
History Questionaire

Patientõs Full Name: ___________________________________________________________________________________________

Spouse or Responsible Party: _____________________________________________________  Date of Birth: __________________

Address: _________________________________________________  City: ______________________ State: _____ Zip: _________

Home Phone: ________________________________________ Work Phone: _____________________________________________

Date of Last Physical Exam:  _____________________________ Date of Last Pap Smear:  __________________________________

Personal History (Yes or No)
_______Diabetes 
_______Tuberculosis 
_______Cancer 
_______Heart Disease 
_______High Blood Pressure 
_______Blood Disease 
Other Diseases not mentioned  ___________________________________________________________________________________

Operations, Injuries, and approximate dates: ________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Hospitalizations (X-rays & EKGõs), other than for operations: __________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Diet Restrictions: _______Yes  _______ No

Smoke: _______Yes  _______No

Living Will: _______Yes   _______No

Marital Status: Single, Married, Divorced, Widowed       Number of Children: ______________       

Immunizations: Last Tetanus _________________ Inÿuenza ________________ Pneumovax __________

Work History: Toxin Exposure: _______Yes  _______No 

Retired: _______Yes  _______No 

Medical Disability: _______Yes  _______No






