	
	
	
	                      Adult Health History
	
	
	
	


	
	
	
	
	
	
	
	
	
	
	

	Patient: ___________________________________ Age ________________DATE ______________
	

	
	
	
	
	
	
	
	
	
	
	

	Personal History
	
	
	
	
	
	
	
	
	

	Have you had any of the following:  (Please circle)
	
	
	
	
	
	

	
	Alcohol/Drug problems
	……………………..
	  Y      N
	    Kidney stones
	……………………….
	  Y      N

	
	Arthritis
	………………………………….
	  Y      N
	    Liver problems
	……………………….
	  Y      N

	
	Asthma or Emphysema ……………………
	  Y      N
	    Major bleeding after surgery
	………….
	  Y      N

	
	Bladder or Kidney disease or infection……
	  Y      N
	    Mother received hormones
	………….
	

	
	Cancer
	…………………………………
	  Y      N
	         (DES) for threatened miscarriage
	

	
	Cataracts
	…………………………………
	  Y      N
	         when pregnant with you
	………….
	  Y      N

	
	Chlamydia
	…………………………………
	  Y      N
	    Positive TB skin test  …………...………
	  Y      N

	
	Diabetes
	…………………………………
	  Y      N
	    Problems with anesthesia  ………………
	  Y      N

	
	Depression
	…………………………………
	  Y      N
	    Psychiatric illness
	……………………….
	  Y      N

	
	Elevated Cholesterol
	…………………..
	  Y      N
	    Radiation treatments to head or neck
	  Y      N

	
	Gastro-intestinal disease  …………………
	  Y      N
	    Seizures (epilepsy) ………………………
	  Y      N

	
	Genital herpes  …………………………..…
	  Y      N
	    Syphillis  …………………………….......
	  Y      N

	
	Glaucoma
	…………………………………
	  Y      N
	    Thyroid condition
	………………………
	  Y      N

	
	Gonorrhea
	…………………………………
	  Y      N
	    Tuberculosis
	………………………
	  Y      N

	
	Hay fever
	…………………………………
	  Y      N
	    Other illness (please describe  
	_________________

	
	Heart disease    ………………………...….
	  Y      N
	    __________________________________________

	
	High blood pressure
	…………………..
	  Y      N
	    __________________________________________

	
	History of skin cancer
	…………………..
	  Y      N
	    __________________________________________

	
	
	
	
	
	
	
	
	
	
	

	Surgeries/Hospitalizations
	Date
	
	Current Medications (including contraceptives & aspirin)
	

	
	
	
	
	
	           Name                
	  Dose
	Frequency
	         Reason   
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Are you allergic to any drugs or medications? (e.g. pencillin, iodine, latex, etc)………..   Y    N                                                         
	

	If yes, name drug and describe your reaction 
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Illness in the family
	
	
	
	
	
	
	
	
	

	Mother:  ________________________________________        Father __________________________________________

	Brothers ________________________________________
	    Sisters _________________________________________

	
	
	
	
	
	
	
	
	
	
	

	Has any family member had:               Who
	
	
	
	
	
	 Who
	

	Bleeding disorder      
	Y    N
	________________________
	Sickle Cell Anemia
	Y    N  ________________________

	Breast Cancer
	Y    N
	________________________
	Stroke
	
	Y    N  ________________________

	Colon Cancer
	Y    N
	________________________
	Thyroid problem
	Y    N  ________________________

	Depression
	Y    N
	
	
	
	Tuberculosis
	Y    N  ________________________

	Diabetes
	
	Y    N
	________________________
	Uterine cancer
	Y    N  ________________________

	Elevated cholesterol
	Y    N
	________________________
	Other cancer, specify
	Y    N  ________________________

	High blood pressure
	Y    N
	________________________
	____________________
	______________________________

	Occupation: 
	
	
	
	
	
	
	
	
	

	 1)  Current ___________________________________
	2) Usual Occupation (kind of work done during most of life (if

	 retired) _______________________________
	3) What are your main hobbies or interests outside of work?

	________________________________________________________________________________
	

	Work Exposure:
	
	
	
	
	
	
	
	
	

	Are you (or were you) exposed to hazards at home,   
	
	
	
	
	at work, or due to your hobbies, (e.g. biological hazards, asbestos,                                                                                               
	
	
	
	
	

	chemicals, solvents, dust, fumes, heavy metal, like lead or mercury, excessive noise, radiation, high stress or extremes of 
	
	
	
	
	
	
	
	
	
	

	temperature …………     Y   N
	
	
	 Which ones?_______________________________________________________________
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	
	
	
	

	Health Habits, Life changes
	
	
	
	
	
	
	
	
	
	

	Do you smoke cigarettes?              Y     N
	
	
	
	If yes,  How many cigarettes per day? _______
	
	
	
	
	
	

	     How man years have you smoked? ___________.
	
