Family Medicine, Geriatrics & Wellness
Patient Health History Form

Basic Information
Patient Name: _____________________________ Date of Birth:____________ SS#____________________

Sex: □ Male □ Female    Marital Status: □ Single □ Married □ Divorced □ Widowed □ Other

Emergency Contact & Phone Number:________________________________________________________

Religious Preference, if any_________________________________

Who do you currently live with? □ Alone □ Family □ Friends □ Significant Other □ Other

Previous or Current job:_________________________________________________________
Medications & Allergies   (please include all Medications including over the counter & vitamins)
	MEDICATION NAME
	DOSE
	REASON

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


*You may also bring in your medications and a Medical Assistant will help you

*If you have additional medications, use the back side of this sheet

Do you have any medication allergies? □ YES □ NO          

If yes, what medications are you allergic to? ________________________________________________________________________________________

Are you allergic to shellfish? □ YES □ NO          Are you allergic to X-RAY dye? □ YES □ NO          
Are you allergic to any foods, if yes what foods?_________________________________________________

Past Surgeries or Hospitalizations:   Please list date and details; circle either surgery or hospital for each

	Date
	Surgery or Hospital
	Reason/Details

	
	Surgery or Hospital
	

	
	Surgery or Hospital
	

	
	Surgery or Hospital
	

	
	Surgery or Hospital
	

	
	Surgery or Hospital
	


*If you have had additional Surgeries or Hospital stays, please list them on the back

Family History: 
Are you adopted? □ YES □ NO

	Father
	□ Living □ Deceased
	Present health of cause of death



	Mother
	□ Living □ Deceased
	Present health of cause of death



	Spouse
	□ Living □ Deceased
	Present health of cause of death



	Brothers
How many_______
	No. of living
	Health
	No. Deceased
	Cause of Death



	Sisters
How many_______
	No. of living
	Health
	No. Deceased
	Cause of Death



	Children
How many_______
	No. of living
	Health
	No. Deceased
	Cause of Death




Check any illnesses in your immediate blood relatives: □ Diabetes □ Cancer □ Bleeding Disorder

 □ Kidney Disease □ Tuberculosis □ Heart Disease □ Stroke □ Hypertension □ Mental Disorder

Immunizations: 
	
	Date given
	
	                       
	Date given
	

	Hepatitis B
	
	□Never had
	Hepatitis A
	
	□Never had

	Rubella
	
	□Never had
	Polio
	
	□Never had

	Varicella/ Zoster
	
	□Never had
	TDAP
	
	□Never had

	Meningococcal
	
	□Never had
	HPV
	
	□Never had

	Tetanus
	
	□Never had
	TB Screening
	
	□Never had


Have you had your Pneumonia vaccine? □ NO □ YES, Date:______________
Do you get yearly Flu shots? □ NO □ YES, last year you had flu shot_____________

Health Maintenance: 
Date of last Complete Physical Exam___________________ □ never had one

Date of last Wellness Exam___________________ □ never had one

Date of last colonoscopy ___________________ □ never had one

Date of last stool check for blood ___________________ □ never had one

Date of last eye exam__________________ □ never had one

Date of last blood transfusion ___________________ □ never had one

Do you smoke? □ YES □ NO 

If YES, How many packs a day? __________For how long have you been smoking?_______

Did you ever smoke? □ YES □ NO 
If YES, When did you quit?_______________

Prevention: 
Do you wear seatbelts? □ YES □ NO                       Do you wear a bike helmet? □ YES □ NO
Do you feel safe at home?  □ YES □ NO          
Do you exercise regularly? □ YES □ NO    

If YES, how many times a week?___________ for how long?_______

Do you drink alcoholic beverages? □ YES □ NO 

If YES, how many drinks do you have per week? _________ Are you worried about your drinking?________

Do you drink coffee or tea? □ YES □ NO   If YES, how much per day?___________________

Is there a gun in your home, do you keep it unloaded and out of children’s reach? □ YES □ NO □ N/A

Do you use drugs such as marijuana, cocaine, heroin, ect? □ YES □ NO
If YES, which drugs? ____________________________ How often? __________________________

Have you ever worked with chemicals, paints, asbestos, or other hazardous materials? □ YES □ NO
If YES, explain:_____________________________________________________________________

Are you in a relationship in which you have been physical hurt (e.g. slapped, kicked, punched or bruised) by your partner? □ YES □ NO   Do you ever feel scared or afraid of your partner? □ YES □ NO
Do you have a living will? □ YES □ NO   

Do you have a Power of Attorney? □ YES □ NO, If YES, Who:__________________________________



