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HEALTH HISTORY QUESTIONNAIRE

All questions in this questionnaire are strictly confidential and will be part your medical record
Your answers to the following questions will help us understand your medical history. Please fill out as much information as possible. If you cannot
answer a question or feel uncomfortable answering a question, please leave them blank. Thank you for your help.

Previous or Referring Doctor: Phone No:
Do you see any specialist (List Provider Name and Specialty):

Provider Specialty Last seen on:

Health Maintenance History
Date of last, please list provider and/or location:

Physical Exam: Colonoscopy/Cologuard:
Routine Eye Exam: Bone Density Test:
Diabetic Eye Exam: Pap Smear:

Diabetic Foot Exam: Mammogram:

Reason for visit:

Allergies to medications o NKDA

Medication Reaction

List your prescribed drugs and over-the-counter drugs, vitamins and inhalers (use back of page if additional space is needed)
Drug Strength Frequency







