Patient Name:

HEALTH HISTORY QUESTIONNAIRE

Reason For Today’s Visit:

What kind of work do you do?

(Please check any of the following which apply)

ILLNESSES OR OPERATIONS:
HOSPITALIZATIONS: 1 Angioplasty
O Arthritis 1 Aortic Valve Replace
d Asthma d Appendectomy
Q Back Problems 1 Back Surgery
Q Brain Tumor d Cataract Extraction
d Cancer d Colon Resection
1 Depression d Coronary Artery
1 Diabetes- Bypass
-Juvenile or Adult  Eye Surgery
-Insulin or Non-insulin [ Foot Surgery:
d Down Syndrome
1 Eczema
1 Epilepsy
d Gout J Gallbladder
d Heart Problems d Herniorraphy
1 Hepatitis 1 Knee Surgery
O High Blood Pressure O Mitral Valve
d History of Foot Replacement
Problems d Nose Surgery
O Kidney Problems [ Ovarian Surgery
O Liver Problems O Pacemaker
O Neuropathy [ Partial Colectomy
1 Phlebitis d PE Tubes
1 Pregnant d Pneumonectomy
(CURRENTLY) d Thyroidectomy
d Rheumatic Fever 1 Tonsillectomy
d Sarcoidosis [ Vein Stripping
d Skin Cancer d Other:
1 Varicose Veins
d Other:
CURRENT MEDICATIONS:
SOCIAL:
4 Alcohol-
(Social/Moderate/Abuse)
d Drug Abuse
1 Exercise
O Smoker
d Non-Smoker
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ALLERGIES:
Amoxicillin
Ampicillin
Benadryl
Celestone
Chlorhydrate
Codeine
Compazine
Cortisone
Demerol
Eggs
Erythromycin
Keflex
Latex
Lidocaine
Macrodantin
Morphine
Narcotics
Penicillin
Phenobarbital
Streptomycin
Sulfa
Tetanus
Tetracycline
Vancomycin
Other:

FAMILY HISTORY:
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History of Cancer
Type:

Diabetes Mellitus
Heart Disease
Hypertension
Depression
Other:




