
PATIENT HEALTH QUESTIONNAIRE

Patient Name

Your problem today

Do you smoke? No

FAMILY HISTORY (heart disease, cancer, diabetes)

Date

Other Medical Problems

Childhood Illnesses

Previous Surgeries

I have not had any surgery

Appendectomy

Gall Bladder

Tonsillectomy

Adenoidectomy

Cardiac Bypass

Balloon Angioplasty

Tubal Ligation/Sterilization

Hysterectomy

Other Surgery

SOCIAL HISTORY

Yes How many packs per day? When did you start?

Do you drink?

MEDICAL HISTORY

YesNo How many drinks per day? When did you start?

Do you follow a special diet? No Yes

Do you exercise? No Yes

What type of work do you do?

Hobbies

Father

Mother

Other

Allergies None Current Medications None



PATIENT HEALTH QUESTIONNAIRE (page 2)

VACCINATIONS

Flu

Hepatitis A

Hepatitis B

Shingles

Pneumovax

Tetanus

Other

Vaccine

(date) DIAGNOSTIC STUDIES (date)

X-Rays

EKG

PAP Smear

Mammogram

Cholesterol check

Colonoscopy (colon check)

Other

REVIEW OF SYSTEMS

Recent infections

(details)

Fever

Chills

Weight change

Night sweats

Energy level

Diabetes

Breathing disease

Cough

Shortness of breath

Wheezing

High blood pressure

Heart disease

Irregular heartbeat

Chest pain

Stomach ulcer

Heartburn

Stomach pain

Diarrhea

Allergy symptoms

Arthritis

Fractures

Bone or joint pain

Swelling of joints or ankles

Prostate problems

Problems passing your urine

Getting up at night to urinate

Skin rash or other skin problems

Abnormal bleeding or bruising

Seizures

Stroke

How is your appetite?

Nausea

Vomiting

Constipation

Dizziness

Headaches

Weakness to any part of your body

Problems walking

Visual problems

Hearing problems

Anxiety

Depression

Use recreational drugs
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