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Health Information 

Medical Conditions Yes/No Concerns Medical Conditions Yes/No Concerns 
Anemia Home Safety 

Asthma Kidney Problems 

Cancer Migraine Headache 

Diabetes Other 

Diet/Nutrition Oxygen Dependent 

Emphysema Prostate 

Glaucoma Sleep Apnea 

Hearing Loss Sexual 

Heart Disease Stomach Problems 

High Blood Pressure Stroke 

High Cholesterol Thyroid 

Do you smoke tobacco? Times per day For # of Years Year Quit 
Do you chew tobacco? Times per day For # of Years Year Quit 
Do you drink? Times per day For # of Years Year Quit 
Do you use any nonprescribed drugs? I What is your occupation? 
Do you get regular exercise? I Type? I Amount? 
Allergies 

Allergy Reaction Severity 

Surgical History 

Surgery Year Surgery Year 

Preventative Care (Year of last vaccine) 

Pneumonia Tetanus Flu Shingles 
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What is your employment status? 

Employed (Where & What do you do?) 

If retired, where from & when ? 

Unemployed? I How long? 
Are you receiving or applying Medicaid or any form of short or long-term disability? 
(This clinic does NOT specialize in assessments for Long Term Disability, Short Term Disability is assessed as needed for treatment only) 

Legal Issues ? If Yes, please describe: 

Trauma History (Are/Were you a victim of any form of physical/sexual/emotional abuse?) 
Physical Abuse: Yes No Age(s) of Occurrence: 
Sexual Abuse: Yes No Age(s) of Occurrence: 
Emotional Abuse: Yes No Age(s) of Occurrence: 
Traumatic Brain Injury Yes No Age of Occurrence: 
Other: 

Level of Education 

Name of school (if currently attending) Last Grade Attended Phone# 

Social History 

Where were you born? I Where did you grow up? 
How many siblings do you have? I Brothers# I Sisters# 
Are you currently involved in a romantic relationship? How long? 
Spouse/Partner's Name: Age of Spouse/Partner? 

How many children do you have ? I Sons# I Daughters# 
Do you feel like you have a strong support system (family, friends)? 
Women's Gynecologic History 

# of Pregnancies I # of Deliveries I # of Abortions I # of Miscarriages 
Are you currently on birth control? If yes, which one? 
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