Today’s Date: / /

HEALTH HISTORY QUESTIONNAIRE
All questions contained in this guestionnaire are strictly confidential and will become part of your medical

record.
Name:
(Last, First, M.I.) Age: DOB / /
Marital
Status: O Snge [OPartnered O Married [O Separated O Divorced O Widowed
Dateof Last
Previousor Referring Doctor : Pap Test:
PERSONAL HEALTH HISTORY
PMS Symptoms: O Mood Swings [ Irritability [ Tension/Anxiety [ Depression [ Breast Pain [ Bloating
[ Fedingout of control/ overwhemed [ Symptoms occurring 1-2 wks. Before period
Menopause [J Hot Flashes [0 Memory/Concentration
Symptoms: [ vaginal Dryness ] Night Sweats
Sexual O Libido [ Orgasmic Dysfunction [1 Pain wiintercourse
Problems: O Other
Age at onset of menstruation: Date of last menstruation: / /
Period every days. Heavy periods, irregularity, spotting, pain or discharge?........cocovevveeneveiencnnnans O Yes [ONo
Number of pregnancies Number of live births
Contraceptive Method
Areyou pregnant or BreastfEEAING? ... bbbt nanten OYes [ONo
Have you had a D& C, hyStEreCtOmY OF CESArEAN? ........ccvveveeierrereseessessesessessssssssssssssssssssssssssssssssessssssssssssssssessens O Yes [ONo
Any urinary tract, bladder or kidney infections within the 1ast Year? ..........ccccevvvevverscs s O Yes [ONo
N )V o) Koo Yo I T 0 Y0 TU U 1 1SR O Yes [ONo
Any problems with CONtrol Of UFTNGLTONT ..o bbb O Yes [ONo
Experienced any recent breast tenderness, lumps or Nipple diSCharge? ... O Yes [ONo
List Any Medical Problems That Other Doctor s Have Diagnosed:
Pregnancy History
Y ear Duration M/F Weight Complications
Surgeries/Other Hospitalizations:
Y ear Reason Hospital

List Your Prescribed Drugsand Over-the-Counter Drugs, Such as Vitaminsand Inhalers:
Name the Drug Strength Frequency Taken




Allergiesto M edications:

HEALTH HABITS

Exercise: O Sedentary (Noexercise) O Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)
[0 Occasional Vigorous Exercise (i.e., work or recreation, less than 4x/week for 30 min.)
O Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)

Caffeine: ONone [OCoffee OTea [OCoda #of Cups/CansPer Day?

Alcohol: Do you drink @ConOl? ........oeveeiiieec e OYes [ONo
If yes, what kind? How many drinks per week?

Tobacco: DO YOU USE tODACCO? ...vvviiiviiieeiiireeeesireee s st e e sssse e e s siae e e nrae e e OYes 0ONo
O Cigarettes - Pks/day O #of Years O or Year Quit

OTHER PROBLEMS

Check if you have, or have had, any symptomsin the following areasto a significant degree and briefly explain.

O skin O Back O Energy Level
[ Head/Neck O Intestinal O Ability to Sleep
O Ears 0] Bladder Other Pain/Discomfort:
O Nose J Bowel
O Throat O Circulation
O Lungs Recent Changes|n:
O Chest/Heart O Weight
FAMILY HEALTH HISTORY
Significant Health Significant Health
Ageat Problemsor Cause of Age at Problemsor Cause of
Age Death Death Age Death Death
i O
Eather Children g EA
O
M other O '\FA
O O
Brothers 5 “F/' g '\F/I
and O O
Stees g p o
O m .
OF Grandparents (Mother’s Side)
S '}A Male
o ¢ Female
O m .
OF Grandparents (Father’s Side)
S '}" Male
S hF/' Female




