
  
     Health History Questionnaire 

 
 

 

Name: Last___________________  First_______________ MI______    DOB: ___/___/____  

Reason for Visit:____________________________________________    Age_______ 

Primary Physician_______________________________________  Phone Number______________________________ 
 

Medical Conditions___________________________________________________________ 

Allergies____________________________________________________________________ 

Medications_________________________________________________________________ 

                    _________________________________________________________________ 
 
Surgeries ___________________________________________________________________ 

 
 
Tobacco Use    rNo rYes    rQuit:  ________ 
Alcohol  r No rYes    rless than 1/week   r1-2/week   r1-2/day   r>2/day 
Illicit Drug Use rNo rYes    If yes which ones? _____________________ 
 
Occupation_________________________________________________________________ 

Activities/sports_____________________________________________________________ 

 
Family medical problems:  

Mother _______________________________________________________________ 

Father________________________________________________________________ 

Grandparents ____________________________ Brothers/Sisters______________________ 
 

Do you have any problems with your health listed below? 
Senses:  rEyes/vision  rHearing  rDizziness  rLoss of Balance 
General: rFatigue  rWeight loss  rWeight gain  rLoss of appetite rFevers/chills 
GI: rHeartburn  rDiarrhea  rConstipation  rNausea  rEating disorder 
Circulatory: rChest pain  rPalpitations  rCold hands or feet  rLeg pain walking   

    rSwelling of legs  rLeg pain at night  rHistory of blood clot 
Lungs:  rShortness of breath  rAsthma  rCough  rSleep Apnea  rBronchitis 
Nerves: rBurning/tingling/numbness in feet  rMuscle weakness rNerve problems   
Bone and Joint: rJoint pain  rBack pain  rDifficulty walking r Gout 

    rDifficulty going up or down stairs  rLoose or unstable joints   
Skin: rRash  rDry/itching rNail problems  rFrequent wounds rNail problems 
Immune system: rFrequent illness or infection  rSwollen joints or hands  r Night sweats   

     rSwollen lymph nodes  rMouth sores  rDry mouth/eyes  r Fever/chills 
 
Height ________________    Weight________________     Shoe size____________ 




