Health History
Name: ​​​​________________________

Today’s Date: ________________________
DOB:  _________________________

Home Phone: ________________________

Cell Phone:  ____________________

Drug Allergies: Please list all drug allergies and what type of reaction

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

Medications: Please complete with doses AND frequency i.e 1 daily, 1 weekly, etc
______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

Family History: Circle AND indicate relation i.e. grandparent, parent, sibling, and/or aunt/uncle

Mother = M, Maternal Grandmother = MGM, Maternal Grandfather = MGF, Maternal Aunt = MA, Maternal Uncle = MU

Father = F, Paternal Grandmother PGM, Paternal Grandfather = PGF, Paternal Aunt = PA, 

Paternal Uncle = PU

Sister = S, Brother = B

Alzheimer’s Disease:


Disorder of Endocrine System:
Malignant Tumor
Aneurysm:



Gallstones:



   of Colon:
Asthma:



Glaucoma:



Malignant Tumor of
Bipolar Disorder:


Gout:




   Prostate:
Blood Coagulation Disorder:

Heart Disease:



Myocardial Infarction:
Celiac Disease:



Hypercholesterolemia:

Obesity:
Cerebrovascular Accident:

Hypertensive Disorder:

Osteoporosis:
Chronic Obstructive


Kidney Disease:


Problem: __________
   Pulmonary Disease (COPD):

Kidney Stones:



Rheumatoid Arthritis:
Coronary Atherosclerosis:

Leukemia:



Schizophrenia:
Dementia:



Malignant Lymphoma:

Seizure Disorder:
Depressive Disorder:


Malignant Melanoma:

Sleep Apnea:
Diabetes Mellitus:


Malignant Neoplastic Disease:
Substance Abuse:
Disease of Liver:


Malignant Tumor of Breast:

Suicide:
Social History: Please complete AND indicate amount/frequency
Occupation:






Education Level:





Marital Status:






Do you have children? 
Y N Amount:



Childcare:


Y N Whom:


Exercise Level:


None/Occasional/Moderate/Heavy
Diet:


Regular/Vegetarian/Vegan/Gluten free/Specific/Carb/Cardiac/Diabetic
Seat belts used routinely
Y N



Sunscreen used routinely
Y N


   
Caffeine intake:

Y N Frequency:

Alcohol use:


Y N Frequency:

Alcohol counseling

Y N

Do you smoke?

Y N Frequency:

Passive Smoke Exposure
Y N

Chewing Tobacco?

Y N Frequency:

Tobacco Cessation 

   Counseling?


Y N

Marijuana Use?

Y N Frequency:

Illicit Drug Use?

Y N Type/Frequency:

Are you overweight?

Y N

Are you obese?

Y N

General Stress Level:

Low/Medium/High
Sexually active?

Y N

Protected sex?

Always/Usually/No

Sexual orientation (optional):
 Heterosexual/Homosexual/Bisexual/Undecided

Blind or serious difficulty seeing?
Y N
Deaf or serious difficulty hearing?
Y N

Difficulty concentrating, remembering, or making decisions?
Y N

Do you have good social interactions, or do you struggle with social anxiety or lack social support? (Circle one below)

I have good social interactions/support/I struggle with social anxiety/I lack good social support

Live alone or with others?
Alone/With Others

Able to care for self?


Y N

Difficulty doing errands alone
?
Y N

Difficulty dressing or bathing?
Y N

Difficulty walking or climbing stairs?
Y N
Concerns about meeting basic needs (food, housing, heat, etc)?
Y N

Transportation difficulties?

Y N

Do you feel safe?
I feel safe/I have some concerns about my safety/I do not feel safe

Advance Directive-Do you have a Living Will or Durable Medical Power of Attorney (DMPOA)?


