PATIENT QUESTIONNAIRE DATE
NAME DATE OF BIRTH
OCCUPATION/ HIGHEST LEVEL
EMFLQYEH OF EDUCATION
PA DICA PLEASE CHECK IF YOU (SELF) OR ANY BLOOD _ ' P
A OR RELATIVE HAD ANY OF THE FOLLOWING CONDITIONS B S S A O AT

SELF | RELATION

1) RECENT WEIGHT LOSS

2) MIGRAINE HEADACHES

SELF | RELATION

17) KIDNEY/BLADDER PROB.

18) NEUROLOGICAL

3) EPILEPSY/CONVULSIONS

18) ARTHRITIS

4) EYE DISEASE {omHER THAN GLASSES)

20) OSTEOPOROSIS

5) HEARING DISORDER

6) RECURRENT - NOSE BLEEDS

SINUS/THROAT INFECT(S)

7) ANGINA - CHEST PAIN

21) CANCER - TYPE:

22) BLEEDING DISORDER

23) BLOOD TRANSFUSION(S)

8) HEART ATTACK 24) ANEMIA
9) HIGH BLOOD PRESSURE 25) DIABETES
10) STROKE 26) THYROID

11) HIGH CHOLESTEROL

27) ALCOHOL OR DRUG ABUSE

12) HEART VALVE DISORDER

28) MENTAL ILLNESS

13) LUNG DISEASE

29) DEPRESSION

14) STOMACH ULCER

30) PSORIASISIECZEMA

15) BOWEL PROBLEMS

31)HAIRLOSS  5pecent

O PROGRESSIVE

16) LIVER DISEASE/HEPATITIS

32) ACCIDENT - MAJCR

HOSPITALIZATIONS

YEAR

DO NOT INCLUDE NORMAL
IF YOU HAVE BEEN IN HOSPITAL OVERNIGHT - STATE THE YEAR - ILLNESS/OPERATION _, 2 1¢7 P2 vom m,mwm;w&:;l
ILLNESS/OPERATION

YEAR

ILLNESS/OPERATION

LIST ALL MEDICATIONS YOU TAKE

MEDICATION

DOSE

TIMES/ DAY

DRUG REACTION

DO YOU NOW OR HAVE YOU EVER CONSUMED -

CIGARETTES [J¥ N[ JPKG/DAY ___ #YRS ___
ALCOHOL ¥ NCIorinkswK

COFFEETEA  []¥ N[JcuPsmDAY

STREET DRUGS [J¥N[]

TYPE:

DO YOU HAVE ANY OTHER PROBLEMS FOR WHICH YOU HAVE BEEN
SEEING A DOCTOR ON A REGULAR BASIS? - PLEASE LIST THEM

THE LAST TIME YOU HAD A - (YEAR)

FLU VAGCINE __ TETANUS SHOT ____
HEPATITIS VACCINE ____ PNEUMONIA SHOT
T.B. TEST ____ RECTALEXAM
STOOL BLOOD TEST BONE DENSITY

SIGMOIDOSCOPY/COLONOSCOPY
CHOLESTEROL TEST. (RESULT)

FOR MEN ONLY

THE LAST TIME YOU HAD (YEAR)
PROSTATE EXAM

PSA - RESULT

FOR WOMEN ONLY

DATE OF LAST MENST PERIOD

ARE YOU USING BIRTH CONTROL Oy ®O
TYPE:
NUMBER OF PREGNANCIES
NUMBER OF BIRTHS
NUMBER OF ABORTIONS
NUMBER OF MISCARRIAGES
YEAR OF LAST -
PAP TEST 0 NORMAL OABN
BREAST EXAM 0 NORMAL OABN
___ MAMMOGRAM (O NORMAL O ABN




	PATIENT QUESTIONNAIRE
	PAST MEDICAL FAMILY HISTORY
	HOSPITALIZATIONS
	LIST ALL MEDICATIONS YOU TAKE
	DRUG ALLERGIES
	DO YOU NOW OR HAVE YOU EVER CONSUMED -
	DO YOU HAVE ANY OTHER PROBLEMS FOR WHICH YOU HAVE BEEN SEEING A DOCTOR ON A REGULAR BASIS? -PLEASE LIST THEM
	PAST MEDICAL FAMILY HISTORY
	FOR MEN ONLY
	FOR WOMEN ONLY


