HEALTH QUESTIONNAIRE

NAME AGE DATE
ADDRESS PHONE
HISTORY OF PAST ILLNESS: Have you had
Childhood: "
Measles....ccoeeeeeerecsseec. NO Yes Rheumatic fever of heart disease No Yex
MUMPS «oveeeecnneecccaeanae. No Yes Tuberculosis No Ye«
ChickenpoX «eeeeeeesseesseees No Yes Venereal disease No Ye-
Dicbetes....ccccceceeeeccens No Yes Congenital Abnormaiities No Ye«
SHOKES coeevrecrsrrrrrererenee No Yes Other serious diseases: No Ye«
Conoerccitinnansonions No Yes
Adult:
Have yau hod any serious iliness? No Ye:
Have you ever been hospitalized or been under medical care for very long? No Ye:
If yes, for what reason?
Have you hod any surgery? No Yes
'w J
P
Have you hod any broken bones? No Yes
Have you had any head concussions or injuries? No Yes
Hove you ever been knocked unconscious? No Yes
FAMILY HISTORY: K Living: i Deceased: p
Fother o4 Cancer 3 No Yes
Mother - Tuberculosis No Yes
Brother/Sster Diabetes No Yes
- Heort Trouble No Yes
. High blood pressure No Yes
Hesbond /Wife o as Stroke No Yes
Son/Daughter i Convulsions No Yes
T SUH* '% ‘x'es
" Insanity No Yes
= Bleeding tendency No Yes
Gout or other arthritis No Yes
SOCIAL HISTORY:
GrdeOne:  Single Married Separated Divorced Widowed
Are you living with your husband or wife? No Yes
ks your sex fife satisfactory? No Yes
Do you have dependents at home? No Yes
Alccholic Beveroges: Never Ever? No Yes
Tobacco:  Gggrettes Pocksaday _____Don't Smoke _____Ever smoked? No Yes
Are you employed?  Full Time Part Time
What is your job?
Are you exposed to fumes, dusts or solvents?
Educgtion: (Years) How much time have you lost from work because
~ Grode Schodl RN of your health during the past?
High Schoal i Six Months
Coliege a8 iy e One Year
Postgroducte Five Years
4 have of the following?
SYSTEMIC REVIEW: Do you have any ng ey .
W@M‘) No Yes Sneezing or runny nose No Ye-
Have you been in general health most of your life? .......... No Yes Nosebleeds No Ye
Skirr e o ¢ Chronic sinus trouble No Ye-
" Skin Disease No  Yes Eor disease No Ye
T o sy S No Yes Impaired hearing No Ye
HIVES, €CZEMG O QSN ccuueeeeeererrreneeeenssensesscssssssessssssssossassnssss No Yes Dlzzmessormg\smﬂepisods No Ye-
Frequent infection of boiks..................... No Yes of unconsciousness S:.No Ye
AbmOrmal PIGMENBGHION ......cccvvvisrsmssesmesssrsssssssssssasssssstsssns No Yes Neck: .
Head-Eyes-Ears-Noze-Throot: Stiffness . No Ye
Eye CPOse OF MWNY i5ccvsissésrssvesissiv svessoisevisvesssvesissersnsviiss No Yes Thyroid trouble ~No Ye
DO yOU WEDT GIOSSES? ...evvevvrireirnrssersserecssscssssissssssssssonsosenss No Yes Enlarged glands No Ye
DOUDIC VISON cceeeeeerarernsessscsrsrersssossssesesssssssssssssssssssssssssnnns No Yes Respiratory:
AOAOCHES: -.sccisasisissisrisisatssssisvivessisisssigVsosbpRIIRT TP LERITEES) No Yes URI (cold) now No Ye
e T Ty o WP No Yes Spitting Up blood...esussisinisssiisiii, No Ye:
HCNING ©YES OF NOSE..ccrvrrerrrrrsrrrrersvnssrsesssssrssssessossssssssnsssrnns No Yes Chronic or frequent CoUgh.uaseetsiiiniiiiniss No Ye:



IS IEMIC KEVIEVY:

