Chart Number ______

HEALTH HISTORY QUESTIONNAIRE

Identification Information Date

DateofBith. & = = 5 Male ___ Female ___
Name Marital Status
Address Social Security No.

Home Telephone (area code)

Business Telephone (area code) Occupation

. CURRENT MEDICAL PROBLEMS

Please describe the medical problem for which you came to see the doctor. About when did they begin?
Problems Date Began -

What concerns you most about these problems?

If you are being treated for any other illnesses or medical problems by another physician, please describe the problems
and write the name of the physician treating you. ;

lliness or Medical Problem Physician

1. MEDICATIONS

Please list all medications you are now taking, including those you buy without a doctor’s prescription (such as aspirin or
cold tablets).

Ill. ALLERGIES AND SENSITIVITIES

List anything that you are allergic to such as certain foods, medications, dust, chemicals or soaps, household items,
pollens, bee stings, etc., and indicate how each affects you.

Allergic To: Effect Allergic To: Effect

IV. FAMILY HEALTH

Please give the following information about your Have any blood relatives had any of the following
immediate family: illnesses? If so, indicate relationship {Mother,
Age, if Age At State of Health Or brother, etc.)

Relationship Living  Death Cause of Death lliness Family Members
Father Diabetes......oeveinnnnen.
Mother Caneer: sssvsnsssessassns
Brothers Blood Disease...........

and } { Glaucomaiiivisavmnanis
Sisters EDIEpsY s avviiivivinsisss
Spouse Rheumatoid Arthritis....

Tuberculosis ......couveess

Children High Blood Pressure....
Heart Disease............







