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Adult Health History Questionnaire

Your answers to these questions will help us to better understand your medical problems. This form will become part of your confidential medical record. Please complete as many of the items as possible, but you do not need to respond to any question you cannot understand, prefer not to answer, or does not apply to you.

	Today’s Date
	Name
	Date of Birth

	
	
	


What is the main reason for your visit today?
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	Are you having pain related to your visit today?
	Yes
	No
	

	
	

	Do you want to talk to your health care provider about your pain today?Yes
	No

	
	
	
	

	Name of person who referred you to our clinic:
	
	
	



Names and specialties of other health care providers who are currently caring for you, including providers such as naturopaths and chiropractors:


In the event that you are unable to make decisions concerning your medical care, who would you want to make decisions for you?
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Current Symptoms – Please check any symptoms you have now. If none, check here:
None



General

Fatigue


Fever


Night sweats Loss of appetite


Unexpected weight loss or gain


Breasts

Discharge


Lumps


Pain


Blood/Lymph

Anemia


Swollen glands


Bones, Joints, Muscles

Back pain


Muscle aches


Neck pain


Swollen, red, or painful joints


Head, Eyes, Nose, and Throat

Ear pain


Eye pain


Headaches Hearing loss Hoarseness Nose bleeds Ringing in your ears


Sinus problems


Sores or irritation in mouth or throat Teeth or gum problems


Vision problems


Heart and Circulation

Chest pain or pressure


Fast or irregular heartbeat


Pain in legs with walking


Swelling of feet or ankles



Lungs

Coughing up blood


Shortness of breath at rest


Trouble breathing while lying down


Unexpected shortness of breath during activity


Wheezing


Mental Health

Anxiety Depression Extreme worry Trouble sleeping


Trouble thinking or concentrating


Nervous System

Trouble with walking Trouble with coordination


Dizziness


Fainting or black-out spells


Memory problems


Numbness


Seizures


Shaking


Speech problems


Tingling


Tremor


Weakness


Skin

Bleeding or bruising from minor injury


Changes in hair or nails


Changes in moles


Dryness


Itching


Rashes



Stomach and Intestines

Abdominal pain


Black stools


Bloating Blood in stool


Bowel habit change Constipation Diarrhea


Difficulty or pain with swallowing


Heartburn or indigestion Nausea


Rectal pain


Vomiting


Urination

Frequent daytime urination


(more than 6 times/day)

Trouble holding urine or incontinence


Pain or burning


Trouble starting or stopping urine


Waking to urinate more than 1 time/night


Reproductive

Females:

Bleeding or spotting between periods


Heavy or painful periods Irregular periods


Vaginal discharge


Males:

Prostate problems Scrotal pain or swelling
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Current and Past Health Problems

Have you ever had any of the following? Please check box to indicate yes. If none, check here:
None

	Bones and Joints
	Now
	Past
	Lungs
	Now
	Past

	Arthritis
	
	
	Asthma
	
	

	Fracture or broken bone
	
	
	Emphysema, chronic lung disease
	
	

	Osteoporosis or thinning of the bones
	
	
	Pneumonia
	
	

	
	
	
	
	
	

	Head, Ears, Eyes, Nose, and
	Now
	Past
	Nervous System and
	Now
	Past

	Throat
	
	
	Behavior
	
	

	Cataracts or glaucoma
	
	
	Depression
	
	

	Other vision problems
	
	
	Head injury, concussion
	
	

	Hearing problems
	
	
	Other mental problems
	
	

	Heart and Circulation
	Now
	Past
	Seizures or epilepsy
	
	

	Anemia
	
	
	Stroke
	
	

	
	
	
	
	
	

	Bleeding problems
	
	
	Skin
	Now
	Past

	Blood clot
	
	
	Skin disease
	
	

	
	
	
	
	
	

	Blood transfusion
	
	
	Stomach and Intestines
	Now
	Past

	Chest pain
	
	
	Gallbladder problems
	
	

	Heart attack
	
	
	Hepatitis, other liver disease
	
	

	Heart failure
	
	
	Stomach ulcers
	
	

	
	
	
	
	
	

	Heart murmur
	
	
	Other
	Now
	Past

	Heart rhythm problems
	
	
	Abnormal blood sugar
	
	

	High blood pressure
	
	
	AIDS or positive HIV test
	
	

	
	
	
	
	
	

	Kidneys and Bladder
	Now
	Past
	Cancer
	
	

	Genital problems
	
	
	Diabetes (including in pregnancy)
	
	

	Kidney failure
	
	
	Thyroid gland problem or goiter
	
	

	Kidney stones
	
	
	Transplant (List type): ___________
	
	

	Other kidney or bladder problems
	
	
	Tuberculosis or positive TB test
	
	

