
 
Name (Last, First, M.I.) 
 
 
Date of Birth (Month, Day, Year)  
 
If you have completed sections 1-4 since your last birthday, please proceed to section 5.  Check all that apply. 
 
1. Medical History 
�‘���$�Q�H�P�L�D �‘���&�+�)���+�H�D�U�W��Failure �‘���+�H�D�U�W���'�L�V�H�D�V�H �‘���6�H�L�]�X�U�H�V 
�‘���$�Q�[�L�H�W�\ �‘���'�H�S�U�H�V�V�L�R�Q �‘���+�,�9���$�,�'�6 �‘���6�W�U�R�N�H 
�‘���$�U�W�K�U�L�W�L�V 
�‘���$�V�W�K�P�D 

�‘���'�L�D�E�H�W�H�V 
�‘���(�P�S�K�\�V�H�P�D���&�2�3�' 

�‘���+�\�S�H�U�W�H�Q�V�L�R�Q���+�L�J�K���%�O�R�R�G��
Pressure 

�‘���7�K�\�U�R�L�G���3�U�R�E�O�H�P�V�� 

�‘���%�O�H�H�G�L�Q�J���'�L�V�R�U�G�H�U 
�‘���%�O�R�R�G���&�O�R�W�V���'�9�7 
�‘���&�D�Q�F�H�U 

�‘���*�(�5�'���+�H�D�U�W�E�X�U�Q���$�F�L�G��
Reflux 

�‘���.�L�G�Q�H�\���'�L�V�H�D�V�H 
�‘���/�L�Y�H�U���'�L�V�H�D�V�H 
�‘���3�D�O�S�L�W�D�W�L�R�Q�V���5�D�F�L�Q�J���+�H�D�U�W 

�‘���2�W�K�H�U���B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B 
_______________________ 
_______________________ 

 
 

2. Surgical History 
�‘���1�R���6�X�U�J�H�U�\ �‘���&�R�U�R�Q�D�U�\���$�U�W�H�U�\���%�\�S�D�V�V �‘���+�H�U�Q�L�D���5�H�S�D�L�U 

Location: _______________ 
�‘���2�U�J�D�Q��Transplant 

�‘���$�Q�H�V�W�K�H�V�L�D���&�R�P�S�O�L�F�D�W�L�R�Q�V �‘���&�R�U�R�Q�D�U�\���$�U�W�H�U�\���6�W�H�Q�W �‘���+�L�S���5�H�S�O�D�F�H�P�H�Q�W �‘���2�W�K�H�U���B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B 
_______________________ 
_______________________ 

�‘���$�S�S�H�Q�G�H�F�W�R�P�\ 
�‘���%�U�H�D�V�W���6�X�U�J�H�U�\ 

�‘���(�\�H���6�X�U�J�H�U�\ �‘���+�\�V�W�H�U�H�F�W�R�P�\ 
�‘���.�Q�H�H���5�H�S�O�D�F�H�P�H�Q�W 

�‘���&�R�O�R�Q�R�V�F�R�S�\ �‘���*�D�O�O�E�O�D�G�G�H�U���6�X�U�J�H�U�\�� 
(Cholecystectomy) 

�‘���3�U�R�V�W�D�W�H���6�X�U�J�H�U�\ 
�‘���6�S�L�Q�H���6�X�U�J�H�U�\ 

 

 
 

3. Social History 
Alcohol Use 
�‘���<�H�V�����‘���1�R�����‘���1�H�Y�H�U 
�‘  Wine 
�‘���%�H�H�U 
�‘���/�L�T�X�R�U 

Street Drug Use 
�‘���<�H�V�����‘���1�R�����‘���1�H�Y�H�U 
�‘���0�D�U�L�M�X�D�Q�D 
�‘���0�H�W�K�D�P�S�K�H�W�D�P�L�Q�H�V 
�‘���&�R�F�D�L�Q�H 
�‘���+�H�U�R�L�Q 
�‘���2�W�K�H�U 

Tobacco Use 
�‘���<�H�V�����‘���1�R�����‘���1�H�Y�H�U 
Type ____________________ 
�‘���&�X�U�U�H�Q�W���6�P�R�N�H�U 
Packs per day ____________ 
 
�‘���)�R�U�P�H�U���6�P�R�N�H�U 

Sexually Active 
�‘���<�H�V�����‘���1�R�����‘���1�R�W���&�X�U�U�H�Q�W�O�\ 
Partners (check all that apply)  
�‘���)�H�P�D�O�H�����‘���0�D�O�H 
Birth Control/Protection 
�‘���<�H�V�����‘���1�R 
Method _________________ 

 
 

4. Family Medical History



 
Name (Last, First, M.I.) 
 
 
Date of Birth (Month, Day, Year) 
 
 
5. Primary Care Network 

A. Allergies to Medications/Latex �± Please indicate type of reaction  
 
 

B. Medications:  Please list current medications.  Include herbal & over-the-counter medications, dose & how many times a day 
you take the medication.  

 
Medication Dose How many times per day 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

Health History 
Questionnaire 

 


