Rappahannock Family Physicians
Confidential Adult Health History Questionnaire

Today’s Date:

Name: Age: Date of Birth:

PAST MEDICAL HISTORY

List any operations or surgeries: List any hospitalizations or serious injuries:
Date Description Date Description

CURRENT HEALTH STATUS

Please rate your general state of health (i.e. excellent, good. fair, poor):

List all current prescription and non-prescription medications:
Name Dose Name Dose

Diet, exercise and Sleep Patterns

How many hours per day do you regularly sleep?

Do you follow a special diet? Yes No If yes, please explain:
What is your current weight? Desired weight? What did you weigh | year ago?
Do you exercise regularly?  Yes No If yes, what type of exercise and how often?

Substance Use — Tobacco

Do you smoke? Yes No If yes, check one: cigarettes cigars pipe
How many per day do you smoke? For how many years have you smoked?

Have you quit smoking? Yes No If yes, when?

Do you use chewing tobacco? Yes No

Substance Use — Alcohol

Do you drink beer, wine, or alcohol? Yes No If yes, how much do you drink per week?
Have you ever had a problem with your drinking? Yes No

Substance Use — Illegal Drugs

Do you use any illegal drugs? Yes No If yes, what do you use?

Do you think you have a drug problem? Yes No

Safety Issues

Do you always wear a seatbelt? Yes No
Do you have a gun in your home?  Yes No If yes, is it secure away from children?
Do you feel safe in your home? Yes No
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Personal and Occupational History

Current marital status: Do you wear glasses/contact lenses? Yes _ No ___
Who do you live with? Do you have a hearing problem? Yes ____ No
Highest education level achieved?

What do you do for a living?

Have you ever been exposed to toxic substances at work? Yes No

Have you ever been in the military? Yes No If yes, were you stationed overseas? Yes ___ No ____

For Women Only

Age periods started:
How many days apart are your periods?
How many days do your periods last?
Is the flow light, medium, or heavy?

Total number of pregnancies:
Full Term:

Premature deliveries:
Miscarriages:

Number of living children:

Abortions:

If you have cramping, is it mild, moderate, or severe?
Do you perform monthly self breast exams? Yes No

When was your last gynecological exam and pap smear?

When was your last mammogram?

For Men Only

Do you have a problem with impotence? Yes No
Do you have a problem with your prostate? Yes No
Do you perform self testicular exams? Yes No
Have you ever felt a lump on your testis? Yes No

Questions for Men and Women

What type of birth control do you use?
Do you have any concerns about fertility?

Do you consider yourself straight, gay, or bisexual?

Do you have or have you ever had a sexually transmitted disease (i.e. syphilis, herpes, chlamydia, etc)?

Review of Systems

Do you have sexual concerns?

Self | Family

Self

Family

Stroke

Heart disease

High blood pressure

Tuberculosis

Bleeding disorder

Sickle cell disease

Cancer
Rheumatic fever
Chronic skin disease

Arthritis or gout
Bone or joint disease
Kidney stone/ disease

Please check next to a category if your or a blood relative have ever had any of the following:

Self

Family

Pancreatitis

Gallbladder disease

Hepatitis or cirrhosis

Heart Attack Recurrent boils Drug abuse or alcoholism
Elevated cholesterol Recurrent skin infections Severe depression

Blood clots Severe sprains/dislocations Mental illness

Recurrent bronchitis Broken or cracked bones Nervous breakdown
Recurrent pneumonia Muscle disease/weakness Suicide

Asthma Chronic back pain/disease Seizures

Severe headaches

Concussion or head injury

Glaucoma

Anemia Meningitis/polio Other

Diabetes Ulcer disease Other

Thyroid disease Chronic bowel/colon disease Other
Physician Signature: Date:




