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White River Family Health Clinic
HEALTH QUESTIONAIRE

Name: ________________________________   Date of Birth:_________  Today’s Date:__________

Please answer the following questions:

1. What medications do you take currently? Please list all medications, including over the counter, herbal and vitamin supplements. ______________________________________

__________________________________________________________________________

2. Do you have any allergies? Please list all of your allergies. ________________________

__________________________________________________________________________

3. Do you have any chronic medical conditions? Please list all medical diagnoses. 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

4. Have you ever been hospitalized or had surgery? Please list.

	Date
	Reason

	
	

	
	

	
	

	
	


5. Family Health History (circle al that apply and indicate which family member had this):
	Diabetes
	Siezures
	Allergies

	High Blood Pressure
	Cancer
	Arthritis

	Heart Disease
	Thyroid Disease
	Addiction

	Stroke
	Tuberculosis
	Mental Illness

	Other
	
	


6. Do you smoke?

□ Yes

□ No 
     If yes, how much daily? ___________
7. Do you drink alcohol?
□ Yes

□ No 
     If yes, how much daily? ___________
8. Do you use or have you ever used illicit drugs?

□yes

□no

9. Do you have a history of sexually transmitted disease?
□yes

□no

10. When was your last complete physical exam? ___________________________________
11. If FEMALE, when was your last pap smear? _____________  Have you had an abnormal PAP?  

□ Yes

□No
Last mammogram? _________________
12. When was your last tetanus shot? ____________________________________________
13. What is the reason for your visit today? _______________________________________
 ____________________________________________________________________________
14.  Do you have any other concerns? ____________________________________________
