


Medical History Questionnaire

Social History:

Occupation: Former Regions of Residence:

Current Marital Status: § M W D Living Sicuation: Alone Roommate Spouse Parents
(circle) (circle) Significant Other  With Children

Do you wear a seat belt! Yes No

Do you feel safe in your home! Yes No

Preventative Health Status:

Date of last physical exam: Date of last eye exam:

Do you exercise regularly? Yes No Type: How often!?

Do you follow a special diet? Yes No  Please describe:

Do you use tobacco? Yes No  How much/how long? Quit/When

Do you drink alcohol? Yes Neo  How much per week? Quit/When

Do you drink caffeine? Yes No  How much per day?

Have you used illictt drugs!? Yes No  Which ones? Quit/When

Last immunizations:  (please give dates)

Tetanus: ________ Pneumonia vaccine: Flu vaccine: Rubella:

TB skin test result Date: Hepatitis B series: Hepatitis A:

(Date of completion)

Have you ever had a blood transfusion? Yes No  If yes, when?

Childhood ilinesses:

Major Injuries/date:

FORWOMEN ONLY:

Date of last perlod: Last Pap: ___Age periods began:

Last mammogram:_________ Birth Control Methed: Age at start of Menopause

Total number of pregnancies: Miscarriages/Abortions: Problems during pregnancies:

Family History: P i linessicause of death

Father

Mother

Brothers/sisters

Immediate Family History (circle ali that apply)

cancer diabetes heart disease elevated cholesterol bieeding disorder depression

tuberculosis alcoholism glaucoma ulcers stroke asthma/allergies colon polyps

mental iliness thyroid disease seizures/epilepsy

Other family medical history:

Reviewed by Provider: Date:






