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New Patient History Questionnaire

Name: . DOB: Today's Date:

General Health: O Excelient ) Good Q Fair Q Poor
Past Medical llinesses:

U accidents, broken bones, other serious injury O allergies (asthma, eczeme, hayfever)
(J anemia (low blood count) o bleeding problems O cancer

O lung problems: pneumonia, emphysema, efc. O liver or kidney problems

G heart problems, high blood pressure, etc. Q pain: low back pain, headaches, efc.
Q gland problems: diabetes, thyroid trouble, etc. Q2 skin disease

{J gastrointestinal problems: ulcers, diarrhea, efc. (I tuberculosis (or positive skin test)

Other: (And details on items checked above)

When was your fast: ; :

Tetanus shot? Pneumonia Shot ' Flu Shot? Mammeogram?
Pap Smear? Have you ever had an abnormal pap smear? O No O Yes If yes, when?
Past Surgeries: :

Current Medications: (include over-the-counter medicines, sleeping pills, aspirin, laxatives, vitamins, etc.)

Allergies: Do you have drug allergies? O No 0 Yes'___:_._, o what?
Do you have g living will or advance directive? O No [ Yes :
~ Eanity Hisbarys NG you atopied? T4, X 0 ks LR s St e i arr ek st can o EENow L Y8
Has anyone in your family had trouble with the foliowing: ' :

{include mother(M), father (F), sistar (S}, brother (B), grandmother (GM), and grandfather (GF).)

O Aleoholism or O drug abuse Yes | No | Unsure | Who?
Bluod clots in iegs or chest |
" Q Depression or J other mental iliness |
Dibetes _
Canecer What organs? What age?

" Heart attack Whal age?
High blood pressure
| High cholesterol

| Stroke

| Tuberculosis

| Thyroid disease

Sexual History:
Are you having sex? 0 No O Yes When was the last time you had sex? With whom? O Men O Women O Both

Are you trying to get pregnant? Q3 No O Yes 1f no, what kind of birth control do you use?

Pregnancy: Have you ever been pregnant? Tl No O Yes [f yes, please indicate the number of:
Living Childran; Abortions: Miscarriages: Live births: Stillbirths: Caesarans: _______
Have you had problems with prior pregnancies?
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Habits  (please Indicate if you have ever used and how much you use now)

NI s Caiom I DG, R LN R R R et s DR L Yas
- How many eups per day of sach?

Tolmots: Db you SH0ke CIMRERE AOWT ... ..o cvinsnsssnossvessturrassos vavhissmssearimaassserssisransssesbiniesmmensense 1ol NO: G YO8
Inthe past? 0 No ([ Yes /fyes, when did you quit?
Do you use chewing tobacco, snuff, cigars, a pipe, or other forms of tobacco? .i....ocoveivvvieiceicn. @ No 0 Yes

Alcohol: Do you drink alcohol (beer, wine, liquor, mixed drinks, 81C.)? ..........cce.vvercrieienennsnrinncnee. o3 NO Q2 Yes
If you drink, heve you ever falf the need to ot down on drinking? ..........c..ccervvvevveiinvniieeceriimnnnennn ol No- @ Yes
How much do you drink each week?

o T R » R T T S S e oo = | = R
Ifyes, which?  Q marijuana O crack/cocaine T crank/methamphetamines O heroin  Q downers ] other
Have you ever used drugs through a Needle? ...................ceeeecrervnniesmensiuresirssmenisssienrnne e = NO™ CJ Y68
Would you fike help quitting: 2 cigarettes J alcohol (2 drugs

Diet; 530 Y0U NG Gnonon ORBY I0E AT .. 1. s icumsnsssnmnesrs ik s eirais kit citisisnsserisy,. i N0 T YO8
Would you like instructions on healthy 8atING7 ............ccervuverceereriieneerscmsrirmrsnriseesrssimeenene 3 NO Q2 Yes
Do you have a healthy diet? e EINGA

Exercise: Do youexercise (1 less than once awesk? O 1-3times per week? 0 more than 3 times per wesk?

What kind of exarcise?
Education: Completed Q grade school O high school O trade school O college 2 other:
Qccupation; ' Currently O employed or @ unemployed? (last worked )

Living Situation; Are you now or have you recently been homeless? O No O Yes Do youlive slong? (O No O Yes
Whom do you live with? (Please fist names and relationships with you, &.g. hushand, chiid, parant, girifriend, rcommate, etc.)

Safety:
Are there any weapons in your house?.................. e P NS T S e e SUCTINDRRET Y s
Do you fes| stress Ordapressmnarsaproblam in yourilfsr R ST BN G SR BRI I B
Do you fear anyone you are in @ rIHORSIIR WIth? ....................rrsmessssseesmessisnsessssssamesessmsssessossesmsomsecsseseeree o NO o3 Y88

Others Involved in your heaithcare: Do you ses other health care providers (such asa thsrapm other phystuans chiropractors,
acupunchriata, hemaliats, 610.) O @ NOQUIRE BIBINT. ... . icssmmmmsssisissssssessossssics sossisosiist sosrsbsansos inins orisonis @ No O Yes
Ir’ yvas who do you see?

Nikid Profession

Are there any othsr issues you want to discuss with your provider?




