HEALTH QUESTIONNAIRE
NAME​_______________________​​​_________DOB_______​____AGE____________ DATE _____________

Primary Care Physician ___________________________________ Telephone  _________________________

Referred to this office by _____________________________________________________________________

What is the reason for your visit?_______________________________________________________________
__________________________________________________________________________________________

Is this condition due to an injury?    Yes______   No_______                Date of injury ________________​_____

Was this injury work related? Yes_____No______     

If “yes”, have you reported this injury to your supervisor? ____________________

Please give time and place of injury and briefly describe how injury occurred: 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​____________​​​​​​​​​___________________________

Are you a diabetic?    Yes______
No______

If “yes”, circle one:
Insulin dependent
Non-insulin dependent

Are you on high blood pressure medication?
    Yes______
   No______

PAST MEDICAL HISTORY:

Please list any medical conditions that you are currently being treated for (by your Primary Care Physician or any other specialist)?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been hospitalized or been under medical care overnight?     NO
     YES

If “yes”, please state reason(s):

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OPERATIONS:

Have you had any surgery?…………………………NO

   YES

Please list:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any post-operative complications (delayed-healing, infection, anesthetic reaction, etc.)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​​
FAMILY HISTORY:

Please list medical illnesses in your family (parents and siblings)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY: 

Circle One:          

Single                  Married               Separated               Divorced                 Widowed

Who do you currently live with (circle one)?

Family                 Roommate(s)        Alone

Alcoholic Beverages (circle one):
               

Never
                Rarely
          Moderately           Daily

Tobacco (circle one):    

Non-Smoker                 Smoker                Use To Smoke : Year Quit:____________

5-10 cigarettes per day     

Up to 1 pack a day     

1-2 packs a day    

2 or more packs a day 

Other recreational drugs​​​:​​​​​​​​​​​​​​​​​__________________________________________________________

SYSTEMIC REVIEW:   

HEIGHT _________________     WEIGHT________________

When was your last physical? ________________________________________

Are your immunizations up to date?……………………………NO
             YES

               

For women only:  

Number of pregnancies_______________        

Number of miscarriages_______________

Source of information, if other than the patient:

__________________________________________________​​​​​​​​​​​​​________________________________________

Signature of person acquiring this information:
__________________________________________________________________________________________

__________________________________________________                            __________________________

                            Signature of patient
            
                                                     Date
__________________________________________________                            __________________________

               Signature of parent or responsible party                                                                 Date
