
HEALTH HISTORY QUESTIONNAIRE 

(Last, First, M.I.):  



3. 

4. 



Please circle (or list at bottom) any medical problems that other doctors have diagnosed       None 

Anemia Anxiety Arthritis Asthma Bleeding disorder Blood clots 

Breathing problems Colorectal cancer Depression Diabetes Gastrointestinal problems GERD 

Gynecologic problems Heart attack HIV High blood pressure Kidney disease Liver disease



HEALTH HABITS AND PERSONAL SAFETY 

Exercise  Sedentary (No exercise)

 Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

 Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

 Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

Caffeine  None  Coffee  Tea  Cola

# of cups/cans per day? 

Alcohol Do you drink alcohol?  Yes  No




