Original Date: 10/25/2003

Dates Revised:

HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly
confidential and will become part of your medical record.

Name: aMm

(Last, First, M.1.) OF DOB

Marital

Status: [ Single [ Partnered [ Married [ Separated [] Divorced [ Widowed
Date of Last

Previous or Referring Doctor: Physical Exam:

PERSONAL HEALTH HISTORY

Childhood Illness:  [JMeases [ Mumps [JRubella [J ChickenPox [J Rheumatic Fever [JPolio

I mmunizations [ Tetanus O Pneumonia
and Dates. [ Hepatitis [ Chicken Pox
O Influenza OMMR

Meadles, Mumps, Rubella

List Any Medical Problems That Other Doctors Have Diagnosed:

Surgeries.
Y ear Reason Hospital

Other Hospitalizations:
Y ear Reason Hospital

Have you ever had ablood transfuSION? ........ccccccueeeeiiieee e e e see e e e eneee e OYes [JNo

Continued on Back Sde




List Your Prescribed Drugsand Over-the-Counter Drugs, Such asVitaminsand Inhalers:
Name of Drug Strength Frequency Taken

Allergiesto Medications:
Name of Drug Reaction Y ou Had

HEALTH HABITS AND PERSONAL SAFETY

Exercise: [ Sedentary (No exercise) ] Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)
] Occasional Vigorous Exercise (i.e., work or recreation less than 4x/week for 30 min.)
[ Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)

Diet: ATEYOU AIEIING? ...t nn (O0Yes [No
If yes, are you on aphysician prescribed medical diet? .........ccccevvvieenens (OYes [INo
# of mealsyou eat in an average day?
Rank Salt Intake[JHi [ Med [JLow RankFatintake(JHi [Med [JLow

Caffeine: O None [JCoffee [1Tea [Cola #of CupsCansPer Day?
All questions contained in this guestionnaire are optional and will be kept strictly confidential.
Alcohol: Do you drink @CONOI? .......ccooiiiiirirerierere e (OYes [INo
If yes, what kind? How many drinks per week?
Are you concerned about the amount you drink? ...........cccceeeivieinieniennens (O0Yes [No
Have you considered StOPPIiNg? .........ccoererreirreeienese e (O0Yes [No
Have you ever experienced blackOutS? ..........cceeceiiieeiiiecce e (OYes [INo
Areyou prone to “binge” drinking? .........cccoovirinnneneseeeeeeesee (O0Yes [No
Do you drive after drinking? ..o (O0Yes [No
T obacco: DO YOU USE tODBCCOT ....eveeeieiriieee ettt e et e e e e e e e e e (OYes [No
O Cigarettes - Pks/day O Chew - #/day O Pipe - #/day
O Cigars - #/day [ #of Years O or Year Quit
All questions contained in this guestionnaire are optional and will be kept strictly confidential.
Drugs: Do you currently use recreational or street drugS? ........cocevereienienienennens (OYes [INo
Have you ever given yourself street drugswith aneedle? ... (OYes [INo

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




Sex: ATe YOU SEXUAITY BCHIVE? ...t dYes [No

If yes, are you trying for apregnancy? ........cccceoeerenenesesesseieseseneennes O Yes [ONo
If not trying for a pregnancy, list contraceptive or barrier method used
Any discomfort With intercourse? .........coovvvviieve e dYes [No

I1Iness related to the Human Immunodeficiency Virus (HIV), such as AIDS, has become a
major public health problem. Risk factors for thisillness include intravenous drug use and
unprotected sexual intercourse. Would you like to speak with your provider about your

FISK OF tNISTHNESS? ... e O Yes [ONo
Personal Safety: DO YOU lIVE BIONE?........coiiiic s O Yes [No
Do you have frequent fallS? ... O Yes [ONo
Do you have vision or hearing l0SS? .......cccovvieeeceiiere e (OYes [INo
Do you have an Advance Directive and/or Living Will? ..o OYes [ONo
Would you like information on the preparation of these? ............cccceenee. O Yes [ONo

Physical and/or mental abuse have also become major public health issuesin this country.
This often takes the form of verbally threatening behavior or actual physical or sexual
abuse. Would you like to discuss this issue with your provider? ............. OYes [INo

Please remember that the following recommendations are very
important to maintaining your health.

