
HEALTH HISTORY
Patient’s name:_____________________________________________________Date:___________________________________

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N

 ❑ ❑ N
 ❑ ❑ N 

 ❑ ❑ N 
Bleeding abnormally, with  

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
Cough, persistent or bloody  ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
Fainting or dizziness  ❑ ❑ N

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N 

 ❑ ❑ N 
 ❑ ❑ N

 ❑ ❑ N
 ❑ ❑ N

 ❑ ❑ N
 ❑ ❑ N

 ❑ ❑ N
 ❑ ❑ N

 ❑ ❑ N
 ❑ ❑ N

 ❑ ❑ N
Tumor or growth on

 ❑ ❑ N
 ❑ ❑ N

 ❑ ❑ N
Weight Loss,

 ❑ ❑ N 

Women:
 ❑ ❑ N

Due date_______________
 ❑ ❑ N

Other medical information,  
not listed above?  
_____________________________  
_____________________________

Returning patients, has there been any change in your health since your last visit?
If so, what has changed?_________________________________________________________________________________
New medications?_____________________________________________________________________________________
Patient signature________________________________________________________Date____________________________
Doctor’s signature_______________________________________________________Date____________________________
If so, what has changed?________________________________________________________________________________
New medications?_____________________________________________________________________________________
Patient signature________________________________________________________Date___________________________
Doctor’s signature_______________________________________________________Date____________________________

MEDICATIONS
List medications you are currently taking:
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________

ALLERGIES

❑ Aspirin ❑ Erythromycin
❑ Barbiturates(sleeping pills) ❑ Penicillin
❑ Codeine ❑ Sulfa
❑ Tetracycline ❑ Latex
❑ Other ________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
_____

Physicians Name:________________________________________________________Phone#:________________________

Thank you for providing us this important information



HEALTH HISTORY (Continued) 
 

Tobacco Use 
 
1. Do you CURRENTLY use tobacco? *(If no, go to question 4) 
a. If you smoke cigarettes now, how many per day?   ________ 
b. If you smoke cigars now, how many per day?   ________ 
c. If you smoke a pipe now, how many pipefuls per day?  ________ 
d. If you use 'smokeless' tobacco now, how many times per day? ________ 
 
2. How ready (or motivated) are you to quit tobacco use at present?  
Please circle the appropriate number. 
 
(0=Not ready, 5=somewhat ready, 10=very ready) 
 
0 1 2 3 4 5 6 7 8 9 10 
 
3. What are the major obstacles to your quitting tobacco? 
 
 
4. If you DO NOT CURRENTLY smoke or use tobacco products, have you in the 
past? 
 
5. Do you live with people who smoke?  
 
6. If you currently use tobacco or if you used tobacco in the past, what 
is the total number of years you have used tobacco? ________ (years) 
 
7. If you currently use tobacco or if you used tobacco in the past, check the one 
statement that best reflects your current use of tobacco products: 
 
[  ] I am currently using tobacco, and I do not intend to stop using tobacco in 

the next six months;   
[  ] I am currently using tobacco, but I intend to stop using tobacco in the next 

six months; 
[  ] I am currently using tobacco, but I intend to stop using tobacco in the next 

month; 
[  ] I have not used tobacco at all for less than the past six months; 
[  ] I have not used tobacco at all for the past 6 months or more.


