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PATIENT HEALTH AND MEDICAL HISTORY QUESTIONNAIRE
Date: __________________________
Last Name _________________ First Name ______________ Middle ________________ 
Age _______ Sex _______ SS# __________________________ 

This information will become part of your permanent medical records and will remain 
confidential. The contents of this questionnaire will only be released with your written 
authorization.

HISTORY OF PRESENT ILLNESS
Why did your doctor send you to CBCC for this consultation - chief complaint? 
_____________________________________________________________ 
_____________________________________________________________ 
List current medical problem: 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________
PAST MEDICAL HISTORY
Yes [ ] NO [ ]
Please circle the illnesses that you have needing hospitalization:
Recurrent Pneumonia ____Kidney Disease ____Recurrent Bronchitis ____
Venereal Diseases ____Nervous Breakdown ____Bleeding Disorder ____
Rheumatic Fever ____High Blood Pressure ____Shingles/Herpes Zoster ____
Thyroid Disease ____
Medical History: 
Heart Disease ____Hypertension____Cancer ____Diabetes ____Stroke____
High cholesterol or triglyceride_____
Anemia_____Blood Clots ____
Emphysema/COPD ____Asthma_______ ____Seizures____
Hepatitis ____Stomach Ulcer ____Liver Disease____
Measles ____Mumps ____Chicken Pox ____ Tuberculosis ____Valley Fever ____

Have you had any of the surgeries listed below? give the year:
PHYSICIAN COMMENTS
Gallbaldder____Appendix _____ Tonsil_____Eyes _____ Hip _____Knee_____ 
Hernia Repair__Veins _____ Artery_____Bone Marrow_____ Thyroid_________
Heart____Lung___Stomach____Bowels____
Tube____Uterus____Dilatation & Curettage ____
Kidney___bladder_____Prostate_______ 
Breast _____ Ovary____ 
Other_________________________

Have you ever had a blood transfusion? If yes, Month ______ Year ______
Have you ever had a radiation treatment? If yes, what part(s) of the body?
Have you ever had problems with anesthesia? If yes, please state type of problem:
Have you had serious accidents or injuries? If yes, please describe the accident or injury:
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Yes [ ] No[] 

Please list the names of any Medications that you take regularly:
NAME DOSE/ DATE PHARMACY FREQUENCY STARTED (or attach your medication list)
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
______________ ______________ ______________ ______________ ______________ 
Would you like to have some of your prescriptions filled at our office?
Yes[] No[]
Please list any Allergies you have: Date First
Medication/Food                                  Reaction Occurred
___________________ ________________
___________________ ________________
___________________ ________________

Have you ever been exposed to any of the following?
Radiation Yes [ ] No [ ] Industrial Chemicals/Toxins [ ] Yes [ ] No [ ] Insecticides Yes [ ] No [ ]

Smoking: 
[ ] Yes  [ ] Yes – But quit, Date Quit_______[ ] Never
How much: 
How long: 

Alcohol: 
[ ] Yes  [ ] Yes – But quit, Date Quit_______[ ] Never
How much: 
How long:

Street Drugs:
[ ] Yes  [ ] Yes – But quit, Date Quit_______[ ] Never
Name and access: 
How long:

RELIGIOUS BELIEFS (OPTIONAL)
Do you have a religious background? Yes [ ] No [ ]
If yes, please explain: ________________________________________________________ 

CANCER SCREENING
Have you had any of the following screening tests? Yes [ ] No [ ]  If yes, when and where?
Mammogram _________________________Pap Smear ________________
PSA ________________________________ Colonoscopy ________________
Chest x-ray ___________________________Chest CT scan ________________
Skin Exam ________________________________
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Has any of your family had cancer?
Yes ____ No ____
If yes, List the cancer type and age of diagnosis:
Yourself 
Mother _______________________________Father ______________________
Sister(s)__________________________________________________________
Brothers(s)________________________________________________________
Daughter(s)________________________________________________________
Son(s)____________________________________________________________

MOTHER’S SIDE
Grandmother________________________Grandfather________________________________ 
Aunt(s)_____________________________________________________________
Uncles____________________________________________________________
Cousin(s)__________________________________________________________

FATHER’S SIDE
Grandmother________________________ Grandfather______________________
 Aunt(s)__________________________________________________________
Uncle(s)__________________________________________________________
Cousin(s)__________________________________________________________

FAMILY HISTORY – GENERAL
Please list the direct family medical problems other than cancer:
Mother _______________________________Father ______________________
Sister(s)__________________________________________________________
Brothers(s)________________________________________________________
Daughter(s)________________________________________________________
Son(s)____________________________________________________________ 

REVIEW OF SYSTEMS
Do you have, or have you had in the past 6 months, any of the following. Please circle.

o General weakness/Fatigue  o weigh loss   o Fever   o Chills
o Night Sweets   o Loss of appetite   o bone pain  o Skin lesions  
o nausea  o vomiting  o abdominal pain o blood in stool o rectal bleeding
o cough  o breathing difficulty o cough blood  o Chest pain
o Urine urgency/frequency/pain o blood in urine  
o Vaginal abnormal discharges o vaginal bleeding  o pelvic pain
o headache  o Faint  o change of   vision   o change of hearing  o problem swallow  
o problem of speech  o one side of weakness
o feel too cold  o feel too hot   o change of desire for sex
o others ____________________________________________________________
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