Name:

HEALTH HISTORY QUESTIONNAIRE

and will become part of your medical record.

Original Date:

All questions contained in this questionnaire are strictly confidential

Dates Revised: _ i

PERSONAL HEALTH HISTORY

Childhood iliness: O Measles O Mumps O Rubella 0O Chickenpox O Rheumatic Fever O Polio

Immunizations and
dates:

0O Tetanus O Pneumonia
0O Hepatitis O Chickenpox

O MMR Measles, Mumps,
O Influenza Rubella

| Llst any medical problems that other doctors have diagnosed

Surgeries

Year Reason

Hospital

Other hospitalizations

Year Reason

Hospital

Havé yo_u ev_t;r i\ad a blo;:d transf;lsion}

List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers

Name the Drug

Strength

Frequency Taken




Allergies to medications

Name the Drug | Reaction You Had

HEALTH HABITS AND PERSONAL SAFETY

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Alcohol Do you drink alcohol? [0 Yes [O No
If yes, what kind? N
How many drinks per week? - o i
Cigarettes O Cigarettes — pks./day O Chew - #/da_y a P_i_p_e - #/day I E_J_ _Clgars —f_[day
D # of years | O Or year quit } o
Drugs Do you currently use recreational or street drugs? o O Yes |O No |
Have you ever given yourself street drugs with a needle? O Yes |0 No ]
Sex Are you sexually active? O Yes |0 No |
If yes, are you trying for a pregnancy? O Yes {O No 1
If not trying for a pregnancy list contraceptive or barrier method used: - |
Any discomfort with intercourse? O Yes O No !
Iliness related to the Human Immunodeficiency Virus (HIV), such as AIDS, has become a major public health T
i problem. Risk factors for this illness include intravenous drug use and unprotected sexual intercourse. Would |
you like to speak with your provider about your risk of this iliness? B Yes |O No |
FAMILY HEALTH HISTORY l
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Father Children oM o
Mother oF I
i oM oM
Sibling 0 F oF
N 2y -
oM OF -
i OF oM T
aF )
oM Grandmother I
OF Maternal
oM Grandfather T
OF Maternal
oM Grandmother o
OF Paternal
oM Grandfather
OF Paternal B B
OTHER PROBLEMS |
e
Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain. i
. : TLTEN |
| O Skin O Chest/Heart O Recent changes in: i
r_____ e ———— So— S—— S——— — » PA— W i
O Head/Neck O Back O Weight !
O Ears O Intestinal O Energy level R |
O Nose O Bladder O Ability to sleep o
'O Throat O Bowel O Other pain/discomfort: ' 4‘
O Lungs O Circulation :
=)




