Patient Name (printed):

Desert Peaks Health Care
Health History Questionnaire

Date of Birth:

Reason for Visit:

Past Medical History: (check all that apply)

LJAnxiety
[IDepression
[IBipolar Disorder
OInsomnia
JAnemia
[JBleeding Disorder

[JBlood Clots (PE or DVT)

OEczema

LIPsoriasis

[JSeasonal Allergies
[JCancer — specify type

Gynecological History:
Last Menstrual Period:

History of hormone replacement therapy (dates):

Past Surgical History:
Surgery

LJAsthma
[ICOPD/emphysema
[ISleep Apnea
Heart Failure
[JCoronary Artery Disease
JHeart Attack

CJAtrial Fibrillation
[JPacemaker

[JHigh Blood Pressure
[JHigh Cholesterol
JHeart Murmur
UJLeg/Foot Ulcers
[Diabetes

# of Pregnancies:

# of Births:

[IColon polyps
[IDiverticulosis/Diverticulitis
[IStomach Ulcers

JGI Bleeding
[JCrohn’s Disease
OUIcerative Colitis
CJAutoimmune Disorder
IChronic Back Pain
[IOsteoarthritis
CORheumatoid Arthritis
CGout

[JOveractive Thyroid
OJUnderactive Thyroid

LIStroke

LIMemory Loss/Dementia
UParkinson’s Disease
[JSeizure Disorder
[IMigraine Headache
[JRestless Leg Syndrome
[JKidney Disease
[JKidney Stones
OTuberculosis
[JHepatitis

LIHIV/IAIDS

UGlaucoma

[IMacular Degeneration

# of C-sections:

] Not applicable

Reason

Date/Location

1.
2.
3.
4.
5.
6.

Medications: (list all prescription and over the counter medication, supplements, CPAP and oxygen) ] Not applicable
Medication Strength/Dose Frequency Taken
1.

2.
3.
4.
5.
6.
7.
8.
9.
10.

Medication Allergies: LI Not applicable
Medication Reaction
1.

2.
3.
4.
5.

Health Maintenance:

[IColonoscopy Date: Provider/Location:

[LIEye Examination Date: Provider/Location:

[IBone Density Date: Provider/Location:

LIMammogram Date: Provider/Location:

[IPap Smear Date: Provider/Location:

Immunizations:
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OGardasil/HPV #1 Date: LOMMR (measles, mumps, rubella) Date:
UGardasillHPV #2 Date: UJPneumonia/Prevnar-13 Date:
UGardasillHPV #3 Date: LIPneumonia/Pneumovax Date:
CHepatitis A #1 Date: [Tdap (tetanus with whooping cough) Date:
UHepatitis A #2 Date: UTetanus Date:
UHepatitis B #1 Date: UIFlu Shot Date:
UHepatitis B #2 Date: LIShingles/Zostavax Date:
[IHepatitis B #3 Date: [IShingles/Shingrix #1 Date:
[IMeningococcus Date: LIShingles/Shingrix #2 Date:
Family History:
Relation Alive Age Significant Health Problems
Father LIDepression UAutoimmune Disease UICancer
YN S CGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack Glaucoma [1Osteoporosis
[IStroke [1Other:
Mother LIDepression UAutoimmune Disease LICancer
YN - CIGenetic Disease CIHigh Blood Pressure OIDiabetes
[IHeart Attack [IGlaucoma [1Osteoporosis
[IStroke [1Other:
Sibling CIDepression OAutoimmune Disease CICancer
YN - CIGenetic Disease CIHigh Blood Pressure OIDiabetes
[IHeart Attack [IGlaucoma [1Osteoporosis
[IStroke [1Other:
Sibling CIDepression OAutoimmune Disease CICancer
YN - [CIGenetic Disease OHigh Blood Pressure OIDiabetes
[JHeart Attack [JGlaucoma [JOsteoporosis
[IStroke [1Other:
Sibling ODepression CJAutoimmune Disease  [JCancer
YN - CIGenetic Disease CIHigh Blood Pressure OIDiabetes
[IHeart Attack [IGlaucoma [1Osteoporosis
[IStroke [1Other:
Child LIDepression UAutoimmune Disease UICancer
YN - [CIGenetic Disease CHigh Blood Pressure OIDiabetes
[JHeart Attack IGlaucoma [1Osteoporosis
[IStroke [1Other:
Child ODepression OAutoimmune Disease CCancer
YN - CIGenetic Disease CIHigh Blood Pressure OIDiabetes
[IHeart Attack [IGlaucoma [1Osteoporosis
[IStroke [1Other:
Other Family History (grandparents, extended family):
Social History:
Education (highest level): Tobacco Alcohol

Occupation:

Marital Status

LISingle [OMarried UPartner

OWidowed [IDivorced

Exercise:
Type:

Frequency:

Review of Systems: (check all symptoms you are concerned about that have occurred within the last 1 month)
Gastrointestinal

Constitutional

Do you use tobacco?

How many packs per day?

ONo [OPast

How many cans per day?
How many years of use?
Year quit:

Drugs

Do you use alcohol?
OYes [INo

How many drinks per week?

Have you ever been treated for

alcoholism?

OYes [ONo

Do you use recreational or street drugs?

OYes

Respiratory

ONo [Past

[J Not applicable

Neurologic
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CIFatigue

UFever

CINight Sweats
IWeight Change
[IDecreased Appetite

Eyes

[IDry Eyes
[JVision Change
UJEye Pain

Ears/Nose/Mouth/Throat
[JBleeding Gums
JDry Mouth

OMouth Ulcers
[JHearing Loss

[JEar Pain

JRinging in Ears
OFrequent Nosebleeds
UJRunny Nose

OSinus Pressure
[JHoarseness

Other Providers: (include all specialists and other health providers)

Provider Name

ICough

[1Coughing Up Blood
[IShortness of Breath
IWheezing

Cardiovascular

[JChest Pain/Pressure
Olrregular Heartbeats
JSwelling/Edema
[IShortness of Breath with
Lying Down

[JShortness of Breath with
Exertion

[JAwakening Short of Breath

Genitourinary
JAbnormal Vaginal
Bleeding

CJPainful Urination
UIncomplete Bladder
Emptying

ClUrinary Frequency
ClUrinary Loss of Control

CJAbdominal Pain
CINausea/Vomiting
UIDiarrhea
[IConstipation
[Vomiting Blood
[IBlack or Bloody Stool
[Heartburn

UDifficulty Swallowing
[JHemorrhoids

Skin

[1Changes in Moles
UGrowth/Lesion
URash

Oltching
Yellowing of Skin

Musculoskeletal
[OBack Pain

[Joint Pain
[IMuscle Aches
[IMuscle Weakness

[J Not applicable
Specialty

[IDizziness

IVertigo

CIFainting

[JSeizure
CINumbness/Tingling
[JRestless Legs
[IWeakness
[IHeadaches

Endocrine
OIncreased Thirst
OIntolerance to Heat
OlIntolerance to Cold

Psychiatric
[JDepression
CJAnxiety

CIMania

UIDifficulty Sleeping

Hematologic/Lymphatic
[JEasy Bleeding/Bruising
LISwollen Glands

1.

2.

3.

Durable Medical Equipment: (include names of companies providing medical equipment and supplies)

Company Name

Supplies

1 Not applicable

1.

2.

Other Health History:

Patient Signature:

Date:
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