
PATIEHT*NAME:

HEALTH QUESTIONNAIRE

DATEOFBIRTH:.

Do yo_haveanAdvanceDirectlve!

Pleaseli_yourmedicationalle_es:

If so,doesthis,ol_c_ havea copy?

Pleaseli_ your current rn_dications, nc udlng over the coun%erreeds. Peaseincludedose and dlrectlons for each reed;

h 6.

2. 7.

3, 8.

4, ......... 9.

5. 10,

Areyou asmoker? Cigarettesor Cigscs? How manyperday?

Do you consumealcoholicbeverages? How often?

Do youuseillegaldrugs?

Please!istanychronicmedicalconditions/pastillnesses(e.g.asthma,highMoodpressure,diabetes):

t.

2,

3.

4.

Pleaselistan'Ap_t surgerles:

I.

3,

4.

PleaseEi_any fami y h_alth hL_tory(head prob eros, breathn_ issues,cancers,chronic diabetes,etc )'

Mother ...............

Father

Siblings

Maternal Grandmother ..................

Haternal Graodfather

PaternalGrandmother

PaternalGr_fathor


