospitalizations

Patient said she was hospitalized 4years ago because a tumor was found in her neck. Patient said she was discharged 3days later when cancer was ruled out and the tumor was an error in diagnosing. Patient was currently hospitalized after surgery on her right thumb for 1 day. Patient was hospitalized with her three pregnancies, a day before and discharged a day after on all three of her pregnancies. Patient said there were no complications with all three pregnancies. 
Obstetric History

Patient is a Gravida 3, Term 3, Preterm 0, Abortions 0, stillbirths 0 and Living 3.

Current Health Status

Current Medications, Herbals and Supplements

Patient said she takes Vitamin D and drinks a lot of milk for her osteoporosis. Patient said she doesn’t take any prescribe medications for her osteoporosis. Patient doesn’t take any medication for her high cholesterol level but she has to watch her diet intake. 
Medication Allergies

Patient denies any known allergies.

Relevant Immunization History

Patient said she had to take a lot of immunizations in order to migrate to the USA. She had immunizations for Polio (when she was a child). She had diphtheria, Tetanus, measles, mumps, rubella, and hepatitis B vaccines when she was 18.She also took an HIV test and TB test when she was 18 for immigration purpose. Patient denies having smallpox and chicken pox as a child.  Patient takes Influenza B yearly during the flu season and she has her tetanus shot up to date. 
Use of screening tests

Patient had her eyes and hear checked out in August 2011 when visited the hospital. Patient has mammogram and Pap test done yearly. She had her blood tests done every 3 months to check glucose, cholesterol, and triglycerides.
Use of safety measures

Patient said she uses her seatbelt every time she is in the car and she likes to sit in the backseat. Patient does not use a walker, cane or any assistive device. She uses body lotion with SPF 5(sun protection factor) and her face moisturizer has SPF 10 during the summer and face moisturizer with SPF 5 during the winter.  
Exercise and leisure activities

Patient maintains an active lifestyle through community and social organizations.  Patient said she walks her dog to the dog park every day and she also plays BINGO once a week. Patient said she takes her granddaughter for a walk, for about a mile, 3 times a week and that is how she exercises. Patient likes to read books and cook. Patient enjoys playing solitaire with her husband.
Sleep Patterns

Patient denies having trouble sleeping. She said she goes to bed at 10:00pm every day and wakes up 07:00am every morning. Patient said she rarely makes bathroom trips during the night. Patient said she likes to nap during the day for about 2hours. Patient gets around nine hours of sleep each night.

Use of tobacco, alcohol and other substances

Patient states that she is a social drinker. She said she only drinks one glass of wine when she goes out. She said she smoked cigarettes for 10years but quit 5years ago. Patient denies using illegal drugs. 
Family History

Patient’s maternal grandfather died of natural death at the age of 98. Patient’s maternal grandmother died of tetanus infection at the age of 45 when she stepped on a rusted nail. Patient’s paternal grandparents died a natural death, age unknown. Patient’s mother is still alive and she is 90 years old. Patient’s mother currently has diabetes, high cholesterol level, and high blood pressure. Patient’s maternal sister died of a heart attack at age 60. Patient’s father died of pneumonia at age 80. Patient has one maternal sister who passed away of heart attack 2years ago at the age of 60. Patient’s paternal brother died 6years ago of liver disease due to excessive alcohol intake. Patient’s sister is diabetic and has 3children (no routine medication and no known disease) Patient’s brother has liver disease (alcoholism).Patient has 3 sons and 2 grandchildren. Patient’s middle son had cancer in his neck but he survived because it was caught early. Patient’s other 2 sons have no known medication or illnesses.
Psychosocial history

Home situation and significant others

Patient lives a ranch style house, in Indiana, with her 58 year old husband of 35 years and her newly adopted dog (Lola) that she adores so much.
Daily life over 24 hour period

Patient wakes up at 7:00am every day and checks her phone for any missed calls, text messages, or voicemails. She makes breakfast for herself, her husband and Lola. She said she makes sure she eats lunch and she eats dinner by 7:00pm. She said she also makes sure she watches her diet intake. After breakfast, she cleans the house and runs any errands that she has. She walks her dog and granddaughter after running her errands. She later goes back home to eat lunch and have dinner ready before her husband gets home from work.
Important life experiences

Patient considers her important life experience to be having her children and grandchildren.
Religious beliefs

Patient is catholic and attends church every Sunday. She also attends Mass service whenever she can.
Outlook on the present and future

Patient’s views aging as a blessing because she believes she’s in good health except for her high cholesterol level. She’s is really enjoying babysitting her grandchildren and she can’t wait for them to start walking and running around the house. Patient wants to buy a bigger family house with her husband to accommodate her growing family and to have her grandchildren stay the night with her. 
Self-concept

