
 
PHYSICAL HEALTH STATUS QUESTIONNAIRE 

 
Client Name: ______________________________________              ID Number: ____________________________ 
 
HISTORY OF MEDICAL PROBLEMS:  Please check the appropriate box. If “yes”, please describe in the space provided.  
Are you being treated, or have you ever had any of the following problems?  
If “yes”, please explain the nature of the problem, dates, and treatment in the space provided. 

 
YES   NO 

      Problems with eyes, ears, nose or throat?  _________________________________________________ 
 ___________________________________________________________________________________ 
 
     Dizziness, fainting, headache, fatigue, seizures, head injuries? __________________________________ 

 ____________________________________________________________________________________ 
 

     Chest pains, high blood pressure, heart attack, stroke or other heart disorders, blood disorders or 
hardening of the arteries? ______________________________________________________________ 
___________________________________________________________________________________ 

 
     Cough, shortness of breath, asthma, chronic obstructive pulmonary disease or other respiratory 

problems?___________________________________________________________________________ 
 

     Ulcers or other stomach or bowel symptoms? _______________________________________________ 
 ____________________________________________________________________________________ 
 

 Diabetes, thyroid, pancreas, liver, or jaundice problems? _____________________________________ 
 ____________________________________________________________________________________ 

 
     Disorder of muscles, bones, back or joint arthritis? ___________________________________________ 
 ____________________________________________________________________________________ 

 
     Any allergies (plants, animal, food, etc.)? ___________________________________________________ 
 ____________________________________________________________________________________ 

 
     Are you pregnant? If yes, did you receive prenatal care? ______________________________________ 
 ____________________________________________________________________________________ 

 
     Any problems with pregnancy? ___________________________________________________________ 
 ____________________________________________________________________________________ 

 
     Infectious diseases (tuberculosis, hepatitis, AIDS, etc.)? _______________________________________ 
 ____________________________________________________________________________________ 

 
   Do you drink alcohol or use non-prescription drugs / street drugs? (Give frequency, amount, and 

duration of use) _______________________________________________________________________ 
 ____________________________________________________________________________________ 

 
     History of cancer or severe infections?_____________________________________________________ 

 ____________________________________________________________________________________ 
 



   Name / ID Number: ______________________________________ 
 

  Are immunizations up to date? ___________________________________________________________ 
 _____________________________________________________________________________________ 
 
     Do you smoke tobacco? How many packs per day? ___________________________________________ 

  
MEDICATIONS PROFILE 
List all over-the-counter medications, herbal remedies and all prescription medication you are currently or have 
been taking. 
 

 
Are you allergic to any medications or ever had a reaction to any medications? 
If “yes”, what was the medication and what was the reaction? 
______________________________________________________________________________________________ 
 

What gender were you at birth?   ____ Male   _____ Female      
 
Optional:  With what gender do you identify?  ____ Male   _____ Female   
 
Optional:  Do you consider yourself to be:  ___ Heterosexual     ___ Gay     ___Lesbian     ___ Bisexual      
                   Other: ____________  
 
Do we have your consent to communicate & provide information to your Personal Care Physician including 
substance usage?         Yes          No 
 
I authorize and give this consent voluntarily.  I have been informed of the specific type of information that has been 
requested and the benefits and disadvantages of releasing that information has been explained to me.  I 
understand that the provision of services is not contingent on my decision concerning this release of information. 
 
Current Primary Physician:  ____________________________________    Phone:  __________________________ 
 
Client Signature: _____________________________________________       Date: __________________________ 
 
Witness Signature: ___________________________________________       Date: __________________________ 

 

Medicine Dosage How Often? For How Long? 

        

        

        

        

        

        

        

        

        


	PHYSI L HELTH STTUS QUESTIONNIRE: 
	ID Number: 
	undefined_2: 
	fill_4: 
	undefined_5: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	undefined_12: 
	fill_11: 
	undefined_13: 
	fill_13: 
	undefined_18: 
	fill_15: 
	undefined_21: 
	fill_17: 
	undefined_24: 
	fill_19: 
	undefined_25: 
	fill_21: 
	undefined_28: 
	fill_23: 
	fill_24: 
	fill_25: 
	undefined_35: 
	fill_27: 
	Name  ID Number: 
	fill_2: 
	undefined_38: 
	fill_4_2: 
	MedicineRow1: 
	DosageRow1: 
	How OftenRow1: 
	For How LongRow1: 
	MedicineRow2: 
	DosageRow2: 
	How OftenRow2: 
	For How LongRow2: 
	MedicineRow3: 
	DosageRow3: 
	How OftenRow3: 
	For How LongRow3: 
	MedicineRow4: 
	DosageRow4: 
	How OftenRow4: 
	For How LongRow4: 
	MedicineRow5: 
	DosageRow5: 
	How OftenRow5: 
	For How LongRow5: 
	MedicineRow6: 
	DosageRow6: 
	How OftenRow6: 
	For How LongRow6: 
	MedicineRow7: 
	DosageRow7: 
	How OftenRow7: 
	For How LongRow7: 
	MedicineRow8: 
	DosageRow8: 
	How OftenRow8: 
	For How LongRow8: 
	MedicineRow9: 
	DosageRow9: 
	How OftenRow9: 
	For How LongRow9: 
	urrent Primary Physician: 
	Phone: 
	Date: 
	Date_2: 
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Text123: 
	Check Box124: Off
	Check Box125: Off
	Text126: 
	Text127: 