When in acar, wear your safety belt at all times.
Whileriding a motorcycle or bicycle, wear a helmet.
Always have functional smoke detector s and fire extinguishersin your home.

If you own afirearm, makesurethat it isaccessible only to you. Take every precaution
to ensurethat children do not have accessto a loaded firearm.

K eep the firearm and ammunition in separ ate locations.

FAMILY HEALTH HISTORY

Significant Health Significant Health
Ageat Problems or Cause of Ageat Problems or Cause of
Age Death Death Age Death Death
Father Children E "F/'
Om
M other OF
O™ O wm
Z:(cj)thers Or O
. O™ O wm
Sisters OF 0OF
O wm .
OF Grandparents (Mother’s Side)
O ™
OF Male
O ™
OF Female
O wm .
OF Grandparents (Father’s Side)
O ™
OF Male
O ™
OF Female

Continued on Back Sde




MENTAL HEALTH

Isstressamajor ProblEM fOF YOU? ........coeeiiiceee et s dYes [No
DO YOU TEEl AEPIESSE? ...ttt neesee e [OYes [1No
DO YOU PaNiC WHEN SITESSEA? ..ottt ettt e st sre e eesae e esaesneenaeseeennen (OYes [No
Do you have problems with eating or your @ppELItE? .........cccvvieieieee e OdYes [No
DO YOU Cry FrEOUENLIY? ottt ettt st s b et st e e e tesneenaesreennens (OYes [INo
Have you ever attempted SUICIAR? ......cc.oiieieieeeee ettt see e e [O0Yes [1No
Have you ever seriously thought about hurting Yourself? ... ceeve e, OdYes [No
Do you have troubl € SIEEPING? ........oceeeiice et s e e eesaesre e OdYes [No
Have you ever Deen t0 @ COUNSEION? .......c.oo ittt see e enee (OYes [No
WOMEN ONLY

Age at onset of menstruation: Date of last menstruation:
Period every days. Heavy periods, irregularity, spotting, pain, or discharge?.................. (OYes [INo
Number of pregnancies Number of live births
Are you pregnant or breastfeeing? ........coceiiieeie e (dYes [INo
Have you had a D& C, hysterectomy, or Cesarean SECHION? .........cccooeeeerereeneneeeesesee e e [OYes [1No
Any urinary tract, bladder, or kidney infectionswithinthelast year? .........ccooooeviieiiineenne [OYes [1No
F N )V o) oo lo IE N U G T o= 7S (OYes [INo
Any problems with control Of UMNaLIONT ........cccoiiiiiiiriiece e (OYes [INo
Any hot flashes or sweating at NigNE? ..o e (OYes [No
Do you have menstrual tension, pain, bloating,

irritability, or other symptoms at or around time of period? .......cccccovevvveeceve e, (OYes [INo
Experienced any recent breast tenderness, lumps, or nipple discharge? ........ccoovvevvvieennnceens (OYes [No
Date of last pap smear and rectal exam?

MEN ONLY

Do you usually get up to urinate during the night? .................. (dYes [INo If yes, #of times
Do you feel pain or burning With UrNaLIoNT ........cccvieeceiieeese e (OYes [INo
W )V o) oo lo IE o 8o U G T = 7P (OYes [INo
Do you feel burning discharge from PENIS? ........cooi oo OYes [No
Has the force of your urination deCreasad? ..........covveeeeii et OYes [No
Have you had any kidney, bladder, or prostate infections within the last 12 months? ............... (OYes [INo
Do you have any problems emptying your bladder completely? ... (OYes [No
Any difficulty with erection or gaculation? ............coooiieieeir e (OYes [No
Any testicle Pain OF SWEIIING? .....ocviiieie ettt re e (OYes [INo

Date of last prostate and rectal exam?

OTHER PROBLEMS

Check if you have, or have had, any symptomsin the following areasto a significant degree and briefly

explain.

O Skin [ Back (1 Energy Level

(] Head/Neck (] Intestines (] Ability to Sleep

] Ears (] Bladder Other Pain/Discomfort:
1 Nose (1 Bowels

(] Throat (1 Circulation

1 Lungs Recent Changes|In:

[ Chest/Heart ] Weight




