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HEALTH ASSESSMENT

IDENTIFICATION DATA
    NAME: _______________________________________________________________  DOB: _______/_______/____________

PRESENT ILLNESS
    **Please list the health problems which concern you or problems for which you are being treated:
       _______________________________________________        _________________________________________________
       _______________________________________________        _________________________________________________
       _______________________________________________        _________________________________________________
ALLERGIES
    **Include adverse reactions to medicines, foods, and environmental factors (smoke, pollen, etc):
       _______________________________________________        _________________________________________________
       _______________________________________________        _________________________________________________
MEDICATIONS
       ___________________________________________      ______________________________________________
       ___________________________________________      ______________________________________________
       ___________________________________________      ______________________________________________
PAST MEDICAL HISTORY
    **List all hospitalizations, surgeries and serious medical problems you have had including the dates:
        ______________________________________________        __________________________________________________
        ______________________________________________        __________________________________________________
        ______________________________________________        __________________________________________________
        ______________________________________________        __________________________________________________
IMMUNIZATIONS
    **When did you last have the following:
        Tetanus Diptheria: ______________________________        Pneumonia: ________________________________________
        Skin Test for Tuberculosis: ______________________________________________________________________________




FAMILY HISTORY
    **Have you or any blood relatives including grandparents, parents, brothers, or sisters had any of the following?  If you answer 
         Yes to any of the below please indicate person (relationship) and age of occurrence.
    High Blood Pressure                                                                                   Y     N     __________________________________________
    Heart Disease                                                                                              Y     N     __________________________________________
    Diabetes (High Sugar)                                                                                Y     N     __________________________________________
    Kidney Disease                                                                                            Y     N     __________________________________________
    Cancer (Include area of occurrence)                                                       Y     N     __________________________________________
    Stroke                                                                                                           Y     N     __________________________________________
    Suicide                                                                                                          Y     N     __________________________________________
    Alcoholism                                                                                                   Y     N     __________________________________________
    Other Inheritable Disease                                                                         Y     N     __________________________________________
    (Hearing, Neurological, Blood Disorders, etc)
PERSONAL HISTORY
    Have you ever smoked cigarettes regularly?                                        Y     N     __________________________________________
    Do you presently smoke?                                                                         Y     N     __________________________________________
    Do you consume alcoholic beverages?                                                  Y     N     __________________________________________
    Do you exercise on a regular basis?                                                       Y     N     __________________________________________
    Do you use seat belts?                                                                              Y     N     __________________________________________
    Do you use recreational drugs?                                                              Y     N     __________________________________________
    Have you been a victim of sexual or physical abuse?                         Y     N     __________________________________________
    Have you ever been diagnosed with depression?                               Y     N     __________________________________________
HEALTH SCREENING
    Have you ever had your cholesterol checked?                                    Y     N     ___________________________________________
    MEN
    Do you examine your testicles monthly for lumps?                           Y     N     ___________________________________________
    Have you had a prostate exam?                                                            Y     N     ___________________________________________
    WOMEN
    Do you perform monthly self breast exams?                                      Y     N     ___________________________________________
    Have you had a pap smear?                                                                   Y     N     ___________________________________________
    Any history of an abnormal pap smear?                                              Y     N     ___________________________________________
    Have you had a mammogram?                                                              Y     N     ___________________________________________

    ADDITIONAL COMMENTS: _________________________________________________________________________________
    _______________________________________________________________________________________________________
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