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PATIENT HEALTH QUESTIONNAIRE

Name Date Birth date Age

What other health care are you presently receiving?

PRESENT HEALTH CONCERNS
1.

2.
3.
4

ALLERGIES
Drugs Foods

Environmental:

What are your symptoms during an allergy attack?

Sensitivities: Perfumes Cigarette smoke Cleaning supplies Other:

Past history of long-term antibioticuse? Y N How long?
Past history of long-term corticosteroid use? Y N How long?

Current Medications Dose Times / Day

Current Herbs / Vitamins/ Supplements Dose Times / Day

PAST HEALTH HISTORY
Date of last physical exam Where?

HEALTH SCREENING HISTORY: List the date of your most recent test or exam.

Mammogram Pap Smear Self Breast Exam Breast Exam by Professional

Self Testicle Exam Testicle Exam by Professional Prostate Exam by Professional

Test for Blood in stool Rectal Exam Scope of Lower Bowel (if over age 50)

Blood tests: Cholesterol Blood Sugar Other Blood tests

Childhood illnesses: Your health as a child was dGood OFair Cpoor

(please circle) Scarlet Fever German Measles Measles Pertussis  Strep Mono Ear Infections
Diphtheria Mumps  Chicken Pox Rheumatic Fever Polio Pneumonia

Immunizations (check those received): OMMR O DTaP O HepB ORota OHib  OPpolio OPneumococcal Ovaricella
O Hep AO0Meningococcal O HPV
Please list any adverse reactions:




Please List prior illness, injury, hospitalization, surgery, and/or trauma

Reason:

Date:

Recent immunizations: Tetanus Hepatitis A/ B Flu Shot Other:
Have you ever tested positive for TB? Y

Have you had a TB test in the last year? Y

N

PERSONAL AND FAMILY HISTORY

Self

Mother Father Sisters Brothers

Spouse

Child(ren) Other

Age (if living)

Age (at death)

Cause of death

Health; G = good, P = poor

Check those applicable

Alcoholism

Allergies/ Hay fever/ Asthma

Anemia

Bleeding Disorder

Cancer or Tumor

Chronic Fatigue

Diabetes

Epilepsy

Glaucoma

Genetic Disease

Heart Disease

Hepatitis

Herpes

High Blood Pressure

High Cholesterol

Kidney or Bladder Trouble

Mental or Nervous Disorder

Rheumatism/ Arthritis

Stomach/ Ulcer

Stroke

Thyroid Disorder

Tuberculosis

Venereal Disease

Other (specify)

Do You Use or Have Any of these Devices? Brace (Neck, Back) Pacemaker

IUD Artificial Limbs

Other:

Metal implants

TRAVEL HISTORY: (out of US; epidemic areas)




SOCIAL HISTORY (check those that apply):

Marital status:  Education level completed: Memories of your childhood Do You Find Your Life
[] single ] high school ] Mostly happy [] Generally Unsatisfactory
] Married L] college ] Mostly painful [] Too Demanding

Widowed

Living arrangement:
|:| Alone |:| Family |:| Roommate |:| Spouse/Partner |:| Children (list sex/ages):

|:| Divorced |:| professional school |:| Normal |:| Boring
O] O]

other: |:| don’t recall |:| Satisfactory/ Great

|:| Major stresses in last 12 months |:| Money |:| Job |:| Marriage |:| Home Life|:| Children
|:| Other stressors

Rate your stress level out of 10 on average (10 worst stress): Isthisa change? Y N

|LIFESTYLE / SELF-CARE ISSUES

Do you smoke cigarettes? YES NO Ifyes, how many? # yrs. packs per day
Did you ever smoke? YES NO If yes, when did you quit?

Do you drink alcohol? YES NO If yes, how much? Type & drinks per week
Do you drink caffeinated beverages? YES NO If yes, which, how much?

Do you use recreational drugs? YES NO If yes, which?

Do you exercise regularly? YES NO If no, why?

What exercise?

m

Do you sleep soundly and wake rested? NO If no, why?

NO [ JNOTSURE [ ] NEED HELP
NO If no, why?

m

Do you manage stress well?
Do you allow time to unwind and relax?

m

m

Do you watch television? NO If yes, # hours/ day?

m

Do you enjoy your job? NO If no, why?

Are you sexually active? NO Contraception?

m

Are you satisfied with your sex life? NO If no, why?

m

- satisfied with your social life? NO If no, why?

m

- satisfied with your spiritual life? NO If no, why?

m

NO
NO [ JNOTSURE [ ] NEED HELP

Is your diet satisfying?
Do you consider your diet healthy?
Dietary restriction or regimen?

