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MEDICAL HISTORY QUESTIONNAIRE
Name:  _____________________________________________   Date:  _______________________________   Age:  _______ 
Date of last physical exam:  ____________________   Your doctor’s name:  _________________________________________ 

1. Please check any of the following conditions you have now or have had in the past:

□  Heart problems


□  Glaucoma


□  Thyroid problems
□  High blood pressure


□  Ear/hearing problems

□  Liver problems
□  Stroke



□  Cancer


□  Back problems
□  Paralysis



□  Tuberculosis


□  Hyperactivity as a child
□  Hypoglycemia



□  Kidney problems

□  Learning difficulties as
□  Drug/alcohol problems


□  Stomach problems

     a child
□  Eye/vision problems


□  Bowel problems

     
Other illnesses:  __________________________________________________________________________________ 
     2.     Are you pregnant now?  □ No     □ Yes     Due date:  ______________________________________________________
     3.     Please list and give the approximate dates of any major illness, injury, surgery, and/or

 Hospitalizations you have had.  

 Nature of problem:                                                          
Approximate date:                 Hospital:

______________________________________________       
_____________________      _____________________ 

______________________________________________       
_____________________      _____________________
______________________________________________       
_____________________      _____________________ 

     4.     Have you ever been unconscious, had a head injury, or experienced a black-out?  □ No     □ Yes


 If yes, please explain:  ____________________________________________________________________________ 

5. Please list all medications taken currently and/or in recent weeks. (Use additional sheet if necessary).
Medication:                                                              Dose:                                   Prescribing professional:

______________________________________     ___________________     ________________________________ 

______________________________________     ___________________     ________________________________ 

______________________________________     ___________________     ________________________________ 

6. Please list other medications taken presently or in the past for depression, anxiety, or other  

        psychiatric difficulties.  Please also indicate if they were helpful or not. (Use additional sheet if necessary).
        Medication:                                                             Dose:              Prescribing professional:                         Helpful?

        _____________________________________      _________     __________________________         □ No     □ Yes

        _____________________________________      _________     __________________________         □ No     □ Yes

        _____________________________________      _________     __________________________         □ No     □ Yes

7. Please list and describe any drug allergies or reactions you have had:  _____________________________________
_____________________________________________________________________________________________
      8.       Height:  ___________________     Weight:  ___________________    

                Have you had any recent changes in your weight?   □ No     □ Yes     (□ Gain     □ Loss)
                Are you currently concerned about your weight?   □ No     □ Yes
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