
n	 Anemia                    
n	 Anxiety  
n	 Arthritis   
n	 Asthma      
n	 Bleeding Disorder            
n	 Blood Clots/DVT
n	 Cancer                            

n	 CHF/Heart Failure 
n	 Depression             
n	 Diabetes                            
n	 Emphysema/COPD  
n	 GERD/Heartburn/ 
	 Acid Reflux

n	 Heart Disease        
n	 HIV/AIDS                 
n	 Hypertension/High Blood 	
	 Pressure                                         
n	 Kidney Disease       
n	 Liver Disease    

n	 Palpitations/Racing Heart                                    
n	 Seizures      
n	 Stroke        
n	 Thyroid Problems             
n	 Other _________________
__________________________

n	 No surgery
n	 Anesthesia  
	 Complications
n	 Appendectomy
n	 Breast surgery

n	 Colonoscopy
n	 Coronary Artery Bypass
n	 Coronary Artery Stent
n	 Eye Surgery
n	 Gallbladder Surgery  
	 (Cholecystectomy)

n	 Hernia repair 
Location _______________
n	 Hysterectomy
n	 Joint Replacement
__________________________ 

n	 Prostate Surgery
n	 Spine Surgery
n	 Organ Transplant  
n	 Other__________________
__________________________

Alcohol Use 
n Yes  n No   n Never
n Wine
n Beer 
n Liquor 
Drinks per Week ___________

Street Drug Use 
n Yes  n No   n Never
n Marijuana 
n Methamphetamines
n Cocaine
n Heroin
n Other 

Tobacco Use
n Yes  n No   n Never
Type _________________
n   Current Smoker   
Packs per day _____                             
n   Former Smoker
Packs per day _____

Sexually Active
n Yes  n No
n Not Currently
Partners
Check all that apply
n Female   n Male 
Birth Control / Protection        
n Yes  n No
Method _________________

_________________________________________________
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

4. Family Medical History  Check all that apply.      
 
n  I have no family history 
n  I have unknown family history    

2. Surgical History

3. Social History

Health History 
Questionnaire	

Relationship		  	
Father		   	                       

Mother		

Sibling		      

Maternal Grandmother		                    

Maternal Grandfather 		                             

Paternal Grandmother		                             

Paternal Grandfather 		

Other 		

An
em

ia
            

        

Bl
oo

d 
Cl

ot
s 

/D
VT

                   

Bl
ee

di
ng

 D
is

or
de

r                  

As
th

m
a    

                 

Ar
th

rit
is

              
     

An
xie

ty
         

         
  

Ca
nc

er
                   

 

G
ER

D
/H

ea
rtb

ur
n/

Ac
id

 R
efl

ux
                   

Em
ph

ys
em

a/
CO

PD
                  

D
ia

be
te

s     
                

D
ep

re
ss

io
n   

               
 

CH
F/

H
ea

rt 
Fa

ilu
re

                    

H
ea

rt 
D

is
ea

se
                    

Pa
lp

ita
tio

ns
/R

ac
in

g 
H

ea
rt 

                  

Li
ve

r D
is

ea
se

            
      

Ki
dn

ey
 D

is
ea

se
                     

H
ig

h 
Bl

oo
d 

Pr
es

su
re

   
   

   
   

   
   

 

H
IV

/A
ID

S  
                  

Se
izu

re
s  

      
      

      

O
th

er
   

   
   

   
   

   
   

Th
yr

oi
d 

Pr
ob

le
m

s      
             

St
ro

ke
     

     
     

     

4.27.2016 see reverse side




