Health History Questionnaire
Patient name ___________________________________
Do you have any of the following medical conditions? (circle all that apply)
Diabetes                       High Blood Pressure                               High Cholesterol
Asthma                         COPD                                                         Heart Disease (heart attack)
Hypothyroid                 Hyperthyroid                                           Migraines
Cancer                           Stroke                                                       Arthritis
Depression                   Anxiety
Other (please specify):______________________________________________

Current medications (please include OTC, vitamins, and supplements):
Medication                   Dose                                      Frequency (ie. Daily)                          Purpose
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________

Are you allergic to any food or medicine?:__________________
If yes, please list name of food or medicine and reaction:__________________________________
________________________________________________________________________________

List any surgeries that you’ve had along with the date of the surgery:_________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________

Please tell us about your family history. Next to each family member please list any known medical conditions you can think of including cancer, heart problems, high blood pressure, etc.
Mother___________________________________________________________
Father____________________________________________________________
Sister_____________________________________________________________
Brother___________________________________________________________
Grandmother______________________________________________________
Grandfather_______________________________________________________
Aunt______________________________________________________________
Uncle______________________________________________________________
Cousin_____________________________________________________________
Other family member_________________________________________________

Do you smoke? (circle one):  I’ve never smoked        I currently smoke           I used to smoke
If you are a smoker how much do you currently smoke?__________________________
If you used to smoke when did you quit?______________________________________
How often do you drink alcohol?  Never       Occasional        Moderate          Heavy
Do you use any drugs? (ie. Marijuana, cocaine, meth, etc):__________________________

For female patients:
What is your current family planning or birth control method? (circle best answer):  currently pregnant
planning pregnancy     natural methods     tubes tied       partner vasectomy          hysterectomy       
menopause       pills      patch      ring      implant    IUD     condoms     not sexually active      
female or trans partner     Other (please specify)_____________________________

Last Menstrual period___________________________________________________
Number of pregnancies_______________ Number of live births____________________________
[bookmark: _GoBack]Last pap___________________     Last mammogram ______________________
