Health History Questionnaire
Patient Name:________________________________
Please answer the following questions:  [image: image1.png]


  Yes   or    No 













Yes 
     No
	Have you been seen in an Emergency Room in the last past 6 months?
	
	

	Have you been Hospitalized in the past 12 months?
	
	

	Is there a firearm in your home?
	
	

	Are you in any pain today? 
	
	

	     If YES, please list your pain level on a scale of 1 (Low) – 10 (High)            Pain Level:

	When was your last Dental Examination?                                                             Date:


In the past 2-3 months HAVE YOU HAD ANY UNUSUAL:  













Yes         No
	Weakness/fatigue

	
	

	Weight changes
	
	















Yes         No
	Shortness of breath
	
	

	Coughed up blood
	
	















Yes         No
	Chest pain
	
	

	Skipped beats/ raced or pounded
	
	















Yes         No
	Nausea
	
	

	Vomiting
	
	

	Diarrhea
	
	

	Blood in stool
	
	















Yes         No
	Blood in your urine

	
	

	Bladder leakage
	
	















Yes         No
	Loss of consciousness, fainting or been knocked out
	
	

	Fall or Balance problems
	
	

	How well do you sleep?                                                         (circle one) -
	Excellent
	Fair
	Poor


Health History Questionnaire continued…


Depression
Screening:





Circle the number in each row:
	Over the past 2 weeks have you been bothered by these problems?
	Not at all
	Several days
	More days than not
	Nearly every day

	Feels down, depressed, or hopeless
	0
	1
	2
	3

	Little interest or pleasure in doing things
	0
	1
	2
	3










                             TOTAL:_____ 
      The thought of harming myself has occurred to me (circle one)    YES       NO
Please complete the bottom questions “ONLY” if your answers total 3 or more
or you answered  “YES” to the question above.
________________________________________________________________________________
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 how often you have the following symptoms:
	
	Not at all
	Several days
	More days than not
	Nearly every day

	Little interest or pleasure in doing things
	
	
	
	

	Feeling down, depressed, or hopeless
	
	
	
	

	Trouble falling asleep or sleeping too much
	
	
	
	

	Feeling tired or having little energy
	
	
	
	

	Poor appetite or overeating
	
	
	
	

	Feeling bad about yourself – or that you are a failure of have let yourself or your family down
	
	
	
	

	Trouble concentrating on things, such as reading the newspaper or watching television
	
	
	
	

	Moving or speaking so slowly that other people could have noticed, or the opposite? Being so fidgety or restless that you have been moving around a lot more that usual?
	
	
	
	

	Thoughts that you would be better off dead, or hurting yourself in some way
	
	
	
	


PAST MEDICAL HISTORY
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 any conditions you have been diagnosed with by a Medical Doctor:
	AAA(Abdominal Aortic Aneurism) 
	
	 
	Disc Disease Lower Back          
	
	
	Migraine Headaches                  
	

	Abnormal Fasting Blood Sugar Test                                  
	
	
	Depression                                 
	 
	
	Multiple Sclerosis                      
	

	Acne 

                      
	
	
	Diverticulosis                             
	
	
	Neck Pain                                   
	

	ADHD 

                      
	
	
	Degenerative Joint Disease        

Body Part:
	
	
	Osteoarthritis                             
	

	Atrial Fibrillation                       
	
	
	Diabetes – Type 1                      
	 
	
	Obesity                                       
	

	Aortic Insufficiency                   
	
	
	Diabetes – Type 2                      
	
	
	Osteoporosis                              
	

	Alcohol Abuse                           
	
	
	Down’s Syndrome                     
	
	
	Ovarian Cystic Disease              
	

	Allergic Rhinitis                        
	
	
	Drug Abuse                                
	
	
	Peripheral Artery Disease          
	

	Alzheimer’s DS                         
	
	
	Deep Venous Thrombosis         
	 
	
	Pancreatitis, Chronic                  
	

	Anemia                                       
	
	
	Abnormal Cholesterol Levels    
	
	
	Panic Attacks                             
	

	Anxiety Disorder                       
	
	
	Eczema                                       
	
	
	Parkinson Disease                      
	

	Asthma                                       
	
	
	Endometriosis                            
	
	
	Peripheral Neuropathy               
	

	Bipolar Disorder
                      
	
	