	Urinary tract infection
	
	
	Other (Explain): _______________
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Surgical History

List surgeries you have had as an adult or as a child. If none, check here:
None

	Year
	Problem
	Hospital
	Year
	Problem
	Hospital

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


List any severe injuries, other illnesses, and/or conditions not listed above. If none, check here:
None

	Year
	Problem
	Hospital
	Year
	Problem
	Hospital

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Depression Screening
	
	
	
	
	
	
	
	
	
	
	

	1.
	Over the past month, have you felt down, depressed, or hopeless?
	
	Yes
	No

	2.
	Over the past month, have you felt little interest or pleasure in doing things?
	Yes
	No

	
	
	
	
	
	
	

	Gynecologic History (Men continue to “Sexual History”)
	
	
	
	
	
	

	1.
	Do you still menstruate?
	Yes
	No
	If no: I no longer have menstrual periods because of:

	
	
	Natural menopause
	Hysterectomy
	Don’t know
	Other
	
	

	2.
	If you have had a hysterectomy, were your ovaries removed?Yes
	No
	Don’t know

	3.
	How many pregnancies have you had?
	_________
	
	
	
	
	

	4.
	How many children have you given birth to?
	_________
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Sexual History
	
	
	
	
	
	
	
	
	
	
	
	

	1.
	Are you currently sexually active?
	Yes
	No
	
	
	
	
	
	

	2.
	Are your past or current partners:
	No prior partner
	MaleFemaleBoth
	
	

	3.
	What is your current method of birth control? _____________________________________________

	
	
	I am not sexually active
	
	Same sex partner
	
	
	
	
	
	

	
	
	I am post-menopausal
	
	No birth control
	
	
	
	
	
	

	4.
	Have you ever had any of the following sexually transmitted diseases?
	
	
	
	

	
	
	Chlamydia
	Syphilis
	Trichomonas
	PID/Pelvic infection
	Don't know

	
	
	Gonorrhea
	Herpes
	Genital warts
	None
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	5.
	In the past, have you had sex with a partner without using a condom?
	Yes
	No

	6.
	Have you had a loss of interest in sex?
	Yes
	No
	
	
	
	

	7.
	Do you frequently have pain during sex?
	Yes
	No
	
	
	
	

	For men only:
	
	
	
	
	
	
	
	
	
	

	8.
	Do you have difficulty getting or maintaining an erection?
	Yes
	No
	

	Routine Health Care
	
	
	
	
	
	
	
	
	

	1.
	Date of your last stool blood test: ________________
	Result: ______________________________

	2.
	Date of your last sigmoidoscopy or colonoscopy:
	______________
	Result: __________________

	3.
	Have you had a bone density test?Yes
	No
	
	Result: ______________________________

	4.
	Date of your last cholesterol blood test: ______________
	Result: __________________________

	For women:
	
	
	
	
	
	
	
	
	
	

	1.
	Date of your last Pap test: _______________
	
	
	
	
	
	
	
	

	
	Result:
	NormalAbnormal
	
	HPV present
	Don’t know

	2.
	Have you ever had an abnormal Pap test?
	
	Yes
	No
	Don’t know

	
	If yes, what was done? ______________________________________________________________

	3.
	Date of your last mammogram: ______________ Result: __________________________________

	For men:
	
	
	
	
	
	
	
	
	
	

	1.
	Have you ever had a blood test or rectal exam to screen for prostate cancer?
	YesNo

	
	If yes, date: ____________________ Result: ___________________________________________

	
	
	
	
	
	
	
	
	
	
	

	Immunizations
	
	
	
	
	
	
	
	
	
	

	1.
	Have you had measles/mumps/rubella vaccination?
	
	
	Yes
	No
	Don’t know

	2.
	Have you had chicken pox (varicella)?Yes
	No
	Don’t knowI’ve had the vaccine

	3.
	When was your last tetanus/diphtheria shot? ______________
	
	
	

	4.
	Have you ever had an influenza vaccination?
	
	Yes
	No
	
	
	

	5.
	Have you ever had a pneumonia vaccination?
	
	Yes
	No
	
	If yes, date: _______________

	6.
	Have you had hepatitis B vaccinations?
	
	
	Yes
	No
	
	
	

	
	If yes, was a series of 3 injections completed?
	
