
 
 

NEW PATIENT HEALTH HISTORY FORM 
All questions contained in this questionnaire are strictly confidential 

and will become part of your medical record. 
 

Name (Last, First, M.I.):  M      F DOB: 

Marital status:  Single  Partnered  Married  Separated  Divorced  Widowed 

Contact Phone Social Security # 

A ddress 

Email Language: 

Previous or referring doctor: Date of last physical exam: 

Employer Name:  Employer # 

 
 

Childhood illness:  Measles  Mumps    Rubella  Chickenpox    Rheumatic Fev er     Polio 

Immunizations and 

dates: 
 Tetanus  Pneumonia 

 Hepatitis  Chickenpox 

 Influenza  MMR Measles, Mumps, Rubella 

List any medical problems that other doctors have  diagnosed 

 

Surgeries 

Year Reason Hospital 

   

   

Hospitalizations 

Year Reason Hospital 

   

Medical Insurance Information 

Insurance Company:  Policy Holder: 

Policy Holders Address: 

Policy Number# Policy Holder SS# 

PERSONAL  HEALTH HISTORY 



Sex Are you sexually active?  Yes  No 

 

FAMILY HEALTH HISTORY 

 
 AGE SIGNIFICANT HEALTH PRO BLEMS  AGE SIGNIFICANT HEALTH PRO BLEMS 

Father   Children  M 
 F  

Mother    M 
 F 

 

Sibling  M 

 F 
  M 

 F 
 

 M 
 F   M 

 F  

 M 
 F 

 Grandmother 
Maternal 

  

 M 
 F  Grandfather 

Maternal 
  

 M 
 F 

 Grandmother 
Paternal 

  

 M 

 F 
 Grandfather 

Paternal 
  

 

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

Name the Drug Strength Frequency Tak en 

   

   

   

   

A llergies to medications 

Name the Drug Reaction You Had 

  

  
Preferred Pharmacy 

Pharmacy Name: Pharmacy Phone: 

Pharmacy Address: 

 
HEALTH HABITS AND PERSONAL   SAFETY 

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

Exercise  Sedentary,    Mild exercise   Occasional vigorous exercise    Regular vigorous exercise  

Caffeine  None  Coffee  Tea  Cola 

# of cups/cans per day ? 

Alcohol Do you drink alcohol?  Yes  No 

If yes, what kind? 

How many drinks per week ? 

Tobacco Do you use tobacco?  Yes  No 

 Cigarettes – pk s./day  Chew - #/day  Pipe - #/day  Cigars - #/day 

 # of y ears  Or y ear quit 

Drugs Do you currently use recreational or street drugs?  Yes  No 

Have you ev er giv en yourself street drugs with a needle?  Yes  No 



WOMEN ONLY 

 
Age at onset of menstruation: 

Date of last menstruation: 

Period ev ery  days 

Heavy periods, irregularity, spotting, pain, or discharge?  Yes  No 

Number of pregnancies  Number of live births    

Date of last pap and rectal exam? 

 
MEN ONLY 

 
Do you usually get up to urinate during the night?  Yes  No 

If yes, # of times    

Do you feel pain or burning with urination?  Yes  No 

Any blood in your urine?  Yes  No 

 
OTHER PROBLEMS 

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

 

 Skin  Chest/Heart  Recent changes in: 

 Head/Neck  Back  Weight 

 Ears  Intestinal  Energy lev el 

 Nose  Bladder  Ability to sleep 

 Throat  Bowel  O ther pain/discomfort: 

 Lungs  Circulation  

 
IN CASE OF EMERGENCY,  WHO MAY WE CONTACT  FOR  YOU? 

Name 

Cell Phone 

Work Phone 

Address 

This person’s relation to you 

 

EMERGENCY  CONTACT  INFORMATION 


