MEDICAL HEALTH QUESTIONNAIRE

NAME________________________________AGE_______DATE OF BIRTH__________________

MALE____FEMALE_____WEIGHT_____HEIGHT______RIGHT OR LEFT HANDED (please circle) 

NAME OF INTERNIST/PRIMARY PHYSICIAN_________________________________________

PRIOR SIGNIFICANT MEDICAL ILLNESSES:

Diabetes…………….No
Yes

Heart Disease………..No
Yes

Stroke……………….No
Yes

Tuberculosis…………No
Yes



Cancer……………….No
Yes

Hepatitis……………..No
Yes

Rheumatic Fever…….No
Yes     

Other serious diseases_____________________

OPERATIONS:

Have you had any surgery…………No
Yes
Cataract………………..No
Yes

Tonsils……………………………..No
Yes
Hysterectomy………….No
Yes

Hernia……………………………...No
Yes
Other…………………..No
Yes(please list)

Other surgeries:_________________________________________________________________
MEDICATIONS CURRENTLY TAKING:

Prescription drugs:


Name:__________________________________Dose__________________________________


Name:__________________________________Dose__________________________________

               Name__________________________________Dose__________________________________

Over the counter drugs:


Name:_________________________________Dose___________________________________


Name;_________________________________Dose___________________________________


Name:_________________________________Dose___________________________________

Other drugs taken within past 6 months (circle one)

Dosage

Heart Medication………………………………………Yes

No
__________

Anticoagulant ………….……………………………...Yes

No
__________

Blood pressure medication…….………………………Yes

No
__________

Tranquilizers …………………………………………..Yes

No
__________

Diuretics………………………………………………..Yes

No
__________

Sleeping medications…………………………………..Yes

No
__________

Cortisone………………………………………………Yes

No
__________

Anti-inflammatory drugs………………………………Yes

No
__________
ALLERGIES AND SENSITIVITIES

Penicillin or other antibiotics……………………….….Yes

No

Codeine……………………………………….………..Yes

No

Sulfa……………………………………………………Yes

No

Aspirin…………………………………………………Yes

No

Iodine…………………………………………………..Yes

No

Any foods such as milk, eggs, chocolate………………Yes

No

Any other drugs (please list)_____________________________________________________
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SOCIAL HISTORY:

SINGLE ______  MARRIED ________ SEPARATED ______ DIVORCED ______ WIDOWED _________


ALCOHOLIC BEVERAGES:  NEVER  ___________  RARELY _____________Frequency  _____________


TOBACCO:                CIGARETTES _______ PACKS PER DAY       CIGARS __________  PIPE __________


OCCUPATION: ____________________________________________________________________


RETIRED:  YES ______ NO _________


FAMILY  HISTORY:


FATHER:   IF LIVING AGE____    IF DECEASED AGE _______ HEALTH ISSUES ________________________


MOTHER:  IF LIVING AGE ____ IF DECEASED AGE _______ HEALTH ISSUES ________________________


BROTHER/SISTER:  AGES  __________________  HEALTH ISSUES ___________________________


HAS ANY BLOOD RELATIVE BEEN DIAGNOSED:


(PLEASE CIRCLE BELOW)


CANCER


TUBERCULOSIS


DIABETES


HEART DISEASE


HIGH BLOOD PRESSURE


STROKE


SEIZURES


BLEEDING TENDENCY


GOUT


OTHER SERIOUS ILLNESS: __________________________________________________________
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MEDICAL HISTORY 3

REVIEW OF SYSTEMS

                                                        (PLEASE CIRCLE YOUR POSITIVE RESPONSES)


GENERAL:                        RECENT WEIGHT CHANGE


                                         CANCER   TYPE ______________________________________________


SKIN:                                SKIN DISEASE  ______________________________________________


EAR-NOSE-THROAT;      EYE DISEASE             SINUS DISEASE        EASY NOSEBLEEDS


                                           IMPAIRED HEARING                   DIZZINESS


NECK:  STIFFNESS           THYROID DISEASE    ENLARGED GLANDS


LUNGS:  ASTHMA           SHORTNESS OF BREATH          PNUEMNOIA


CARDIAC:                         CHEST PAINS         HEART ATTACK       HIGH BLOOD PRESSURE


GASTROINTESTINAL       ULCERS          GALLBLADDER DISEASE  LIVER DISEASE


                                           HEPATITIS            HEMORRHOIDS   ABNORMAL RECTAL BLEEDING


GENITOURINARY            LOSS OF URINE CONTROL     FREQUENCY OF URINATION   BURNING


                                          BLOOD IN URINE            KIDNEY DISEASE


GYNECOLOGICAL           SPECIFIC PROBLEMS ______________________________


MUSCULOSKELETAL     PRIOR  FRACTURES _______________________________________


                                         PRIOR SKELETAL INJURIES _________________________________


UROLOGIC                      PROSTATE HYPERTROPHY         URINARY  RETENTION


HEMATOLOGIC             BLOOD DISEASES      EXCESSIVE BLEEDING WITH SURGERY


OTHER  CONDITIONS _______________________________________________________
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