	Yes
	No
	
	
	

	7.
	List other immunizations you have had: ______________________________________________


___________________________________________________________________________________
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Family History

Has anyone in your immediate or extended family had any of the following? If none, check here:
None

Check box to indicate YES:
If yes, WHO and AGE at time of diagnosis

Alcoholism
_________________________________________________________

Breast cancer
_________________________________________________________

Colon cancer
_________________________________________________________

Diabetes
_________________________________________________________

Heart disease
_________________________________________________________

High blood pressure
_________________________________________________________

Mental illness
_________________________________________________________

	Osteoporosis or hip fracture _________________________________________________________

	Prostate cancer
	_________________________________________________________

	Other cancers
	_________________________________________________________

	Other illnesses
	_________________________________________________________


___________________________________________________________________________________

Lifestyle and Health

1. What is your current job?
________________________________________________________

2. In what country were you born? _____________________________________________________

3. With whom do you live?  ___________________________________________________________

4. Do you have any children? _________________________________________________________

5. Do you have any trouble taking care of your daily activities

	
	(buying food, arranging transportation)?
	Yes
	No

	6.
	Are you under any specific stresses?
	Yes
	No

	7.
	Is your medical care likely to be a financial burden for you?
	Yes
	No


___________________________________________________________________________________

Exercise and Diet

1. How many times a week do you exercise? _____________________________________________

2. Type of exercise ________________________________ Minutes per exercise session __________

	3. How hard is your exercise effort?
	Not hard at allSomewhat hardVery hard
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	4. On average, how many servings a day do you have of:
	
	
	
	

	High-calcium foods (includes 1 cup milk, 1/2 cup yogurt,
	
	
	
	

	2 oz. cheese) or a 300 mg Tums or calcium supplement ...
	None
	1
	2
	3 or more

	A piece of fresh fruit, a glass of fruit juice,
	
	
	
	

	½ cup vegetables or cut fruit ..............................................
	None
	1-2
	3-4
	5 or more

	High saturated fat foods such as fatty meats, fast foods,
	
	
	
	

	eggs, whole milk, cheese, ice cream, donuts, cookies,
	
	
	
	

	chips, salad dressings ........................................................
	None
	1
	2
	3 or more


5. Over the past year, how often did you skip a meal or eat less than you know you should because there wasn’t enough food or money to buy food?

Never
Monthly
Daily or almost daily

Less than monthly
Weekly

___________________________________________________________________________________

	Habits
	
	
	
	
	

	1.
	Do you currently smoke cigarettes?
	Yes
	No
	If yes, number smoked per day: _________

	2.
	Have you ever smoked regularly?
	Yes
	No
	If yes, for how many years? ____________

	3.
	How often do you drink alcohol?
	
	
	

	
	Never
	Monthly or less
	2 to 4 times per month

	
	2 to 3 times per week
	
	4 or more times per week

	4.
	How many drinks do you have a day when you do drink?

	
	I don’t drink1 to 2 drinks
	3 to 4 drinks
	5 or more drinks

	6.
	How often in the last year have you had 4 or more drinks on one occasion?

	
	Never
	Less than monthly
	Monthly
	WeeklyDaily or almost daily

	7.
	Have you ever felt you ought to cut down on your drinking?

	
	Yes, but not in last year
	Yes, during last year
	No

	8.
	Have people annoyed you by criticizing your drinking?
	

	
	Yes, but not in last year
	Yes, during last year
	No

	9.
	Have you ever felt bad or guilty about your drinking?
	

	
	Yes, but not in last year
	Yes, during last year
	No


10. Have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover?

	Yes, but not in last yearYes, during last yearNo
	

	11. Do you or have you used drugs other than tobacco or alcohol?
	YesNo


___________________________________________________________________________________
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	Safety
	
	
	

	1.
	Do you feel safe in your current living situation?
	Yes
	No

	2.
	Have you ever been physically, sexually, or verbally abused?
	Yes
	No

	3.
	Is there a smoke detector in your home?
	Yes
	No

	4.
	Do you wear a bicycle helmet while riding?
	Yes
	No

	5.
	Are there weapons in your home?
	Yes
	No

	6.
	Do you usually wear your seatbelt while riding or driving in a car?
	Yes
	No

	7.
	When did you last fall?
	
	
	
	

	8.
	Are you afraid you might fall?
	Yes
	No


___________________________________________________________________________________

Health Education

	1.
	Would you like any written information on a health-related topic? ____________________________

	2.
	Have you had any trouble reading or understanding this form?
	YesNo


3. How do you like to learn?Seeing (pictures/videos)

Hearing (listening to people, audiotape) Doing (hands-on)

4. Do you have any values or beliefs that we should consider when

planning your care? (e.g. cultural or religious)
Yes
No

If yes, please explain: ______________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

**Please alert the Medical Assistant if you would like a chaperone present for your exam**

	Signature (Patient or Authorized Person)
	Date
	Relationship, if not patient

	
	
	


Thank you for your responses. Please return this form to the medical assistant or front desk. This form is to be placed in your medical record.

Patient unable to complete

	Reviewed by MD - Signature
	Print Name
	Date
	Time
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