Desert Peaks Health Care
Health History Questionnaire

Patient Name (printed):

Date of Birth:

Reason for Visit:

Past Medical History: (check all that apply)

CJAnxiety JAsthma

[IDepression [JCOPD/emphysema
(IBipolar Disorder [ISleep Apnea
UInsomnia [JHeart Failure

CJAnemia JCoronary Artery Disease

OColon polyps
[IDiverticulosis/Diverticulitis
[OStomach Ulcers

[JGI Bleeding

ICrohn’s Disease

[JBleeding Disorder Heart Attack OUlcerative Colitis
[JBlood Clots (PE or DVT) UAtrial Fibrillation CJAutoimmune Disorder
LJEczema LIPacemaker OIChronic Back Pain
UPsoriasis UJHigh Blood Pressure [ Osteoarthritis
[JSeasonal Allergies UJHigh Cholesterol LJRheumatoid Arthritis
JCancer — specify type UHeart Murmur OGout
ULeg/Foot Ulcers OJOveractive Thyroid
[IDiabetes JUnderactive Thyroid
Gynecological History:
Last Menstrual Period: # of Pregnancies: # of Births:

History of hormone replacement therapy (dates):

[IStroke

[IMemory Loss/Dementia
[JParkinson’s Disease
[JSeizure Disorder
[IMigraine Headache
[JRestless Leg Syndrome
UKidney Disease
UKidney Stones
OTuberculosis
[IHepatitis

CJHIV/AIDS

UGlaucoma

CIMacular Degeneration

# of C-sections:

Past Surgical History:
Surgery

[J Not applicable
Reason

Date/Location

1.

o|g B |wIN

Medications: (list all prescription and over the counter medication, supplements, CPAP and Oxygen)

J Not applicable

Frequency Taken

Medication Strength/Dose
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Medication Allergies: [ Not applicable

Medication Reaction
1.

2.

3.

4.

5.
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Health Maintenance:

[JColonoscopy Date: Provider/Location:
[JEye Examination Date: Provider/Location:
[JBone Density Date: Provider/Location:
COMammogram Date: Provider/Location:
IPap Smear Date: Provider/Location:
Immunizations:
OGardasil/HPV #1 Date: COMMR (measles, mumps, rubella) Date:
UGardasil/HPV #2 Date: CJPneumonia/Prevnar-20 Date:
JGardasil/HPV #3 Date: JRSV Date:
[JHepatitis A #1 Date: [JTdap (tetanus with whooping cough) Date:
[Hepatitis A #2 Date: Tetanus Date:
[IHepatitis B #1 Date: [IFlu Shot Date:
[Hepatitis B #2 Date: [JShingles/Shingrix #1 Date:
UHepatitis B #3 Date: [IShingles/Shingrix #2 Date:
[JMeningococcus Date:
Family History:
Relation Alive Age Significant Health Problems
Mother ODepression OAutoimmune Disease ODiabetes
YN [JGenetic Disease [JHigh Blood Pressure [JOsteoporosis
CJHeart Attack UJGlaucoma CIOther:
[JStroke [JCancer
Father [IDepression OAutoimmune Disease ODiabetes
YN [JGenetic Disease [JHigh Blood Pressure [JOsteoporosis
[JHeart Attack UJGlaucoma CIOther:
[JStroke [JCancer
Sibling [IDepression OAutoimmune Disease ODiabetes
YN [JGenetic Disease [JHigh Blood Pressure [JOsteoporosis
CJHeart Attack UJGlaucoma CIOther:
[JStroke [JCancer
Sibling [IDepression OAutoimmune Disease ODiabetes
Y/N [OGenetic Disease [IHigh Blood Pressure [1Osteoporosis
OHeart Attack UJGlaucoma CIOther:
[]Stroke [JCancer
Sibling [IDepression OAutoimmune Disease ODiabetes
Y/N [JGenetic Disease [IHigh Blood Pressure [1Osteoporosis
UHeart Attack UJGlaucoma [IOther:
[]Stroke [JCancer
Child [IDepression OAutoimmune Disease ODiabetes
Y/N [JGenetic Disease [IHigh Blood Pressure [1Osteoporosis
UHeart Attack UJGlaucoma [IOther:
[]Stroke [JCancer
Child [IDepression OAutoimmune Disease ODiabetes
Y/N [JGenetic Disease [IHigh Blood Pressure [1Osteoporosis
UHeart Attack UJGlaucoma [IOther:
[]Stroke [ICancer

Other Family History (grandparents, extended family):
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Social History:

Education (highest level): Tobacco Alcohol
Do you use tobacco? Do you use alcohol?
Occupation: OYes [No [Past OYes [INo
How many packs per day? How many drinks per week?
Marital Status How many cans per day? Have you ever been treated for
USingle OMarried UPartner How many years of use? alcoholism?
OWwidowed [IDivorced Year quit: OYes [INo
Exercise: Drugs:
Type: Do you use recreational or street drugs?
Frequency: LlYes [INo [IPast

Other Providers: (include all specialists and other health providers) [ Not applicable
Provider Name Specialty

1.

2
3.
4

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

I Not applicable

1.

2.

Other Health History:

Are there any accommodations we could make to improve your appointment experience?

Patient Signature: Date:
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