	Erectile dysfunction                   
	 
	
	Pre Menstrual Syndrome               
	

	Benign Prostatic Hypertrophy   
	
	
	Fibrocystic Breast Disease         
	
	
	Positive PPD/TB Test                
	

	Coronary Artery Disease           
	
	
	Gastro esophageal Reflux Ds     
	
	
	Psoriasis                                     
	

	Cardiac Arrhythmias
	
	
	Glaucoma                                   
	
	
	Post Traumatic Stress Disorder 
	

	Cancer:

    Type:_________________  
    Type:_________________                                
	
	
	Gout                                           
	 
	
	Peptic Ulcer Disease                  
	

	
	
	
	Guillain-Barre’ Syndrome         
	
	
	Pulmonary Hypertension           
	

	
	
	
	Hepatitis C                                 
	
	
	Peripheral Vascular Disease      
	

	
	
	
	
	
	
	
	

	
	
	
	Heart Attack/MI                         
	
	
	Rheumatoid Arthritis                 
	

	
	
	
	
	
	
	
	

	
	
	
	Heart Murmur                            
	 
	
	Rosacea                                      
	

	
	
	
	HIV                                            
	
	
	Rotator Cuff Syndrome             
	

	Cardiomyopathy                        
	
	
	Hodgkin’s Disease                      
	
	
	Schizophrenia                            
	

	Carotid Stenosis                         
	
	
	Hard of Hearing                         
	 
	
	Scoliosis                                     
	

	Carpal Tunnel                            
	
	
	High Blood Pressure                  
	
	
	Seizure Disorder                        
	

	Cataract                                      
	
	
	Polio                                           
	
	
	Sinusitis, Chronic                       
	

	Congestive Heart Failure           
	
	
	Hyperactive Bladder                  
	
	
	Sleep Apnea                               
	

	Cholelithiasis (Gallstones)         
	
	
	Hyperparathyroidism                 
	
	
	Spinal Stenosis                           
	

	Chronic Pain Syndrome             
	
	
	Hyperthyroidism                        
	
	
	Subarachnoid Hemorrhage        
	

	Cirrhosis of Liver                       
	
	
	Hypothyroidism                         
	
	
	Subdural Hematoma                  
	

	Chronic Kidney Disease            
	
	
	Irritable Bowel Syndrome         
	
	
	TIA  (Stroke)                             
	

	Colon Polyps                              
	
	
	Insomnia                                    
	
	
	

	COPD\Emphysema                    
	
	
	Internal Derangement of Knee  
	
	
	

	Crohn’s Disease                         
	
	
	Kidney Stones                            
	
	

	Cushing Disease                        
	
	
	Lower Back Pain                       
	
	

	CVA/Stroke                               
	
	
	Lupus                                         
	
	

	Disc Disease Neck                     
	
	
	
	
	


PAST SURGICAL HISTORY
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 any surgeries completed and list the year when done.






   Year







  Year

	A/C Separation Repair            
	
	
	
	Kidney Stone Crushing           


	
	

	Aneurysm Coil                        
	
	
	
	Abdominal Surgery                 
	
	

	Appendix Removed                 
	
	
	
	Laparoscopy
	
	

	Breast Augmentation               
	
	
	
	Breast Removed
	
	

	Breast Reduction                     
	
	
	
	Melanoma Removed               
	
	

	Bilateral Tubal Ligation                
	
	
	
	Kidney Removed                     
	
	

	C Section                                 
	
	
	
	Surgery for Bone Fracture

Using pins or plates                 
	
	

	Coronary Arterial Bypass Graft        
	
	
	
	Pacemaker/Defibrillator          
	
	

	Cardiac Valve Surgery            
	
	
	
	Prostate Removed                   
	
	

	Carotid Endarterectomy          
	
	
	
	Cardiac Angioplasty/Stent     
	
	

	Carpal Tunnel Surgery            
	
	
	
	Rotator Cuff Repair  
*circle one (right or left)              
	
	