	
	
	
	
	
	
	
	
	

	How much alcohol (including beer) do you drink?  Per seating? _______________ How often? ________________
	
	
	
	
	
	
	
	
	
	

	Were you ever a heavy drinker in the past? ________________________________
	
	
	
	
	
	
	
	
	
	

	List people who live with you (eg. spouse, children, parent, brother, sister, etc)
	
	
	
	
	
	
	
	
	
	

	_________________________________________              _______________________________________________
	
	
	
	
	
	
	
	
	
	

	_________________________________________              _______________________________________________
	
	
	
	
	
	
	
	
	
	

	_________________________________________              _______________________________________________
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Current Health:
	
	
	
	
	
	
	
	
	
	
	

	1
	How would you describe your health
	
	
	
	Good |  |
	Fair   |   |
	Poor  |  |
	
	
	
	

	2
	Have you ever been hospitalized? (Other than ER visits or delivery of baby)?……………………..
	
	
	
	
	
	
	
	
	Y
	N

	3
	Do you tire easily to the point that it limits your activity?….....……..
	
	
	
	
	
	…………..
	……………………….
	
	Y
	N

	4
	Have you lost 10 pounds or more recently without trying?…………………………………………….
	
	
	
	
	
	
	
	
	Y
	N

	5
	Have you noticed any major changes in your skin (moles, rashes, etc), or any abnormal hair loss?
	
	
	
	
	
	
	
	
	Y
	N

	6
	Do you have problems with your eyes or ears (other than glasses)?………………………………….
	
	
	
	
	
	
	
	
	Y
	N

	7
	Do you wheeze or develop trouble breathing with activity? ……………………………………………
	
	
	
	
	
	
	
	
	Y
	N

	8
	Is there a change in your voice or any hoarseness?
	
	
	
	
	……………………….
	
	……………………….
	
	Y
	N

	9
	Do you get chest pain or tightness with activity or stress, with cold temperatures, or at night?…..
	
	
	
	
	
	
	
	
	Y
	N

	10
	Do you have frequent cough that is chronic (>6 mo)?
	
	
	
	
	……………………….
	
	……………………….
	
	Y
	N

	11
	Are your feet or ankles often swollen?
	
	
	
	……………………….
	
	……………………….
	……………………….
	
	Y
	N

	12
	Do you have problems with swallowing, stomach or abdominal pain?………………………………
	
	
	
	
	
	
	
	
	Y
	N

	13
	Do you have problems with heartburn or ulcers?
	
	
	
	
	……………………….
	
	……………………….
	
	Y
	N

	14
	Have you noticed any recent change in your bowel movements?
	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	15
	Do you have any sexual problems you wish to discuss?
	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	16
	Do you have difficulty with frequent urination, especially at night?
	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	17
	Do you have problems with holding and/or passing your urine?
	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	18
	Do you have back, joint, or muscle problems which interfere with your life?
	
	
	
	
	
	
	……………………….
	
	Y
	N

	19
	Do you have a problem with severe headaches?
	
	
	
	
	……………………….
	
	……………………….
	
	Y
	N

	20
	Do you have any breast lumps or discharge?
	
	
	
	
	……………………….
	
	……………………….
	
	Y
	N

	21
	Do you have a problem with excessive bleeding or bruising?
	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	22
	Do you have leg cramping with or without activity?
	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	23
	Do you have any reason to be concerned about HIV exposure?


	
	
	
	
	
	……………………….
	……………………….
	
	Y
	N

	Women only:
	
	
	
	
	
	
	
	
	
	

	Do you do a monthly breast exam    
	
	
	   Y   N
	
	Date of last mammogram
	
	
	__________________________
	
	

	Number of times pregnant
	
	
	
	
	Have you ever had an abnormal
	
	
	
	
	

	Number of living children
	
	
	
	
	   mammogram?
	
	
	
	  Y    N
	

	Number of stillborn
	
	
	
	
	Have you ever had an abnormal pap?
	
	
	
	  Y    N
	

	Number of miscarriages/abortions
	
	
	
	
	   Date of last pap?
	
	
	__________________________
	
	

	Have you reached menopause?       
	
	
	   Y   N
	
	   Date of last menstrual period
	
	
	__________________________
	
	

	   If yes, have you had any vaginal
	
	
	
	
	History of birth control pill usage?
	
	
	
	  Y    N
	

	   bleeding after menopause?            
	
	
	   Y   N
	
	   If yes, how long?
	
	
	__________________________
	
	


