
EASTSIDE FAMILY MEDICINE CLINIC


HEALTH QUESTIONNAIRE

Date: ________________________________


Acct# _____________
Name: _______________________________
DOB: ____________  Age: _______
Reason for visit: __________________________________________________________

Medication Allergies: ______________________________________________________
Medications: _____________________________________________________________
________________________________________________________________________

________________________________________________________________________

Personal Medical History: (Previous illnesses, injuries, surgeries or hospitalization dates).
________________________________________________________________________

________________________________________________________________________

Family Medical History: (List who has or has had the following; i.e. Mom, Dad, Sibling, Paternal or Maternal Grandmother/Grandfather, etc.)
Cancer (Type)
_____________________________________________________


Diabetes __________________________________________________________
High Blood Pressure ________________________________________________

Heart Disease_____________________________________________________
Stroke ___________________________________________________________


Cholesterol ________________________________________________________
Alzheimer’s _______________________________________________________

Osteoporosis _______________________________________________________
Alcohol/Drug Abuse _________________________________________________
Other _____________________________________________________________





SOCIAL:
Occupation: ____________________________________________________________
Who lives in your household (adults/kids):_____________________________________
What kind of Exercise do you do: ___________________________________________
Are you on a diet: ________________________________________________________
Smoking:

Yes _______

Quit _________ 
Never __________



Packs Per Day: _____
Number of Years: _____
 Years Quit: _____



Pipe ______

Cigar ______
Chew ______

Alcohol Use:


Never _____     Occ. _____   Mod. _____   Heavy ______

Alcohol Problem:  
Yes ______
No ______ Recreational Drugs: YES ______ NO ______
