Patient Health QuestionnaireDate: __________________

		(Answer all questions completely)
[bookmark: _GoBack]
Name: __________________________________________________ Age: ______ 
Referring MD: ____________________________________________
Primary Care MD: _________________________________________
Medications you currently use: **must be filled out completely**
	Medications 			Dose (milligrams/times per day)	For what disease?
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
_______________________		_______________________		_______________
Medication allergies:		❑I have no known drug allergies

	Medications	 			Allergic reaction: (hives, difficulty breathing, etc.)
_______________________		_______________________
_______________________		_______________________		
_______________________		_______________________		
_______________________		_______________________		
_______________________		_______________________		
_______________________		_______________________
Any additional allergies to medication: ____________________________________________
Current employment: __________________________________________________________
Marital status: ❑Single 	❑Married 	❑Divorced	  ❑Separated
Children: ❑Yes 	❑No 		(If yes, how many? ___________)
Have you ever smoked cigarettes? ❑Yes   ❑No
If you quit smoking, how long ago did you quit? ________________
How much did you smoke before you quit? ________________ packs/day
Do you still smoke? ❑Yes   ❑No   (if yes, how much do you smoke? ________packs/day)
Do you drink alcohol? ❑Yes ❑No	(If yes, how frequently? _________________________)
Have you ever consumed alcohol greater than 3 drinks/day on a regular basis?   ❑Yes ❑No
Have you ever taken illegal drugs/IV drugs, if so please list: _____________________________
_____________________________________________________________________________

Family History:
Any serious medical problems that your mother, father, brother(s)/sister(s) have? __________
__________________________________________________________________________________________________________________________________________________________

Exercise History:
How many times per week do you get aerobic exercise (doing exercise strenuously in order to obtain a rapid heart rate)? _____X/week
What type of exercise do you do? _________________________________________________
How long have you been doing this exercise? ________________________________________
If you do not exercise routinely, how long has it been since you have exerciser at least 2X per week for 2 months in a row? ____________months/year




Check any of the following symptoms or diseases that you have experienced or have been diagnosed with at any point in your life, past or present. ** (Please answer completely) **
Serious eye problems: ❑Glaucoma ❑Macular degeneration ❑Blurred vision ❑Cataracts
Serious ear problems: ❑Ringing of the ears ❑Ear infections ❑Chronic sinus infection
Serious throat problems: ❑Chronic sore throats ❑Thyroid problems ❑Stroke symptoms (temporary paralysis, slurred speech, temporary loss of vision) ❑Tumors/masses of the neck
Diseases of the lungs: ❑Asthma ❑Pneumonia ❑Bronchitis ❑Emphysema ❑Blood sputum
Heart disease: ❑Chest pain/discomfort/angina ❑Heart attack ❑Congestive heart failure ❑Skipped heart beats/heart “racing” ❑Diseases of the heart valves ❑Swelling of the ankles ❑Shortness of breath when lying flat
Gastrointestinal Diseases: ❑Trouble swallowing ❑Stomach ulcers ❑Hepatitis
❑Vomiting blood ❑Blood in stool or black stool ❑Gallbladder disease ❑Inflammatory bowel disease (Crohn's disease/ulcerative colitis) ❑Chronic diarrhea ❑Increasing constipation
Diseases of the urinary tract: ❑Chronic urinary tract infections ❑ blood in urine ❑Kidney stones ❑Kidney failure ❑Trouble starting urination ❑Enlarged prostate ❑urinary stress incontinence
Diseases of female/male organs: ❑Ovarian problems/cysts ❑Infections of uterus/pelvis ❑Unusual vaginal bleeding ❑Excessive menstrual bleeding ❑Infertility
❑Troubles/growths of the testicles ❑Prostate problems/infections
Diseases of the nervous system: ❑Seizures ❑Passing out spells ❑Tremors ❑Paralysis
❑Disc disease of the spine ❑Diseases of the brain or brain injury

If you do not have any of the above symptoms or diseases, check this box: ❑

***In the event that you have surgery with Dr. Patching, would you accept a blood transfusion if one was needed? ❑YES or ❑NO
If NO, please explain why (e.g.: Religious beliefs): _____________________________________
_____________________________________________________________________________

Please list ALL operations that you’ve had & approximate dates:
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________
1. ___________________________________________________	Date: ______________


