HEALTH HISTORY QUESTIONNAIRE

Name: DOB: oM oF
Previous or referring doctor: Date of last physical exam:

Health History : Please mark any of the following that apply
OHigh blood pressure OHeart disease TOHigh cholesterol ODiabetes type 1 ODiabetes type 2 OCancer - type:

OHypothyroidism OHyperthyroidism cMigraine headaches oSeizures or convulsions oStroke oGlaucoma oCataracts
oBlindness oDeafness oAsthma oHeart attack oArthritis oSerious depression oOvarian Cyst(s) oOther

Infection History : Please mark any of the following that apply

OChicken Pox oMeasles oMumps oPolio OHepatitis A OHepatitis B OHepatitis C OHIV

OHPV OSTD's OMRSA OMeningitis OUTI's(frequent) OShingles 0O Genital Herpes

ORash/viral iliness since last LMP Oexposed to TB oVaccinated for TB oHX abnormal TB test oOther

Surgical History: _ Surgery Year Surgery Year

Women only - Date of last: Mammogram DEXA

Colonoscopy Performed by:

LMP PAP HX of Abnormal Pap Y or N - Results: Year:
Men only -

Date of last: Prostate/rectal exam Colonoscopy Performed by:

Family History:

Relationship/Name Birth date |Death date |Disease/Significant Health Problem(s) - Cause of Death

Mother:

Father:

Mat. Gma:

Mat. Gpa:

Pat. Gma:

Pat. Gpa:

Brother or Sister:

Brother or Sister:

Brother or Sister:

Children: Son / Daughter
Children: Son / Daughter
Children: Son / Daughter

Medication History: List prescribed and over-the-counter drugs (vitamins, inhalers etc)
Name of medication Strength Frequency taken
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Social History:

Marital status

oSingle OPartnered oMarried OSeparated coDivorced OWidowed CORemarried

Sexual history

OMultiple sex partners oPrefer opposite sex oPrefer same-sex partner

# of children

# children in household

# adults in household

Living arrangements

OHouse TOApt/Condo/Townhome OTrailer Care Facility Homeless oOther

Education level

OGrade o0Some HS OHS graduate OSome college OCollege grad oPost-grad

Employment

OEmployed oUnemployed ORetired OStudent

Tobacco use

oNonsmoker OCurrent smoker OFormer smoker OSmokeless tobacco user

# years using tobacco

Age started:

# cigarette's/day

01/4 pack (5) 01/2 pack (10) 01 pack (20) 0l 1/2 packs (30) 02 packs (40)

Alcohol use

ONever OSeldom OSocial OCurrently drinks TOQuit this year

# years drinking

Age started:

Frequency of drinks

01-4/wk O7/wk 010/wk col4/wk o2+/day ODrinks rarely

History of illegal drug use

ONever OCurrently OQuit less than 3 years ago dln the past only

# years using drugs

Age started:

Caffiene - cups/day

OYES oONO OCups/day

Tattoos

Other

oYES oNO oWere they done professionally?

Medication Allergies: Name of drug

Reaction you had

Food Allergies: _Name of food

Reaction you had

Environmental Allergies - for example: Latex, iodine, tapes, bees, seasonal etc.

Type

Reaction you had

Immunization History :
Current Vaccinations? Yes/No

Last Immunization:

Other services: Please mark any of the following that apply
ONonedCane OColostomy OCPAP/APAP ODialysis OFoley Catheter DPacemaker ONebulizer OHearing aides
OBlood transfusion oOHome Glucometer Oxygen OPEG tube OPortacath OSuprapubic catheter

OWalker OWheelchair oOther providers seeing:
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