
 

 

Please complete the  following  questionnaire: 

The purpose of this questionnaire is to obtain a thorough understanding of your medical status. Please 

accurately answer these routine questions before your appointment time. This will result in more time 

allotted to your actual visit with the physician. We will not be able to see you in a timely manner without 

a completed questionnaire. 

Patient Name/DOB_________________________________________ Date:______________________ 
 
Physical Address_____________________________________________________________________ 
 
Primary care physician/referring::________________________________________________________ 
 
Pharmacy___________________________________________________________________________ 
 
How did you hear about us ? ___________________________ SS # _____________________________ 
 
Home Phone __________________________ Other Phone __________________________________ 
 
Email _____________________________________________________________________________ 
 
SOCIAL HISTORY: 
 
What is your occupation? _____________________________________________________________ 
 
Do you have any disabilities ? ____________ If yes, what kind ? _____________________________ 
 
If yes, what is your preferred method of communication ? _____________________________ 
 
Race:      African American/ Black          Caucasian/ White     Hispanic/Latino       Other 
 
Relationship:       Single      Married      Divorced    Separated    Widow    Other          
 
Highest grade level completed: ________________________________________________________ 
 
Are you a current smoker? ___ No ___Yes If yes, how many packs per day? _______________ 
 
Are you a former smoker? ___ No ___Yes 
 

Patient Initials: ____ 



 

Do you drink alcohol? ___ None ___ Occasional ___ Moderate ___ Heavy 
 

Have you ever abused any of the following? 

___ Alcohol                        ___No ___ Yes 

___ Prescription drugs    ___ No ___ Yes                        If yes, what kind? _________________ 

Have you ever used illegal drugs? ___ No ___ Yes        If yes, what kind? _________________ 

Sexually Active? ___ No ___Yes 

Military experience?  _________________________________________________________ 

Physical  activity?     ____ vigorous ______moderate _____ sedentary  

 

MEDICATIONS AND  DOSAGE: 

 

 

 

 

 

 
 

MEDICATION ALLERGIES: 

__________________________       ________________________        ____________________________  

_________________________         ________________________        ____________________________ 

 

 
Reason for today’s visit?________________________________________________ 
 
 

Please briefly explain anything else you feel is relevant to today’s visit :  
 
 

 

 

 

 
 
 

Patient Initials: ____ 



 

What is your age? _______ Height?  _______ Weight?  ________ 
 
PAST MEDICAL HISTORY: 
_____ High blood pressure/hypertension                  _____ Irregular heart beat 
_____ Diabetes     _____ Parkinson’s Disease 
_____ High cholesterol    _____ Arthritis 
_____ Heart disease    _____ Kidney disease 
_____ Seizure/Epilepsy    _____ Asthma 
_____ Thyroid disease    _____ COPD 
_____ Headaches/Migraines   _____ Multiple Sclerosis 
_____ Cancer     _____ Alzheimer’s/Dementia 
_____ Stroke     _____ Degenerative Disc Disease 
_____ Peptic Ulcer Disease (PUD)                  _____ GERD 
_____ Hepatitis C 
_____ HIV/AIDS 
 
FAMILY HISTORY:  (PLEASE INDICATE M- MOTHER, F-FATHER, S- SISTER, OR B-BROTHER) 
_____ High Blood Pressure 
_____ Diabetes 
_____ High Cholesterol 
_____ Heart Disease 
_____ Seizure/Epilepsy 
_____ Migraine/Headaches 
_____ Cancer 
_____ Stroke 
_____ Muscular Dystrophy 
_____ Parkinson’s Disease 
_____ Multiple Sclerosis 
_____ Alzheimer’s Dementia 
_____ Other___________________ 
 
List all major surgeries:   
 

 

 
 
Any prior imaging or labs?  (MRI, CT, or bloodwork) If yes, where and when ?  
 

 
 
 

 

 

 

 

Patient Initials: ____ 








