Wty Family Prc:ctJi’c]; LLC.
HEALTH QUESTIONNAIRE

To Be Completed by the Patient — Please Print

Name: Today’s Date / /

Date of Birth: / /

List of Drug Allergies & Reactions

Please List Chronic Medical Conditions and Surgeries (do not include normal pregnhancies)

Year Chronic Medical Conditions Year Chronic Medical Conditions

Dx:

FAMILY HISTORY; Has any blood relative, including children, had any of the following:
(Circle Yes or no, leave blank if uncertain)

Relationship Relationship
Allergies Y N | Epilepsy Y N
Anemia Y N | Heart Disease Y N
Bleeding Tendency Y N | High Blood Pressure Y N
Cancer Y N | Stroke Y N
Diabetes Y N | Tuberculosis Y N

Over Please



Medications Dosage Times/Day
SOCIAL HISTORY:
Tobacco Packs per day for years.
Alcohol Drinks per week
Caffeine Cups/cans per week

Recreational Drugs

< < < < <
Zz Z2 Z2 Z2 2

Exercise Habit

The last time you had a (list the year):

Flu Vaccine

Times per week

Times per week

Tetanus Shot

Hepatitis Vaccine

Pneumonia Shot

Sigmoid/Colonoscopy

Your Pharmacy

Location

(example — CVS)

[ 1 Caucasian
[ 1 African American
[ ] Asian

Race:

(example — Bacon Rd.)

[ 1 Native American
[ ] Hispanic
[ ] Other:




