CONFIDENTIAL HEALTH HISTORY QUESTIONNAIRE – PATIENT MEDICAL HISTORY
Name: ______________________
Nickname: ______________   Date of Birth: _____​___   Date: _________

	ALLERGIES

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

	SURGERY

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

	 HOSPITALIZATION/ILLNESS

_________________________________

_________________________________

_________________________________

_________________________________

	ACCIDENTS/INJURIES

_________________________________

_________________________________

_________________________________

_________________________________



	MEDICATIONS
(Please list prescription and non-prescription)
________________________________

________________________________

________________________________

________________________________

________________________________
________________________________
________________________________
________________________________
________________________________

________________________________

________________________________

________________________________

________________________________


   (√) Check any condition that you have now or had in the past:
	⁪ Abnormal Pap Smear    

⁪ AIDS or HIV Disease    

⁪ Alcohol Overuse or Abuse  

⁪ Allergies of Hay Fever  

⁪ Anemia                           

⁪ Anxiety or Panic Attacks

⁪ Arthritis                         

⁪ Asthma              

⁪ Back Pain               

⁪ Blood Clots (DVT)  

⁪ Blood Transfusion 

⁪ Boils or Cysts, Recurrent

⁪ Bone or Joint Disease 

⁪ Breast Lumps   

⁪ Bursitis or Tendonitis

⁪ Cancer

⁪ Cholesterol, Elevated

⁪ Colitis

⁪ Concussion or Head Injury

⁪ Depression or Suicide

⁪ Diabetes

⁪ Drug Overuse or Abuse

⁪ Emphysema, COPD

⁪ Excessive Stress

⁪ Gallbladder Disease, Gallstones

⁪ Glaucoma

⁪ Gonorrhea, Chlamydia, Syphilis

⁪ Headache, Sever

⁪ Hearing Problem

⁪ Heart Attack

⁪ Heart Disease

⁪ Hepatitis, Cirrhosis

⁪ Herniated or Ruptured Disc

For women:   Menstruation-  

  Age periods began___________

  How often _________________

   PMS?              ⁪ Yes       ⁪ No

   Menopause?    ⁪ Yes       ⁪ No

   If yes, age menopause began_____

Total # of Pregnancies _________

Number of children____________

Number of miscarriages________

Number of Abortions__________
	⁪ Herpes

⁪ High Blood Pressure

⁪ Hodgkin’s Disease, Lymphoma

          or Leukemia

⁪ HPV

⁪ Irritable Bowel Disease

⁪ Kidney Disease or Nephritis

⁪ Liver Problems, Jaundice
⁪ Lung Problems

⁪ Lupus

⁪ Malaria

⁪ Meningitis

⁪ Migraine Headache

⁪ Muscle Disease or Weakness

⁪ Nervous Breakdown

⁪ Pancreatitis

⁪ Phlebitis

⁪ Pleurisy

⁪ Pneumonia

⁪ Polio

⁪ Rheumatoid Arthritis

⁪ Rheumatic Fever

⁪ Seizures, Epilepsy

⁪ Sexually Transmitted Disease

⁪ Sickle Cell Disease or Trait
⁪ Skin Disease - Chronic
⁪ Sleep Disorders/Difficulties
⁪ Sprain/Dislocations – Severe
⁪ Stroke

⁪ Thyroid Disease

⁪ Tuberculosis (TB)

⁪ Ulcer Disease/Gastritis

⁪ Varicose Veins

⁪ Vision Disease

⁪ Other:  please specify




	IMMUNIZATIONS

Have you had:                                                      Date of Last

Chickenpox or Shot      Ø  Yes   Ø   No      ___________________

Hepatitis B Series          Ø  Yes   Ø   No      ___________________

Pneumonia Shot            Ø  Yes   Ø   No      ___________________

Tetanus Shot                 Ø   Yes   Ø   No     ___________________


FAMILY HISTORY
	Adopted:
[  ] Yes            [  ] No
	Mother        Father
	Siblings
#1      #2     #3     #4    Others:  how many


	Children
#1     #2     #3     #4    Others: how many



	Alive? Yes or No

If dead: age at death

             cause?


	Y/N              Y/N

_____         _____
	Y/N  Y/N  Y/N  Y/N        

___   ___   ___   ___
	Y/N  Y/N  Y/N  Y/N

___   ___   ___   ___

	Medical Conditions

   Check if yes

- Alcohol/Drug Abuse

- Allergies

- Anxiety

- Asthma

- Bleeding Disorder

- Cancer {type(s)}
- Depression

- Diabetes

- Epilepsy/Seizures

- Glaucoma

- Heart Disease

- High Blood Pressure

- High Cholesterol

- HIV/AIDS

- Kidney Disease

- Mental Illness

- Migraine Headache

- Sickle Cell Condition

- Stroke

- Thyroid Disease

- Other:
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	EXERCISE

Do you exercise on a regular basis?   Yes/No

If yes, how often? ________times per week

What type of exercise?

    - cardio: ______min, ______times per week

          type of cardio_____________________

    - weights: _____min, ______times per week


	TOBACCO

Do you currently smoke?             Yes/No

If yes, how much? ______packs per day

If yes, have you tried to quit in the past?

                                                      Yes/No

If no, did you smoke in the past?  Yes/No

When did you quit? _________________
Do you use other tobacco products?

                                                      Yes/No

What type? _______________________
	ALCOHOL
Do you drink alcohol?          Yes/No

If yes, how much: _____per week/month

Has anyone ever expressed concerns about your alcohol use?        Yes/No

If yes, please explain:


Social History
My current status is:    [  ] Single

[  ] Married
         [  ]  Separated
  [  ] Divorced
         [  ] Widowed

Do you have a living will?    [  ] Yes       [  ] No