Patient never completed high school and she didn’t further her education when she came to the United States. Patient said she’s never had a job in her life. She got married to her husband when she was 19 and he has always supported her and the family. 
Review of Systems
General Overall Health Status
Patient said she gained 5lbs 2months ago but her weight has been steady. She hasn’t gained or lost any weight over the last 2months. Patient said she does experience periods of tiredness but she said she feels energized when she takes a nap. She said she experiences hot flashes, sudden sweat, and irritability and these are characteristics of menopause.  Patient denies any heart disease.
Skin
Patient denies any history of skin disease, psoriasis, hives, pigment or color change, pruritus, excessive bruising, a rash, or a lesion. Patient has no mole. She said she uses SPF 5 body lotion and she uses SPF 10 face moisturizer during the summer.
Hair

Patient has not experienced a change in the texture of her hair or recent loss of hair. Patient said she has experienced some color change such as grey hair. She baths daily with body wash and shampoos her hair every other day. Patient said she recently got her hair cut because she wanted a new look.
Head
Patient denies experiencing dizziness, head injury, or head trauma. She also denies experiencing migraine and she uses Tylenol as a pain reliever whenever she has headaches which aren’t very often.   

Eyes
Patient denies having blurry vision. Patient denies eye pain, diplopia, redness, swelling, dishcharge, or glaucoma. Patient wears glasses just for reading and her last vision test was done in August 2011. Patient denies using contacts and any other difficulty in vision. She said her vision hasn’t worsened or improved and her reading glasses are still the same.
Ears
Patient denies earaches, infections, discharge, tinnitus, or vertigo. Patient does not wear hearing aids, denies experienced hearing loss, and she is not exposed to any great amount of environment noise. She likes to listen to her iPod but she keeps the volume at a minimal level. Patient cleans her ears every other day with q-tips. Her last ear exam was in August 2011.
Nose and Sinuses
Patient said she does not have nosebleeds, sinus pain, nasal obstruction, allergies or hay fever, or change in sense of smell.

Mouth and Throat
Patient said she brushes and flosses her teeth twice daily. Patient denies mouth pain, sore throat, bleeding gums, toothaches, lesion in mouth or tongue, dysphagia, hoarseness or voice change, and altered taste. Patient also denies trouble swallowing. She said she had 2 cavities in her pre-molar filled in 2005.
Neck
Patient denies pain, limitation in motion, lumps or swelling, enlarged lymph nodes. Patient had her last physical examination in January 2011. 
Breast
Patient said she tries to perform self-breast examination but she doesn’t know exactly what to feel for. She said her last mammogram was in 20011. Patient denies nipple discharge, rash, history of breast disease, or any surgery on her breast.

Axilla
Patient denies any tenderness, any lumps, swelling, or a rash.

Respiratory System
Patient denies any history of lung disease, asthma,chest pain with breathing, wheezing or noisy breathing, shortness of breath, cough, sputum, hemoptysis, toxin or pollution exposure.  Patient said she had a chest x-ray done when she was 18years old. Patient denies having tuberculosis. She said even though she smoked cigarettes for 10years, she was never a chronic smoker. Patient’s father died of pneumonia at the age of 80.

Cardiovascular
Patient denies any precordia or retrosternal pain, cyanosis, dyspnea on exertion, orthopena, paroxysmal nocturnal dyspnea, edema, and history of a heart murmur, hypertension, coronary artery disease, or anemia.

Peripheral Vascular
Patient said she sometimes feels cold when it is room temperature. Patient denies numbness, tingling, swelling of legs, discoloration in hands or feet, varicose veins, intermittent claudication, thrombophlebitis, or ulcers. Patient denies any knee surgery.
Gastrointestinal
Patient said she sometimes have heartburn when she eats spicy food. She said she uses tums to help relieve heart burn. Patient denies appendicitis (removal of appendix), colitis, dysphagia, pain while eating, abdominal pain, pyrosis, nausea and vomiting, vomiting blood, history of ulcer disease, liver or gallbladder disease, or jaundice. Patient said she watches her diet intake due to high cholesterol level. Patient said she doesn’t like to drink milk because it upsets her stomach. She can tolerate other dairy products. 
Urinary System
Patient said she urinates about 6times and her urine is pale yellow. Patient denies dysuria, polyuria, oliguria, hesitancy, straining, narrowed stream, incontinence, or has a history of kidney stones, kidney disease, and urinary tract infections. Patient denies pain in flank, groin, suprapubic region, or lower back. Patient does not perform anything to prevent urinary tract infections, besides proper hygiene and taking a shower 2times daily.
Female Genital System
Patient reports menarche at age 13. Patient doesn’t remember when her last period was. Patient started menopause at age 40 and she still experiences hot flashes and night sweats. Patient last visit to her gynecologist and Pap smear test was in 2011.  Patient denies any vaginal itching, odor, discharge or post-menopausal bleeding, 
Sexual Intercourse

Patient is in a relationship involving sexual intercourse. She said she’s been with the same partner since she was 19. Patient denies any dyspareunia, she said her partner has not experienced any changes in erection or ejaculaiton and the couple does not use any contraceptives. Patient is aware that the she does not have any STD’s (gonorrhea, herpes, chlamydia, venereal warts, HIV/AIDS, or syphilis) because their only partners have been each other.

