	HEALTH HISTORY QUESTIONNAIRE

	

	Name (Last, First, M.I.):
	     
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	DOB:
	     

	Marital status:
	 FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Partnered      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Separated      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widowed

	Previous or referring doctor:
	     
	Date of last physical exam:
	     

	

	PERSONAL HEALTH HISTORY

	

	Childhood illness:
	( Measles    ( Mumps    ( Rubella    ( Chickenpox    ( Rheumatic Fever    ( Polio

	Immunizations and dates:
	 FORMCHECKBOX 
 Tetanus
	     
	 FORMCHECKBOX 
 Pneumonia
	     

	
	 FORMCHECKBOX 
 Hepatitis
	     
	 FORMCHECKBOX 
 Chickenpox
	     

	
	 FORMCHECKBOX 
 Influenza
	     
	 FORMCHECKBOX 
 MMR Measles, Mumps, Rubella
	     

	List any medical problems that other doctors have diagnosed

	     

	

	

	

	Surgeries

	Year
	Reason
	Hospital

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Other hospitalizations

	Year
	Reason
	Hospital

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	FAMILY HEALTH HISTORY

Age

Significant Health Problems

Age

Significant Health Problems

Father

     
     
Children

 FORMCHECKBOX 
 M
 FORMCHECKBOX 
  F

     
Mother

     
     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
Sibling

 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
Grandmother

Maternal
     
     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
Grandfather

Maternal
     
     
 FORMCHECKBOX 
  M
 FORMCHECKBOX 
 F

     
Grandmother

Paternal
     
     
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

     
Grandfather

Paternal
     
     



	WOMEN ONLY

	

	Age at onset of menstruation:      

	Date of last menstruation:      

	Period every       days

	Heavy periods, irregularity, spotting, pain, or discharge?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Number of pregnancies        Number of live births      

	Are you pregnant or breastfeeding?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you had a D&C, hysterectomy, or Cesarean?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any urinary tract, bladder, or kidney infections within the last year?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any blood in your urine?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any problems with control of urination?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any hot flashes or sweating at night?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Experienced any recent breast tenderness, lumps, or nipple discharge?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Date of last pap and rectal exam?      

	

	MEN ONLY

	

	Do you usually get up to urinate during the night?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If yes, # of times      

	Do you feel pain or burning with urination?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any blood in your urine?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you feel burning discharge from penis?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Has the force of your urination decreased?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you had any kidney, bladder, or prostate infections within the last 12 months?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have any problems emptying your bladder completely?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any difficulty with erection or ejaculation?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any testicle pain or swelling?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Date of last prostate and rectal exam?      

	

	OTHER PROBLEMS

	

	Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.


	 FORMCHECKBOX 

	Skin      
	 FORMCHECKBOX 

	Chest/Heart      
	 FORMCHECKBOX 

	Recent changes in:      

	 FORMCHECKBOX 

	Head/Neck      
	 FORMCHECKBOX 

	Back      
	 FORMCHECKBOX 

	Weight      

	 FORMCHECKBOX 

	Ears      
	 FORMCHECKBOX 

	Intestinal      
	 FORMCHECKBOX 

	Energy level      

	 FORMCHECKBOX 

	Nose      
	 FORMCHECKBOX 

	Bladder      
	 FORMCHECKBOX 

	Ability to sleep      

	 FORMCHECKBOX 

	Throat      
	 FORMCHECKBOX 

	Bowel      
	 FORMCHECKBOX 

	Other pain/discomfort:      

	 FORMCHECKBOX 

	Lungs      
	 FORMCHECKBOX 

	Circulation      
	
	