Y N or I do not know what a Living Will or DMPOA is

Smoking Status
Never/Former/Current daily/Current occasional

Tobacco-Years of use:

Past Surgical History: Circle AND specify date of procedure

AAA repair:


Chest/Lung Surgery:

Liver Surgery/Biopsy:

Abdominal Surgery:

Cholecystectomy:

Lumpectomy:

Adenoid Surgery:

Colectomy:


Lung Surgery:

Amputation:


Colonoscopy:


Mastectomy:

Angioplasty:


Colposcopy:


Other: _______________

Appendectomy:

EGD:



Prostate Surgery:

Arthroscopic Surgery:

Ear Tube:


Reconstructive Surgery:

Back Surgery:


Eye Surgery:


Rhinoplasty:

Bladder Surgery:

Fibroid Removal:

Septoplasty:

Botox:



Flexible Sigmoidoscopy:
Skin Cancer Surgery/MOHS:

Brain Surgery:


GI Surgery:


Skin Biopsy:

Breast Biopsy:


Gastric Bypass:

Splenectomy:

Breast Surgery:

Hemorrhoidectomy:

Stents-Cardiac:

Bronchoscopy:

Hernia Repair:


Thoracic Surgery:

Bunionectomy:

Hysterectomy:


Thyroid Surgery:

CABG:



Joint Replacement:

Tonsillectomy:

Caesarean Section:

Kidney Surgery:

Tubal Ligation:

Cancer Surgery:

Knee Surgery:


Vascular Surgery:

Carotid Endarterectomy:




Vasectomy:

Cataract Surgery:

LEEP:



Orthopedic Surgery:

Gynecological History: 
Duration of flow (days):
LMP:
Unknown/Approximate/Definite

Frequency of cycle (days):

Menses monthly:
Y N

Flow:
Light/Moderate/Heavy

Age at first live birth:

Age at menarche:

Current birth control method: None/BCPs/Sterilization/Tubal Ligation/IUD/Condoms/    

                                                       Partner Vasectomy/Unknown/Depo-Provera/

                                                       Vaginal Ring/Hysterectomy/Abstinence/Diaphragm/





  Seeking Pregnancy/Implant

On BCP’s at conception?
Y N

If post-menopausal, age at menopause:

Last PAP:

Abnormal PAP?
Y N

Date of LMP:

Gravida (number of pregnancies):

Para (number of live births):

Mammogram:

Self-breast exams:
Y/N/Occasionally
HPV Vaccine:

Y N
Hormone Replacement Therapy:
Y N

STIs?
Y N If yes, specify type:
Sexual Problems?
Y N

Sexually Active?
Y N

Past Personal Medical History: Please circle Yes or No

ADD


Y N
Erectile Dysfunction
Y N
Neck Pain

Y N
ADHD


Y N
Eye Problems

Y N
Neurological

Y N
Acne


Y N
Fibromyalgia

Y N
   Problems
Allergies/Hay Fever
Y N
GERD/Reflux

Y N
Neuropathy

Y N
Anxiety Disorder
Y N
GI Disease-Other
Y N
Orthopedic Issues
Y N
Arthritis

Y N
Generalized Pain
Y N
Osteopenia

Y N
Asthma

Y N
Gout


Y N
Osteoporosis

Y N
Atrial Fibrillation
Y N
HIV/AIDS

Y N
Other: _____________
BPH


Y N
Heart Arrhythmia
Y N
Prior Colonoscopy
Y N Year: ____
Back Pain

Y N
Heart Disease

Y N
Prior DEXA

Y N Year: ____
Back Pain-Chronic
Y N
Heart Murmur

Y N
Prior Mammogram
Y N Year: ____
Bleeding Disorder
Y N
Heart Valve Problems
Y N
Pulmonary Embolism
Y N
Blood Clots

Y N
Hemorrhoids

Y N
Seizures

Y N
 -Lower Extremity

Hiatal Hernia

Y N
Sinusitis (Recurrent)
Y N
Blood Problems
Y N
High Cholesterol
Y N
Stroke


Y N
Brain Problems
Y N
Hypertension

Y N
Colon Polyps

Y N
CAD


Y N
Hyperthyroidism
Y N
Has Pacemaker
Y N 
COPD


Y N
Hypothyroidism
Y N
Insomnia

Y N
Cancer


Y N
Irritable Bowel

Y N
Migraines

Y N
Circulation Problems
Y N
   Syndrome


Obesity

Y N
Colitis


Y N
Kidney Disease
Y N
Osteoarthritis

Y N
Depression

Y N
Kidney Stones

Y N
Skin Problems

Y N
Diabetes

Y N
Liver Disease

Y N
Myocardial Infarction
Y N
Diverticulitis

Y N
Multiple Sclerosis
Y N
Diverticulosis

Y N
Muscle Problems
Y N
Ear Problems

Y N

If you have a pacemaker, what year was it placed? ____
