Name (Last, First, M.L):

Marital status: [ Single

HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

OM [OF | DOB:

[1 Partnered [] Married []Separated [ Divorced [ Widowed

PERSONAL HEALTH HISTORY

Childhood illness: O Measles O Mumps O Rubella O Chickenpox [ Rheumatic Fever [ Polio

Immunizations and [] Tetanus [ Pneumonia
dates:
[J Hepatitis [ Chickenpox
[ Influenza [0 MMR Meastes, Mumps, Rubelia

List any medical problems that other doctors have diagnosed

Surgeries

Year Surgery/Reason Hospital

List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers

Name the Drug Strength Frequency Taken

Allergies to medications

Name the Drug

Reaction You Had



FAMILY HEALTH HISTORY

AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Children LM
Father O E
OMm
Mother Ok
Siblings LM LM
9 LIF C1F
OM Om
CF OF
OM Grandmother
OF Maternal
LM Grandfather
OF Maternal
Owm Grandmother
OF Paternal
LM Grandfather
D F Paternal
OTHER PROBLEMS

Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.

[0 Skin: [0 Chest/Heart: [0 Recent changes in:

[0 Head/Neck: [0 Back: [0 weight:

[0 Ears: [0 Intestinal: [0 Energy level:

[0 Nose: [0 Bladder: O Ability to sleep:

[0 Throat: [0 Bowel: [0 oOther pain/discomfort:
[0 Lungs: ] Circulation:

Additional Information:




