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	Health History Questionnaire

	All information in this questionnaire will be kept strictly 

confidential as part of your medical record.

	Name:      

	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	DOB       

	Marital 
Status:      FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Partnered      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Separated      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widowed

	Address:
	

	Phone Numbers  Home:                               Cell:                
	  Work:        

	Referred By:      
	

	Primary Care Physician:      
	Date of Last 
Physical Exam:       

	PERSONAL HEALTH HISTORY

	List Medical Issues or Concerns for Treatment:

	     

	Surgeries:

	Year
	Reason
	Hospital

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Other Hospitalizations:

	Year
	Reason
	Hospital

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
	
	

	Continued 


	Please List Medications, Herbs, and Supplements Taken Regularly:

	Name of Drug, etc.
	Strength
	Reason Taken

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Allergies to Medications:

	Name of Drug
	Reaction You Had

	     
	     

	     
	     

	     
	     

	HEALTH HABITS  

	Exercise:
	 FORMCHECKBOX 
 Sedentary (No exercise)
 FORMCHECKBOX 
 Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)

 FORMCHECKBOX 
 Occasional Vigorous Exercise (i.e., work or recreation less than 4x/week for 30 min.)
 FORMCHECKBOX 
 Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)

	Diet:
	Are you on a special diet?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, please describe:       


Please describe a day of typical meals:

Morning      
Mid-day:       
Evening:      
Snacks:        


	Caffeine:
	 FORMCHECKBOX 
 None      FORMCHECKBOX 
 Coffee     FORMCHECKBOX 
 Tea      FORMCHECKBOX 
 Cola     # of Cups/Cans Per Day?      

	All questions contained in this questionnaire are optional and will be kept strictly confidential.

	Alcohol:
	Do you drink alcohol? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
How many drinks per week? _____ 
Are you concerned about the amount you drink? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 


	Tobacco:
	Do you smoke  tobacco? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Cigarettes - Pks/day           FORMCHECKBOX 
 or Year Quit      

	


	

	FAMILY HEALTH HISTORY

	
	
	Age
	Age at Death
	Significant Health Problems  
	
	Age
	Significant Health Problems  
	

	Father
	
	     
	     
	     
	Children
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
  F
	     
	     
	

	Mother
	
	     
	     
	     
	
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
  F
	     
	     
	

	Siblings
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
  F
	     
	     
	     
	
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
  F
	     
	     
	

	
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
  F
	     
	     
	     
	
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
  F
	     
	     
	

	MENTAL HEALTH
	

	Is stress/anxiety a major problem for you? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Do you have trouble sleeping? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Please describe or explain any concerns:      
	

	WOMEN ONLY
	

	Age at onset of menstruation:       Date of last menstruation:      
Period every       days. Heavy periods, irregularity, spotting, pain, or discharge? (please circle) 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Number of pregnancies        Number of live births       

Are you pregnant or breastfeeding? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Have you had a D&C, hysterectomy, or Cesarean section?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Any urinary tract, bladder, or kidney infections within the last year? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Any hot flashes or sweating at night? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Do you have menstrual tension, pain, bloating, 
irritability, or other symptoms at or around time of period? (please circle)
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	

	MEN ONLY
	

	Do you usually get up to urinate during the night? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, # of times      
Do you feel pain or burning with urination? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Date of last prostate and rectal exam?      
	

	OTHER PROBLEMS
	

	Check if you have any symptoms in the following areas to a significant degree and briefly explain.
	

	 FORMCHECKBOX 
 Skin       
 FORMCHECKBOX 
 Head/Neck       
 FORMCHECKBOX 
 Ears       
 FORMCHECKBOX 
 Nose       
 FORMCHECKBOX 
 Throat       
 FORMCHECKBOX 
 Lungs       
 FORMCHECKBOX 
 Chest/Heart       
	 FORMCHECKBOX 
 Back       
 FORMCHECKBOX 
 Intestines       
 FORMCHECKBOX 
 Bladder       
 FORMCHECKBOX 
 Bowels       
 FORMCHECKBOX 
 Circulation       
Recent Changes In:

 FORMCHECKBOX 
 Weight       
	 FORMCHECKBOX 
 Energy Level       
 FORMCHECKBOX 
 Ability to Sleep       
Other Pain/Discomfort:

     
	


