HEALTH HISTORY QUESTIONNAIRE

Patient Name: Sex: Age:
Referred By: QM QF
Primary Care Physician: Office use only:

Preferred Pharmacy & Location:

Reason for visit:

*Indicate on the drawing below where your problem is and how it feels*

—

Aching: JAVAVAY i -
R & L I : R
Burning: XXX

Numbness: ===

Pins & Needles: 000

Stabbing: /1
How long have you had this problem? Weeks Months Years
Circle a number from 0 to 10 that best describes your pain level:
No pain Distressing pain Unbearable pain
| | | | | | | | | | |
I I I I I I I I I I |
0 1 2 3 4 5 6 7 8 9 10

What increases your pain?

What relieves your pain?

Accident Date: / / Is your injury work or auto related? U Yes U No
Do you have an attorney for this issue? U Yes U No

List previous treatments or surgeries for your current problem and indicate results with an X:

Treatment or Surgery Improved Worsened Unchanged




HEALTH HISTORY QUESTIONNAIRE

PATIENT PAST MEDICAL HISTORY

o Anemia o Diabetes o Lyme Disease o Thyroid Disease

o Arthritis o Heart Disease o Neck/Back Disorder o TB/Other

o Asthma o Hepatitis o Pacemaker o Other: (list below)
o Bleeding Disorder o High Blood Pressure o Phlebitis O

o Bursitis o HIV/AIDS o Pneumonia o

o Cancer o Kidney Infections o Rheumatic Fever O

o COPD o Kidney Stones o Stroke/TIA o

Explanation of above or similar conditions:

Family member with similar health problems:

I have NONE of the above listed conditions (check if applicable) I:I

REVIEW OF SYSTEMS

o Allergies

o Cold/heat intolerance

o Fatigue

o Joint swelling

o Appetite increase or decrease

o Depression/sleep disturbance

o Fevers, chills, night sweats

o Loss of smell

o Bone, muscle or joint problems

o Diarrhea/constipation

o Hard of hearing

o Nausea/vomiting

o Breast Disease

o Difficult/frequent urination

o Hoarseness

o Nearsighted/farsighted

o Breathing difficulties, cough

o Difficulty swallowing

o Hormonal Disorder

o Psychiatric Disorder

o Burn upon urination

o Dizziness/headaches/seizures

o Irregular heartbeat

o Shortness of breath

o Chest pain

o Excessive bleeding/clot disorder

o Joint pain/stiffness

o Thyroid Disease

Explanation of above or similar conditions:

I have NONE of the above listed conditions (check if applicable) |:|

Please list previous admissions into a hospital for illness or trauma.

When:

Where:

Why:

Please list previous major surgeries. Please include cosmetic surgeries.

When:

Where:

Why:

Surgeon:




HEALTH HISTORY QUESTIONNAIRE

CURRENT MEDICATIONS

Name of Drug Dosage (mg) Frequency Date Started

*If additional space is needed, please attach an extra sheet*

ALLERGIES TO MEDICATION

Name of Medication Reaction

SOCIAL HISTORY

o Right handed Marital Status: o Single © Married o Divorced | Current/most recent occupation:
o Left handed o Widow o Life Partner

Work Status: o Working o Not working Do you smoke? oYes o No
Number of children:

o Disabled o Retired o Student Pack/day # of yrs

Doyou drink? oYes o No
Years of school: <12 12 13 14 15 16 17 18 19 20 >20

Drinks/wk Type

List your hobbies, activities, interests:

Rate your current health: o Poor o Fair o Good o Very Good o Excellent

Weight: Height:

PATIENT SIGNATURE (or person who filled out form):

DATE:

Thank you for taking the time to fill out this questionnaire. The information you present is vital to providing
you with optimum and efficient care. Please ask if you need assistance in filling out this form.




