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         Health History Questionnaire


[image: image1.png]Name: Age: Date of Birth:

Address: Male: Female:
Today's Date:

Home Phone: Business Phone: Referred by:

Current Complaint/lliness (please describe):

Past Medical History:

Major Childhood llinesses Age Medical Allergies Reaction
Adult Medical llinesses Date Current Medications Dosage
Previous Surgeries Date
Place an (X) next to any of the following tests you have
had & give date when you last had them:
Ever have blood transfusions? Chest X-ray
Electrocardiogram
SOCIAL HISTORY: Treadmill
Married, Single Separated Upper GI x-ray
Widowed, Colon x-ray
Children Age Flexible Sigmoidscopy
Mammogram
Pap smear
T.B. test
Cholesterol
Education:
Elementary — years:
High school - years: FAMILY HISTORY:
College  —years: Health deoe!sed,
List any cause of
Occupation Age Good Poor illnesses death
Father
Amount Duration Mother
Cigarettes Brother
Pipe/Cigar Brother
Chewing Sister
Alcohol Consumption Sister