Musculoskeletal System

Patient has a history of osteoporosis. Patient denies any joint pain, stiffness, swelling, deformity, limitation of motion, noise with joint motion or arthritis. Patient walks around inside her house while doing housework independently and she does not use any assistive device when walking. Patient said she walks, bathes, and perform her daily tasks very well with no pain. Patient said she has an active lifestyle because she doesn’t like sitting at home doing nothing.

Neurologic System

Patient denies history of seizure disorder, stroke, fainting, blackout or any form of seizure disorder. In motor function, denies weakness, tic or tremor, paralysis, or coordination problems.  In sensory function, patient denies numbness and tingling.  In cognitive function, patient denies memory disorder.  In mental status, patient denies any nervousness, mood change, or any history of mental health dysfunction or hallucinations. Patient said she was depressed for 2weeks when the doctor told her about her high cholesterol level. Patient said she interacts daily with her spouse, her children and her next door neighbors. 

Hematologic System
Patient denies bruising, lymph node swelling, exposure to toxic agents or radiation, or history of a blood transfusion. Patient denies any history of anemia and she doesn’t think anyone has it in her family.
Endocrine System
Patient has a history of diabetes in her family but she is not diabetic. Patient said she experiences excessive night sweats/hot flashes, due to menopause. Patient denies history of thyroid disease, change in skin pigmentation or texture, abnormal hair distribution, any abnormal relationship between appetite and weight, nervousness, tremors, and a need or hormone therapy. Patient denies having excessive headache or migraine. Patient said she doesn’t tolerate heat or cold very well. 
Self-Esteem, Self-Concept

Patient said she never went to college and hasn’t worked a day in her live. Patient feels that her financial status is adequate for lifestyle/health concerns because her husband takes care of the finances. Patient is catholic and goes to church every Sunday and prays every night before going to bed.
Activity/Exercise
Patient wakes-up at 7:00a.m., make breakfast to her and her husband, eats breakfast, makes bed, does dishes, brushes teeth, takes a shower, gets dressed, sweeps floor, run errands, eats lunch, fixes dinners for her and her husband, takes a bath, watches television, then goes to bed around 10:00 p.m. Patient enjoys cooking, reading, and walking to the park.
Sleep/Rest

Patient goes to bed around the same time every night and sleeps all night. Patient takes one trip to the bathroom during the night. Patient gets around eight hours of sleep each night. Patient said she likes to take naps during the daytime. Patient denies using sleeps aids.
Nutrition/Elimination

During the last 24 hours, the patient had the following to eat/drink: Breakfast: wheat toast, scrambled eggs and a glass of milk. Lunch: tacos with ground beef and flour tortillas, a bowl of salad with French dressing, 2 glasses of water. Supper: a slice of pizza and a 2 glasses of water. Menu is not typical of most days; usually she eats potatoes, meat, and vegetables. Patient likes to cook all her food from scratch even homemade pizza. Patient’s finances are adequate for food and her husband is present at mealtimes except for lunch time. Patient said she likes to drink green tea after breakfast every morning.
Interpersonal Relationships/Resources
Patient said she’s in charge of cooking, cleaning, doing the laundry, and getting the groceries. Patient gets along well with family members, and friends. Patient said her other sister lives in California but they talk on the phone once or twice a week. 
Spiritual Resources
Patient believes in God and her spiritual beliefs influence her health care choices and decisions. Patient said she considers herself very spiritual.
Coping and Stress Management

Patient said she worries about her spouse, children, and grandchildren’s health. Patient said likes to plays solitaire and she likes to take her dog for walk to relive stress.
Personal Habits
 
Patient said she quit smoking cigarettes 5 years ago and she hasn’t smoked or feel the urge to smoke cigarettes since.

Alcohol

Patient said she’s a social drinker and only drinks one glass of wine when she goes out. Patient denies history of alcohol treatment. Patient said she doesn’t drink a lot because she is scared of developing any liver or kidney disease. 
Street Drugs
Patient denies the use of marijuana, cocaine, crack cocaine, amphetamines, or barbiturates.
Environment/Hazzards
Patient lives with her husband, in the town of Hammond, Indiana in a very safe neighborhood, where she knows her neighbors. Patient said she has adequate heat and utilities, access to transportations (owns a car) and she is involved in any community activities. She also said her children live very close to her so they take her wherever she wants to go.  Patient uses her seat-belt everytime she gets in a vehicle and travels back to Mexico once in a year.
Intimate Partner Violence
Patient denies any partner violence. She said she feels safe with her husband at home.
Occupational Health

Patient has never worked because she is a housewife. She said she’s never had a job before because she wanted to be home to take care of her children. She said when her children got older, she started doing a lot of community work. She said she wasn’t exposed to any environmental hazard when volunteering.
Conclusion
After completing this health history I have learned that this patient lives a very healthy life and has minimal illnesses/diseases. I did not realize that she had a peroid of depression. It was very interesting and educating to learn lore things about her even though I thought I knew her pretty good. I also informed her that this interview is confidential and her name won’t be mentioned.
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