Respiratory (Cont'd) . Gynecological (cont'd)
Asthma or Wheezing.....cceeeeee., eeeseteestttentatatetetttiaetantatenens No Yes Number of pregnancies
Difficulty breathing...cesseseeeeeiieiiiiiiiiiiiiiiiniiiinniieneenn, No Yes Number of miscarriages
Any trouble with lungs No Yes Date of last cancer smear and results
P'eunsy or Pneumoﬂic ..................................... besevesbabatil No Yes
Cardiovascular: Frequency of periods, every days
" Chest pain o Pain or anNGina PECIONiS..cceuriuttiiintannieianesssneesiniaaind No Yes Any pain with your periods ..............c.cceevveevreunnnns No Yes
Shortness of breath with walking or lying down.................. No Yes Number of childern s
Difficulty walking two blocks ..covieiiiiniiiiiniiiniiininia, No Yes Date of first day of last period
Heart trouble or heart attacks...i...cniiiiiininennes toasagaaaNG Yes Locomotor-iMusculoskeletal:
Swelling of hands, feet or ankles.........coccirniiniiinncnennnae. No Yes Varicose VEINS ....ccuveeiivseiiniininsienussesencsesversssieeseess NO Yes
Awakening in the night smothering........ccceueuneas Miasseiina No Yes Weakness of muscles of joints.........c..cccceveuesvennnn. No  Yes
Heart MUMMUT ..ccooeveeneniesiissnisiesssesiesssonininssnsennes seneenNo Yes Any difficulty in walking .......ccccecunvvenuunnnvecanenn... No Yes
Gastrointestinal: Any pain in calves or. buttocks on walking
‘__Pep'ﬁc vlcer (51‘0 mach or duodeml) ................................... No Yes relleved by rest eeesseeetetiiietttttitcttantctcisncriianns No Yes
Vomiting blood or food....cccecinriiinnnnnnnnn. Akaiaaeshestabesael No Yes Neuro-Psychiatric: *
Yes Have you ever had psychiatric care° ...................... No Yes
Yes Have you been advised to see a psychiatrist? .......... No Yes
Yes - Do you ever have, or have had, fainting spells?......... No Yes
Yes CONVUISIONS <. oosssssinsossssisssoeddiddsitinissesdidaiiiiiniidssss No Yes
Yes Paralysis ............ D D Pt o No Yes
Yes Hemotologic: #
mortt Yes Are you slow to heal after cuts........cccrueeuennnn...... No Yes
. Yes BlOOD QISQASE ...coviesssiceisorssiasssssisssivivessisassorssssss No Yes
Frequent dicn'hea seestenteaeann e No Yes ANBINIG oo Lo eubssionsissSsbsesbnd b oa s T SIS T IS No Yes
Heartbumn or indigestion «..c..eeeeeeeeccciencecrcenes No Yes Phlebitis AT I S S No Yes
Cramping or painin the abdomen........ccccouurrirreennn.l No Yes Have you had dlfﬁcuhy wu'h bleeding excess-

Does food stickNp throat .eeeeereeeeeceiiiiientannnneeeeeeeeeessnnnenas. No Yes ively after tooth extraction or surgery" ............... No Yes
Genitourinary: : Have you had abnormal bruising or bleeding?.......... No  Yes
Loss of urine : . No Yes Allergic: :

R I Y No Yes Any dllergies, including medication......................... No Yes
Night fime urination . No Yes ine:
Buming or painful urinaton.. No Yes Thyroid disease No Yes
Blood in urine ....No Yes Hormone therapy . + No Yes
Kidney trouble .....ccccceeveeeeee No Yes Any change in hat or glove size..".....cccoveueeccnnnne. No Yes
Kidney stones Na Yes Any change in hair growth No Yes
Bright's Disease No Yes Have you become colder than before'
Gynecologicak: or skin become dryer................... No Yes
Age periods started ' HEIGHT :
do last?
How long do periods Days it
ALLERGIES AND SENSITIVITIES
Is there a history of skin reaction or other uritoward reaction or sickness following injection or oral administration of:
Circle One . What Drug or Food?
Penicillin or other anitbiofic Yes No Don't know
Morphine, Codeine, Demerol or other narcotics Yes No Don’t know
Novocain or other anesthetics..... Yes No Don't know
Aspirin, empirin or other pain remzdies- Yes No Don't know
Sulfa drugs....ceeeescessscncseannens Yes © No Don't know
Tetonus antifoxin or Other SETUMS. .cc.cceeeeeceeececereccesecsacacnsancnes Yes No Don't know
Adnesive tope ....... Yes No Don't know
lodine or merthiolate ; Yes No Don't know
Any other drug or medication . Yes No Don't know
Any foods, such as egg, milk or chocolate . ; Yes No Don't know
W Within the past six months has patient taken:
.................................................................. e Yes - No Don't know
ACTH _ sevsssressrssrerersesenes Yes No Don't know
COOGUIGIIS. .corerssrrenersssssnronssssssssssssssnssssssssssessossrarsonsanse Yes No Don't know
TraNQUIEZEIS .ovvverrrsersessrsssssseivossssssssssssssssrsssssnsans A Yes No Don't know
Hypotensiyes (high blood pressure medicines)........cr-.. vereeesnene Yes  No Don't know
Has fhe patient ever received freatment for:
Asthma, rheumatism or rheumatic fever?.......ooereererererenneece. Yes  No Don't know
ASDIIY ., ot B ek X0 Rl S aaate, ARy T s ...Yes No Don't know
ource of information, if other than patient:
ignature of person acquiring this information;
octor .. Date S 1qNature of patient