0
0
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m

Cravings? ___ starches sweets salt __ fats other:

What diets have you been on? Atkins __ South Beach Blood Type Weight Watchers
Other:

How much water do you drink per day? Do you get sleepy in the afternoon? Y N

What are your symptoms if you miss a meal (please circle)? Headache Irritable Light-headed Shaky Tired

DIET RECALL

Food on a good weekday Food on a bad weekday Typical Weekend

Breakfast
Time:

Lunch
Time:

Dinner
Time:

Snack
Time:




REVIEW OF SYSTEMS

Circle the response that applies: Y = current condition

GENERAL
Weight
Maximum weight

When Height

Fatigue

Y

Energy Level /10 high

Pain Level / 10 high

SKIN

Rashes

Eczema, hives
Acne, boils

Itching

Color change
Lumps

Night sweats

Nails break easily
Warts

Fungal infections
HEAD

Headache

Head injury date
Migraines

Hair loss

EYES

Impaired vision
Glasses or contacts
Eye Pain

Tearing or dryness
Double vision
Glaucoma
Cataracts

Sensitive to light
Dark circles under eyes
Puffy eyes

EARS

Impaired hearing
Ringing

Earache

Dizziness

NOSE and SINUSES
Frequent colds
Frequent infections
Nose bleeds
Stuffiness

Hay fever

Sinus problems
MOUTH and THROAT
Frequent sore throat
Sore tongue

Gum problems
Hoarseness

Dental cavities
Teeth grinding
Teeth clenching
NECK

Lumps

Swollen glands
Goiter

Pain or stiffness
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P = past condition

RESPIRATORY

Cough

Sputum

Spitting up blood

Wheezing

Asthma

Bronchitis

Pneumonia

Pleurisy

Emphysema

Difficulty breathing

Pain on breathing

Shortness of breath
At night
Lying down

Tuberculosis

IMMUNE SYSTEM

History of:
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Epstein Barr

Mono

Herpes

Shingles

Hepatitis

CcMmvV

Lupus

Crohn’s

How many times have you been sick in the
past year?
CARDIOVASCULAR

Ooooooooo

Heart disease Y P N
Angina Y P N
High blood pressure Y P N
Murmurs Y P N
Rheumatic fever Y P N
Chest pain Y P N
Swelling in ankles Y P N
Palpitations, fluttering Y P N

GASTROINTESTINAL

Trouble swallowing

Heartburn

Change in thirst

Change in appetite

Easy Fullness

Nausea

Vomiting

Vomiting blood

Bowel movements
How often?
Is this a change?

Diarrhea

Constipation

Blood in stool

Belching or passing gas

Bloating

Stomach Pain

Jaundice (yellow skin)

Liver disease

Hemorrhoids

Gallbladder attacks

URINARY
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Pain with urination
Increased frequency
Frequency at night
Inability to hold urine
Frequent infections
Kidney stones
Change in urine color
Change in urine smell
MUSCULOSKELETAL
Joint pain or stiffness
Arthritis

Broken bones

Muscle spasms or cramps
Weakness

Chronic fatigue
Restless legs

Chronic low back pain
Motor Vehicle Accident
PERIPHERAL VASCULAR
Deep leg pain

Cold hands/feet
Varicose veins
Thrombophlebitis
NEUROLOGIC
Fainting

Seizures

Paralysis

Muscle weakness
Numbness or tingling
Loss of memory
Tremor

EMOTIONAL
Depression
Mood swings
Anxiety or nervousness
Tension
Trauma History
BEHAVIORAL
Bulimia
Anorexia
Addiction

To what?

N = a condition you’ve never had
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Had counseling

Was it effective?
ENDOCRINE
Hypothyroid
Heat or cold intolerance
Difficulty losing weight
Difficulty gaining wt.
Excessive thirst
Excessive hunger
Binge eating
Change in libido
BLOOD
Anemia
Easy bleeding or bruising
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FEMALE REPRODUCTIVE
Age menses began?

Average number of days?
Length of cycle?

Bleeding between periods Y

Regular cycles Y

Extended time without menses

Y

How long?

Pain during intercourse

Vaginal dryness

Vaginal itchiness

Yeast infections

Painful menses

Endometriosis

PCOS

Excessive flow

Excessive facial hair

Excessive body hair
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Birth Control
What type?
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Number of pregnancies
Number of live births
Number of miscarriages
Number of abortions

Difficulty conceiving
Menopausal symptoms
Describe

o T
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Age they begin:

Age your mother went through
menopause:

Are you sexually active? Y
Sexual difficulties Y
Sexually transmitted infections

Y
If Yes, list:

Sexual preference
O  Heterosexual
O Bisexual
O  Lesbian

Do you perform self exam
Breast lumps

Breast pain or tenderness
Nipple discharge

< < =< =<

W U U ©

z2z2z22

MALE REPRODUCTIVE

Hernias

Testicular masses

Testicular pain

Are you sexually active?

Sexual difficulties

Prostate problems

Discharge or sores

Sexually transmitted infections
Y
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Sexual preference
O  Heterosexual
O Bisexual
O GayMan

L1 1IF NOT NOTED ABOVE IT IS NEGATIVE, NON-CONTRIBUTORY, AND/OR NON-PERTINENT.

| certify that the information that | have supplied is correct and accurate to the best of my knowledge.

Printed Name

Date

Signature

Relationship to Patient:




