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HEALTH QUESTIONNAIRE
AGE DATENAME

PHONEADDRESS
HISTORY OF PAST ILLNESS: Have you had:

Childhood:
Rheumatic fever or heart disease.StrokesMeasles
Congenital AbnormalitiesCancerMumps
Other serious diseasesTuberculosisChickenpox

YesVenereal disease. .NoDiabetes

Adult:
Have you had any serious illness?
Have you ever been hospitalized or been under medical care for very long?
If yes, for what reason?

Operations:
Have you had any surgery?
List

uries:In
Have you had any broken bones?
Have you had any head concussions or injuries?
Have you ever been knocked unconscious ?

If Deceased:If Living:
FAMILY HISTORY: Has any blood relative ever had:Age (at death) & CauseHealthAge

SOCIAL HISTORY:
Divorced WidowedSeparatedCircle One:

Are you living with your husband or wife?
Is your sex life satisfactory?

YesDo you have dependents at home?
ModeratelyNever Ever?Alcoholic Beverages: Rarely Daily

Packs a dayCigarettes Don't smokeTobacco: Ever smoked?
Full Time Part TimeAre you employed?

What is your job?
Are you exposed to fumes, dust or solvents?
Education: (Years) How much time have you lost from

work because of your health during the past?Grade School High School College Postgraduate

SYSTEMIC REVIEW: Do you have any of the following? Six Months One Year Five Years

Head-Eves-Ears-Nose-Throat (con'd)General:
Sneezing or runny noseRecent weight change?
NosebleedsHave you been in good general health
Chronic sinus troublemost of your life?
Ear diseaseSkin:
Impaired hearingSkin Disease
Dizziness or transient episodes ofHives, eczema or rash

unconsciousnessFrequent infection or boils
Neck:Abnormal pigmentation

Head-Eyes-Ears-Nose: Stiffness
Thyroid troubleEye disease or injury.
Enlarged glandsDo you wear glasses?

Respiratory:Double vision
URI (cold) nowHeadaches
Spitting up bloodGlaucoma
Chronic or frequent coughItching eyes or nose

No Yes No Yes No Yes
No Yes No Yes No Yes
No Yes No Yes No Yes
No Yes

No Yes
No Yes

No Yes
IMMUNIZATION No Yes Year

Measles

Mumps

Flu

Tetanus

Pneumonia

No Yes
No Yes
No Yes

Father Cancer No Yes
Mother YesNoTuberculosis
Brother / Sister Diabetes No Yes

Heart touble No Yes
No YesHigh bood pressure

Stroke No Yes
Husband/ Wife Convulsions No Yes
Son / Daughter Suicide No Yes

Mental illness No Yes
Bleeding tendency No Yes
Gout or other arthritis No Yes
Hereditary defects No Yes

Single Married
No Yes
No Yes
No

No Yes
No Yes

No yes No Yes
No Yes

No Yes No Yes
No Yes

No Yes No Yes
No Yes
No Yes No Yes
No yes

No Yes
No yes No Yes
No Yes No Yes
No yes
No Yes No Yes
No Yes No Yes
No Yes No yes
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