[image: image1]
Health History Illness & Symptoms

	Check that apply
	NO
	Yes, NOW
	Yes, Past
	Check items NO or Yes
	NO
	Yes, NOW
	Yes, Past

	Abnormal EKG
	
	
	
	Headaches, frequent
	
	
	

	Alcoholism
	
	
	
	Heart Attack
	
	
	

	Anemia or low blood
	
	
	
	Heart Murmer
	
	
	

	Anxiety
	
	
	
	Rectal Problems
	
	
	

	Arthritis, Sore Joints
	
	
	
	Hepatitis A, B or C
	
	
	

	Asthma, Hay Fever
	
	
	
	 Hernia
	
	
	

	Bleeding, Bruising
	
	
	
	High Blood Pressure
	
	
	

	Broken Bones
	
	
	
	High Cholesterol
	
	
	

	Bronchitis
	
	
	
	Urinary Incontinence
	
	
	

	Cancer
	
	
	
	Urinary Discomfort
	
	
	

	Cataracts
	
	
	
	HIV/AIDS
	
	
	

	Drug Abuse
	
	
	
	Jaundice
	
	
	

	Indigestion
	
	
	
	Kidney Stones
	
	
	

	Circulation problems
	
	
	
	Leg or Foot Pain
	
	
	

	Deafness
	
	
	
	Vomiting
	
	
	

	Dizziness
	
	
	
	Breast Lumps
	
	
	

	Depression
	
	
	
	Abdominal discomfort
	
	
	

	Diabetes
	
	
	
	Blood in Stool
	
	
	

	Insomnia
	
	
	
	Chest Pain or Tight
	
	
	

	Ear Infections
	
	
	
	Shortness of Breath
	
	
	

	Epilepsy
	
	
	
	Constipation
	
	
	

	Fatigue or Weakness
	
	
	
	Diarrhea
	
	
	

	Forgetfulness
	
	
	
	Edema
	
	
	

	Gall Stones
	
	
	
	Impotence or ED
	
	
	

	Nausea
	
	
	
	Persistent Cough
	
	
	

	Gout
	
	
	
	Swollen Ankles
	
	
	

	Head Injury
	
	
	
	Weight loss or gain
	
	
	

	Hemorrhoids
	
	
	
	Lyme Disease
	
	
	

	Colitis
	
	
	
	 Mononucleosis
	
	
	

	Emphysema
	
	
	
	 Multiple Sclerosis
	
	
	

	Goiter
	
	
	
	 Pneumonia
	
	
	

	Radiation
	
	
	 
	 Prostrate Problems
	
	
	

	 Psychiatric Care
	
	
	
	 Rheumatic Fever
	
	
	

	 Skin Disease
	
	
	
	 Stroke
	
	
	

	 Thyroid Problems
	
	
	
	 Tonsillitis
	
	
	


Is there any additional Health History you would like to share? □ YES □ NO 

If YES, explain____________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Patient Signature_____________________________ Date__________________________________

Our friendly staff will contact you to schedule an appointment once you return this paperwork.

Who is the best person to speak with and what is the best number to call you on? ___________________________________________________________________________________

(Office Use)

Patient is scheduled for _____________________________ on ______________________________
Men’s Health: 


When was the last time you had your PSA tested? __________ □ Never


When was your last rectal exam?__________________ □ Never


Are you sexually active? □ YES □ NO                How is your libido? □ High □ Low □ Normal


Do you regularly use condoms? □ YES □ NO


Would you like to be tested for HIV? □ YES □ NO


Have you ever had any sexually transmitted diseases? □ YES □ NO 


If YES, which one(s)____________________________________________________________


Have you been experiencing Erectile Dysfunction? □ YES □ NO  


If YES, How often______________________________________________________________


What is your sexual orientation? □ Heterosexual □ Homosexual □ BiSexual





Women’s Health:


When was your last mammogram? ____________ □ Never       Was it Normal? □ YES □ NO


When was your last pap smear? ______________  □ Never       Was it Normal? □ YES □ NO


When was your last Dexa Scan? ______________ □ Never       Was it Normal? □ YES □ NO


Age when your periods first started__________  Are your periods Normal? □ YES □ NO 


Have you gone through menopause? □ YES □ NO 


Have you ever been pregnant? □ YES □ NO   Number of Pregnacies_______ Number of Births________


Are you sexually active? □ YES □ NO                How is your libido? □ High □ Low □ Normal


Would you like to be tested for HIV? □ YES □ NO


Have you ever had any sexually transmitted diseases? □ YES □ NO 


If YES, which one(s)____________________________________________________________





What is your sexual orientation? □ Heterosexual □ Homosexual □ BiSexual

















