MEDICAL QUESTIONNAIRE   Name: _______________________________ DOB: __________ Today’s Date: _________

Medication Allergies & Reactions (Ex:Codeine: Nausea): _______________________________________________( No Known Drug Allergies
Current Medications/ Doses (Ex: Lexapro 10mg AM  or  Clonidine AM/PM  or  Xanax  PRN/ AS NEEDED):
	1.


	AM

PM

PRN
	4.
	AM

PM

PRN
	7.
	AM

PM

PRN
	10.
	AM

PM

PRN

	2.


	AM

PM

PRN
	5.
	AM

PM

PRN
	8.
	AM

PM

PRN
	11.
	AM

PM

PRN

	3.


	AM

PM

PRN
	6.
	AM

PM

PRN
	9.
	AM

PM

PRN
	12.
	AM

PM

PRN


Medical History: (Please list known problems on the left column)















1. ______________________
General
( Fever/ flushing
( Fatigue/ Tired
( Aches/ Pains
( Weight gain
( Weight loss
( Swelling/ Edema



Eyes
( Blurred vision
( Glaucoma
( Cataracts
( Loss of sight
( Contact lens
( Spots/ Lines


2. ______________________
ENT
( Allergies

( Snoring

( Sore throat
( Sinus pain
( Ear pain

( Hearing loss


Heart
( Hypertension
( High cholesterol
( High triglycerides
( Heart murmur
( Heart disease 
( Palpitations


3. ______________________
Endocrine
( Diabetes
( Thyroid disease
( Osteoporosis
( Gout

( Low Testosterone




Lungs
( Asthma

( Freq bronchitis
( COPD

( Emphysema
( Pneumonia
( Cough



4. ______________________
Infections
( Hepatitis

( Chicken pox
( Chlamydia
( Herpes

( Tuberculosis
( Meningitis


Intestinal
( Acid Reflux
( Ulcers/ Gastritis
( Constipation
( Diarrhea

( IBS/ Bloating
( Gall bladder prob.


5. ______________________
Urogenital
( Kidney failure
( Kidney stones
( Blood in urine
( Erectile dysfunction
( Enlarged Prostate 
( Urethral Stricture


GYN
( Menopause
( Ovarian cysts
( Abnormal Pap
( Loss of urine
( Vaginal discharge
( Vaginal blood


6. ______________________
Skin
( Rash

( Acne

( Jaundice
( Infection/ abscess
( Nail disease
( Hair loss


Neuro
( History of seizures
( Fainting/ dizziness
( Headache Migraine
( Stroke/ Mini-stroke 
( Tremors

( Loss of memory


7. ______________________
Musc/Skel ( Low back pain
( Neck pain
( Ruptured disc
( Other Arthritis
( Hernia

( Osteoporosis


Psych
( Depression
( Bipolar depression
( Anxiety

( Anxiety/ Panic
( ADD/ ADHD
( Insomnia


8. ______________________
Cancer
( Breast

( Skin

( Colon

( Prostate

( Lung

( Lymphoma


Others
( Anemia

( Bleeding disorder
( Blood transfusions
( Tick bites
( Congenital defect
( Amputations


9. ______________________
Daily level of pain on a scale of 1-10 (Circle)
1-2     3-4     5-6     7-8     9-10    
Surgical History/ Approximate year: (Ex: Ear tubes 6/96)
>_________________________________________________________________________________________________

Procedures/ Diagnostics: (Ex: MRI, Colonoscopy, Cardiac cath, Cardiac stress test)
>_________________________________________________________________________________________________

Habits: Alcohol:
( None     ( In the past     ( Occasional     ( >5 servings in one sitting 
( Trying to cut back     ( Need help    

  Smoking:
( None     ( In the past     (    ___ packs per day since age ____          
( Trying to cut back     ( Need help   

Marijuana:
( None     ( In the past     ( Occasional     ( Frequent                     
( Trying to cut back     ( Need help   
  Cocaine:
( None     ( In the past     ( Occasional     ( Frequent                     
( Trying to cut back     ( Need help   

IV Drug use:
( None     ( In the past     ( Occasional     ( Frequent                     
( Trying to cut back     ( Need help   

Other drugs: 
________________________________________________________
( Trying to cut back     ( Need help   


       Tattoos:
( None   ( Yes

 Sexually Active? 
( No       ( Yes/ Form of birth-control/ protection:_________________
(-Single  (-Married  (-Troubled marriage  (-Divorced  (-Cohabitating   

 

( History of homosexuality     ( Exposure to prostitution     ( Multiple sex partners     ( History of “one-night stands”

Vaccines: Year of last Tetanus shot:____ ( Don’t know;     Hepatitis B: ( No ( Yes     Hepatitis A: ( No  ( Yes     Pneumonia: ( No  ( Yes

Family History: (Please list all 1st degree relatives on the first row: brothers, sisters, and children) 

	
	Father

Alive: Yes/  No
	Mother

Alive: Yes/  No
	Bro  Sis  Child
	Bro  Sis  Child
	Bro  Sis  Child
	Bro  Sis  Child
	Bro  Sis  Child

	Diabetes
	( Yes
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Hypertension
	( Yes   
	( Yes  
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	High cholesterol
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Heart Attack/ MI
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Stroke
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Kidney disease
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Depression/ Anxiety
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	ADD/ Bipolar
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Alcohol/ Drug abuse
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Thyroid disease
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Migraine
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Asthma
	( Yes   
	( Yes   
	( Yes   
	( Yes
	( Yes
	( Yes
	( Yes

	Cancers/ Tumors
	( Yes   
	( Yes   
	( Yes   
	( Yes   
	( Yes   
	( Yes   
	( Yes   

	Other:___________
	( Yes   
	( Yes   
	( Yes   
	( Yes   
	( Yes   
	( Yes   
	( Yes   


