Patient Name (printed):

Desert Peaks Health Care
Health History Questionnaire

Date of Birth:

Reason for Visit:

Past Medical History: (check all that apply)

CIAnxiety
[IDepression
[(IBipolar Disorder
UInsomnia
UJAnemia
[Bleeding Disorder

[IBlood Clots (PE or DVT)

[IEczema

[IPsoriasis

[ISeasonal Allergies
[ICancer — specify type

Gynecological History:
Last Menstrual Period:

History of hormone replacement therapy (dates):

Past Surgical History:
Surgery

CJAsthma
[1COPD/emphysema
[ISleep Apnea
UHeart Failure
[1Coronary Artery Disease
[IHeart Attack

UAtrial Fibrillation
[IPacemaker

[IHigh Blood Pressure
[IHigh Cholesterol
[IHeart Murmur
[UILeg/Foot Ulcers
[IDiabetes

# of Pregnancies:

# of Births:

JColon polyps
[(IDiverticulosis/Diverticulitis
[IStomach Ulcers

[IGI Bleeding
[ICrohn’s Disease
UUIcerative Colitis
CJAutoimmune Disorder
[IChronic Back Pain
[IOsteoarthritis
[JRheumatoid Arthritis
JGout

[JOveractive Thyroid
LJUnderactive Thyroid

[IStroke

COMemory Loss/Dementia
[Parkinson’s Disease
[ISeizure Disorder
[IMigraine Headache
[JRestless Leg Syndrome
[IKidney Disease
UIKidney Stones
UTuberculosis
[IHepatitis

CIHIV/IAIDS

JGlaucoma

LIMacular Degeneration

# of C-sections:

[J Not applicable

Reason

Date/Location

@AW N

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: [J Not applicable

Medication Reaction

1.

2.

3.

4.

5.
Health Maintenance:
[IColonoscopy Date: Provider/Location:
[1Eye Examination Date: Provider/Location:
[I1Bone Density Date: Provider/Location:
LIMammogram Date: Provider/Location:
[IPap Smear Date: Provider/Location:
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Immunizations:

OGardasil/lHPV #1 Date: COMMR (measles, mumps, rubella) Date:
OGardasil/lHPV #2 Date: COPneumonia/Prevnar-13 Date:
OGardasil/lHPV #3 Date: COPneumonia/Pneumovax Date:
JHepatitis A #1 Date: [JTdap (tetanus with whooping cough) Date:
Hepatitis A #2 Date: OTetanus Date:
Hepatitis B #1 Date: UJFlu Shot Date:
Hepatitis B #2 Date: [JShingles/Zostavax Date:
Hepatitis B #3 Date: [JShingles/Shingrix #1 Date:
[JMeningococcus Date: [JShingles/Shingrix #2 Date:
Family History:
Relation Alive Age Significant Health Problems
Father ODepression CJAutoimmune Disease ClCancer
Y/N - OGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack Glaucoma [JOsteoporosis
[IStroke [IOther:
Mother [(IDepression JAutoimmune Disease CICancer
Y/N - OGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack UGlaucoma [JOsteoporosis
IStroke CIOther:
Sibling [JDepression JAutoimmune Disease CICancer
Y/N - OGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack Glaucoma [JOsteoporosis
[IStroke [IOther:
Sibling [JDepression OAutoimmune Disease COCancer
Y/N - CGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack Glaucoma [JOsteoporosis
[IStroke [IOther:
Sibling [JDepression OAutoimmune Disease COCancer
Y/N - CGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack UGlaucoma [JOsteoporosis
[IStroke [IOther:
Child LlDepression LJAutoimmune Disease LlCancer
Y/N - CGenetic Disease OHigh Blood Pressure ODiabetes
[OHeart Attack JGlaucoma [JOsteoporosis
IStroke CIOther:
Child [JDepression JAutoimmune Disease CICancer
Y/N - OGenetic Disease OHigh Blood Pressure ODiabetes
[JHeart Attack Glaucoma [JOsteoporosis
IStroke CIOther:
Other Family History (grandparents, extended family):
Social History:
Education (highest level): Tobacco Alcohol
Do you use tobacco? Do you use alcohol?
Occupation: OYes [ONo [OPast OYes [OINo

How many packs per day?
How many cans per day?

How many drinks per week?

Marital Status Have you ever been treated for

OSingle [OMarried [OPartner How many years of use? alcoholism?
OWidowed [CIDivorced Year quit: OYes [OINo
Exercise: Drugs
Type: Do you use recreational or street drugs?
Frequency: LYes [No [Past
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Review of Systems: (check all symptoms you are concerned about that have occurred within the last 1 month)

Constitutional
CJFatigue

OFever

JINight Sweats
OWeight Change
[JDecreased Appetite

Eyes

LIDry Eyes
[Vision Change
LIEye Pain

Ears/Nose/Mouth/Throat
[JIBleeding Gums
CI1Dry Mouth

CIMouth Ulcers
[IHearing Loss

CIEar Pain

[IRinging in Ears
LIFrequent Nosebleeds
UJRunny Nose

[ISinus Pressure
[Hoarseness

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

Provider Name

Respiratory

[JCough

[JCoughing Up Blood
OShortness of Breath
[OWheezing

Cardiovascular

[JChest Pain/Pressure
Ulrregular Heartbeats
LISwelling/Edema
[IShortness of Breath with
Lying Down

OShortness of Breath with
Exertion

CJAwakening Short of Breath

Genitourinary
JAbnormal Vaginal
Bleeding

CJPainful Urination
OIncomplete Bladder
Emptying

UUrinary Frequency
OUrinary Loss of Control

1.

[J Not applicable

Gastrointestinal
JAbdominal Pain
[ONausea/Vomiting
[IDiarrhea
[JConstipation
JVomiting Blood
[JBlack or Bloody Stool
[JHeartburn

UIDifficulty Swallowing
CIHemorrhoids

Skin

LIChanges in Moles
LIGrowth/Lesion
LIRash

Ultching
OYellowing of Skin

Musculoskeletal
[IBack Pain

[Joint Pain
[JMuscle Aches
[IMuscle Weakness

1 Not applicable
Specialty

Neurologic
[JDizziness
[IVertigo

JFainting

[JSeizure
CJNumbness/Tingling
[JRestless Legs
OWeakness
[JHeadaches

Endocrine
Ulncreased Thirst
UIntolerance to Heat
UlIntolerance to Cold

Psychiatric
[IDepression
CIAnxiety

[IMania

[IDifficulty Sleeping

Hematologic/Lymphatic
[JEasy Bleeding/Bruising
OISwollen Glands

2.

3.

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

Company Name

1.

Supplies

1 Not applicable

2.

Other Health History:

Patient Signature:

Date:
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