	Gall Bladder Removed            
	
	
	
	Spinal Surgery: 

 

*Circle One: L-Spine /T-Spine /C-Spine                                       
	
	

	Ectopic Pregnancy                   
	
	
	
	Spleen Removed                     
	
	

	Gastric Bypass                         
	
	
	
	Tonsils Removed                     
	
	

	Hemorrhoid Removal
	
	
	
	Total Abdominal Hysterectomy
	
	

	
Hernia Repair                          

*Circle One:  Umbilical  / Abdominal  /  Inguinal / Hiatal
	
	
	
	Thoracotomy (Chest Incision)
	
	

	Hip Replacement                     
	
	
	
	Thyroid Removed      
             
	
	

	Hysterectomy
	
	
	
	Transurethral Resection of Prostate
	
	

	Knee, Open Procedure     
 

*circle one (right or left)
	
	
	
	Vasectomy  
	
	

	Knee Arthroscopy

*circle one (right or left)
	
	
	
	Vein Stripping                         
	
	

	Knee Replacement 

*circle one (right or left)
	
	
	
	
	


FAMILY HISTORY
                                               I’M ADOPTED (SKIP TO CHILDREN QUESTION)
	MOTHER:

Alive              Year Born ____
If Deceased 
Age when passed____


                            Cause of death______________

History: (Circle) diabetes / heart disease / dementia 
high blood pressure / stroke / COPD / cancer- 
                                                        type:_________


	FATHER:

Alive              Year Born ____

If Deceased 
Age when passed____


                            Cause of death______________

History: (Circle) diabetes / heart disease / dementia 

high blood pressure / stroke / COPD / cancer- 

                                                        type:_________



	SIBLINGS
  Yes
      No  

Unknown      
Brother(s)  How many____ (Circle)  diabetes / heart disease / high blood pressure / stroke / COPD / dementia / cancer
Sister (s)   How many____  (Circle)  diabetes / heart disease / high blood pressure / stroke / COPD / dementia / cancer 

If deceased, reason and age at time of death:

#1: From _________________________   Age ______           #2:  From _________________________
Age ______


         Sister             Brother            


                      Sister          Brother

#3: From _________________________   Age ______           #4:   From _________________________
Age ______


         Sister             Brother            


                      Sister          Brother



	CHILDREN            Yes           No
             

How many male ____              Health Issues:_________________________________

How many female ____           Health Issues:_________________________________




SOCIAL HISTORY
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 applicable box and answer:

	
Cigarette Smoker:          Never(skip to next box)                             

    Currently smoking      Cigarettes per day?_____        Total years smoking?______
                                        

    Past       Cigarettes per day?_____        Total years smoked?______              Year quit? _____



	
Non-prescription/recreation drug use
        Never (skip to next box)             


    
     Currently use         Please list types using:_____________________________________________
           


     Used in the past    Please list types used:_____________________________________________ 



	Are you currently:         Single
       Married
            Divorced                Widowed


     What year were you married/divorced/widowed? ______________



	Current Employment Status: 

      Unemployed          Disabled          Student         Retired          Self-employed          Minor

                Employed as:______________________________________________  



	Is there a firearm in your home?       Yes  
  No



	Do you regularly drink alcohol?       Yes  
  No

     -How many drinks ________ per   (circle) day /  week / month




Patient Name:________________________________
HEALTH HISTORY QUESTIONAIRE:
	Please list last Primary Care Physician or Facility: _______________________________________
Please list when and where you last completed the following: 
                                                      Date:                                    MD/PA/APRN or Facility Name: 
Physical Examination                                 ____________                 _______________________
Dental Exam

                                   ____________                 _______________________
Eye Exam                                                   ____________                 _______________________
Diabetic eye exam          
                        ____________                 _______________________
Tetanus vaccine                                         ____________                 _______________________
Flu Vaccine                                                 ____________                _______________________
Pneumococcal Vaccine                              ____________                 _______________________
Colonoscopy 
                                   ____________                 _______________________
Pap Smear    
                                   ____________                 _______________________
Mammogram

                                   ____________                 _______________________
DEXA scan

                                   ____________                 _______________________
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