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PATIENT HEALTH QUESTIONNAIRE

Chief Complaint: (Briefly describe your main reason for coming to the doctor today) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Known Medical Problems: _____________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________

Previous Surgeries: (include dates) _____________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Previous Hospitalizations: (include dates) _____________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Social History: 
Do you smoke or did you smoke? Y ___ N ___ How much ____________ How long _________________________ 
Do you drink alcoholic beverages? Y ___ N ___ How often______________________________________________ 
Do you do or did drugs? Y ___ N ___ what, when and route _____________________________________________
Do you follow a particular diet? Y ___ N ___ If so what ________________________________________________ 
Do you exercise regularly? Y ___ N ___ What kind________ How much __________________________________

Family History: (please list any specific major health problems for each person listed below) 
Father: _________________________________________ Mother: _______________________________________ 
Brothers/Sisters:________________________________________________________________________________ 
Others________________________________________________________________________________________

Allergies: [    ]  None              [    ] _________________________________________________________________ 

Current Medications: (include dosage) _____________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
[bookmark: _GoBack]
Screening Tests: 
Date of Last Pap smear: ______________________ Date of Last Mammogram: _____________________________
Date of Last Colonoscopy: ____________________ Date of Last Bone Density:_____________________________
Recent Vaccinations: ____________________________ 