	Button3: 
	PLEASE USE THIS AREA FOR EXPLANATION: 
	YEARRow1: 
	YEARRow2: 
	YEARRow3: 
	YEARRow4: 
	TYPE: 
	PSA RESULT: 
	ILLNESS OPERATION Row1: 
	ILLNESS OPERATIONRow2: 
	ILLNESS OPERATIONRow3: 
	ILLNESSOPERATION Row4: 
	YEAR Row 5: 
	YEARRow 6: 
	YEAR Row 7: 
	YEAR Row 8: 
	ILLNESS OPERATION Row 5: 
	ILLNESS OPERATION Row 6: 
	ILLNESS OPERATION Row 7: 
	ILLNESS OPERATION Row 8: 
	DRUG Row 2: 
	DRUG Row 3: 
	DRUG Row 4: 
	REACTION Row 1: 
	REACTION Row 2: 
	REACTION Row 3: 
	REACTION Row 4: 
	PKG DAY: 
	Number of Years: 
	Drinks WK: 
	Cups Day: 
	MEDICATION Row 1: 
	Dose Row 1: 
	Times Day Row 1: 
	MEDICATION Row 2: 
	Dose Row 2: 
	Times Day Row 2: 
	MEDICATION Row 3: 
	Dose Row 3: 
	Times Day Row 3: 
	MEDICATION Row 4: 
	MEDICATION Row 5: 
	Times Day Row 4: 
	Dose Row 4: 
	Dose Row 5: 
	Times Day Row 5: 
	MEDICATION Row 6: 
	Dose Row 6: 
	Times Day Row 6: 
	MEDICATION Row 7: 
	Dose Row 7: 
	Times Day Row 7: 
	MEDICATION Row 8: 
	Dose Row 8: 
	Times Day Row 9: 
	MEDICATION Row 10: 
	Dose Row 10: 
	Times Day Row 10: 
	MEDICATION Row 11: 
	Dose Row 11: 
	Times Day Row 11: 
	MEDICATION Row 12: 
	Dose Row 12: 
	Times Day Row 12: 
	MEDICATION Row 13: 
	Dose Row 13: 
	Times Day Row 13: 
	MEDICATION Row 14: 
	Dose Row 14: 
	Times Day Row 14: 
	MEDICATION Row 15: 
	Dose Row 15: 
	Times Day Row 15: 
	MEDICATION Row 16: 
	Dose Row 16: 
	Times Day Row 16: 
	MEDICATION Row 17: 
	Dose Row 17: 
	Times Day Row 17: 
	MEDICATION Row 18: 
	Dose Row 18: 
	Times Day Row 18: 
	MEDICATION Row 19: 
	Dose Row 19: 
	Times Day Row 19: 
	MEDICATION Row 20: 
	Dose Row 20: 
	Times Day Row 20: 
	Occupation Employer: 
	Name: 
	Date: 
	Date of Birth: 
	Highest Level of Education: 
	DRUG Row 1: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 1: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 2: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 3: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 4: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 5: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 6: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 7: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 8: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 9: 
	Do you have any other problems for which you have been seeing a doctor on a regular basis Row 10: 
	PROSTATE EXAM: 
	T: 
	 Test: 
	 Test: 


	Flu Vaccine: 
	Hepatitis Vaccine: 
	Stool Blood Test: 
	Tetanus Shot: 
	Pneumonia Shot: 
	Rectal Exam: 
	Bone Density: 
	Sigmoidoscopy colonoscopy: 
	Cholesterol Test: 
	Result: 
	Date of Last Menst Period: 
	Type of Birth Control: 
	Number of Pregnancies: 
	Number of Births: 
	Number of Abortions: 
	Number of Miscarriages: 
	Year of Last Pap Test: 
	Year of Last Breast Exam: 
	Year of Last Mammogram: 
	Pap Test: Off
	Breast Exam: Off
	Mammogram: Off
	Are you using birth control: Off
	Cigarettes: Off
	Alcohol: Off
	Coffee Tea: Off
	Street Drugs: Off
	Self Recent Weight Loss: Off
	Self Recurrent Nose Bleeds: Off
	Self Sinus Throat Infects: Off
	Self Epilepsy Convulsions: Off
	Self Eye Disease other than glasses: Off
	Self Hearing Disorder: Off
	Self  Migraine Headaches: Off
	Relation  Migraine Headaches: Off
	Relation Epilepsy Convulsions: Off
	Relation Eye Disease other than glasses: Off
	Relation Hearing Disorder: Off
	Self Angina Chest Pain: Off
	Self Heart Attack: Off
	Self High Blood Pressure: Off
	Self Stroke: Off
	Self High Cholesterol: Off
	Self Heart Valve Disorder: Off
	Self Lung Disease: Off
	Self Stomach Ulcer: Off
	Self Bowel Problems: Off
	Self Liver Disease Hepatitis: Off
	Relation Angina Chest Pain: Off
	Relation Heart Attack: Off
	Relation High Blood Pressure: Off
	Relation Stroke: Off
	Relation High Cholesterol: Off
	Relation Heart Valve Disorder: Off
	Relation Lung Disease: Off
	Relation Stomach Ulcer: Off
	Relation Bowel Problems: Off
	Relation Liver Disease Hepatitis: Off
	Cancer Type: 
	Self Kidney Bladder Problems: Off
	Self Neurological: Off
	Self Arthritis: Off
	Self Osteoporosis: Off
	Self Cancer: Off
	Self Bleeding Disorder: Off
	Self Blood Transfusions: Off
	Self Anemia: Off
	Self Diabetes: Off
	Self Thyroid: Off
	Self Alcohol or Drug Abuse: Off
	Self Mental Illness: Off
	Self Depression: Off
	Self Psoriasis Eczema: Off
	Self Hair Loss: Off
	Self Accident Major: Off
	Relation Kidney Bladder Problems: Off
	Relation Neurological: Off
	Relation Arthritis: Off
	Relation Osteoporosis: Off
	Relation Cancer: Off
	Relation Bleeding Disorder: Off
	Relation Anemia: Off
	Relation Diabetes: Off
	Relation Thyroid: Off
	Relation Alcohol or Drug Abuse: Off
	Relation Mental Illness: Off
	Relation Depression: Off
	Relation Psoriasis Eczema: Off
	Relation Hair Loss: Off
	Hair Loss: Off


