HEALTH HISTORY QUESTIONNAIRE ‘;\?{%}’g

SN
Please complete this entire questionnaire. It will provide your care team with important information \jﬁ
about your health.All answers contained in this questionnaire are strictly confidential and will become = o

part of your medical record. LANDER HOPE CLINIC

Name (Lost, First, M.1): LmUF DOB:
Date: Marital status:  [] Single [ Partnered [ Married [ISeparated [IDivorced [lWidowed
Address: Phone number

Email address:

— :
- PERSONAL HEALTH HISTORY
C';iiltzlhoodlllr‘\ess: _IMeasles 1 Mumps [ Rubella [ Chiclgéhpox [ Rheumatic Fever> L Polio [ None
immﬁnizatioﬁ; an& jpétes: vﬂ Tetanus ~1 Pneumonia ‘ by Hepatitis A | I Hepatitis B
[ '] Chickenpox ‘ i lhﬂuénzav o _1 MMR Measles, Mumps, Rubella - Meningococcal . _ 1 None
Tests/Screenings and Dates: ~JEye e e Cblo.hbs'copy, 4 T heason -
Surgerles " | ‘
Year ERe‘a;sr)rvl : ' _ Hospital
Year_ . Reason - : . : ~ Hospital
Yé’ar‘ . Reason ' . v , Hospital
Year . Reason_ : - Hospital
[ havé had no surgeries

Other hospitalizations

Year Reason Hospital
Year Reason Hospital
Year Reason Hospital
Year Reason Hospital

L1 have never been hospitalized

Have you ever had a blood transfusion? []Y [IN

Please list other physicians yéu have seen in the last 12 months, and for what reason.
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Patient Health Questionnaire

Name:

DOB:

Please check the box next to conditions or diseases that apply to your health. If you are uncertain, place a question mark (?)
next to the statement. If there is more than one choice on a line, circle the conditions that apply.

General

YES

NO

Pulmonary

ves | o |

Have you takenMedicine in the last 6 months?
Have you seen a doctor in the last 3 years?
History of Heart, Lung, or Liver transplant

Neurologic

Stroke or transient ischemic attack (TIA)
Seizures or epilepsy

Brain tumor or cerebral aneurysm
Multiple sclerosis (MS)
Parkinson's disease

Cerebral Palsy

Myasthenia Gravis

Deep brain stimulator

Spinal cord stimulator

Intrathecal pain pump

Other:

COPD or emphysema

Use oxygen at home

Use oxygen out of home

Asthma

Chronic bronchitis or cough

Recent pneumonia or lung infection

OSA or obstructive sleep apnea

Use CPAP or BiPAP at home

Lung surgery or pneumonectomy

Snore loudly enough to be heard outside room
Feel tired, sleepy, or fatigued during the day
Been observed not breathing during sleep
Interstitial lung disease or pulmonary fibrosis
Pulmonary hypertension

COvID

Head, Eye, Ear, Nose & Throat

Gastrointestinal

Vision loss

Dysphagia or trouble swallowing
Hearing loss

History of radiation to the head or neck
Other:

Cardiovascular

Heart attack or myocardial infarction

Heart disease (CAD), chest pain, angina
Heart stents or angioplasty

Use nitroglycerin

High blood pressure or hypertension

High cholesterol or hyperlipidemia
Abnormal EKG or an arrhythmia
Pacemaker, defibrillator, or ICD

Atrial fibrillation or a-fib

Left bundle branch block

Bypass or other heart surgery

Mitral or aortic heart valve problem

Heart murmur or mitral valve problem
Congestive heart failure or cardiomyopathy
Peripheral vascular disease (blocked artery)
Aortic aneurysm or dissection

Carotid artery disease

Other:

GERD, gastric reflux, or heartburn
Hiatal hernia

Peptic ulcer disease or stomach ulcers
Recent upper or lower GI bleeding (< 6
Pancreatitis

Hepatitis or Jaundice

Cirrhosis of the liver or liver failure
Colitis or Crohn’s disease

Liver transplant

Gallstones

Other:

Genitourinary

Renal/ kidney failure dialysis/ CKD
Enlarged prostate or BPH

Kidney transplant

Polycystic kidney disease

Urinary retention

Kidney stones

Gynecologic

Fibroid uterus

Ovarian cysts or polycystic ovarian disease
Dysfunctional uterine bleeding

Other:
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Name:

LANDER HOPE CLINIC

Patient Health Questionnaire

DOB:

YES

NO

Endocrine

Insulin dependent diabetes

Non-Insulin dependent diabetes

Diabetes Controlled with diet

Hypothyroidism or low thyroid

Hypothyroidism or overactive thyroid

Insulin Pump

Other:

Musculoskeletal

Rheumatoid Arthritis

Osteoarthritis

TMJ (jaw joint problems)

Degenerative joint disease

Cervical spine problem (neck)

Thoracic spine problem (middle back)

Lumbar spine problem (lower back)

Spinal stenosis

Scoliosis

Polymyalgia rheumatica

SLE  (systemic lupus erythematosus)

Connective tissue disease or scleroderma

Chronic back pain

Fibromyalgia

Other:

Hematology— Oncology

Anemia

Abnormal bleeding or bruising

On Coumadin

Other blood thinning medication (not aspirin)

DVT or deep vein thrombosis (blood clot)

IVC filter

Pulmonary embolism (blood clot in the lung)

Sickle cell disease

Von Willebrand'’s disease

Refuse blood or blood products

Previous blood transfusion

Check the box & circle which applies

Head or neck cancer

Breast, prostate, or skin cancer

Pancreatic, stomach, or esophageal cancer

Cervical, ovarian, or endometrial cancer

Colon, rectal, or anal cancer

Kidney or bladder cancer

Lung or liver cancer

Lymphoma or leukemia

Chemotherapy or radiation

Other:

Are you in PAIN? [Please rate]

YES | NO

Immunology— Infectious Disease

Immune system disorder
Hepatitis B or C

HIV or AIDS
History of tuberculosis

On immunosuppressive therapy

Other:
Psychiatric

Depression or bipolar disorder
Anxiety disorder
Schizophrenia
Dementia
Other:

Nutrition

Do you eat meat?

Do you eat dairy products?
Do you eat eggs?

Are you vegan?

Are you vegetarian?

Do you have food allergies?

Anesthesia History

Malignant hyperthermia or family history of MH
Difficult airway mgt. (placing breathing tube)
Post operative nausea

Severe post operative nausea and vomiting
Intraoperative awareness

Severe allergy to anesthesia

Anaphylactic reaction during surgery

Nerve injury related to surgery or anesthesia
Unanticipated stay in ICU after surgery

Have you been in an ICU for a week or longer

Get short of breath when you lay on your back

Other:

History

Do you get short of breath with heavy house or
yard work OR with climbing 1 flight of stairs?
Do you exercise regularly?

Marital Status

Number of Children

How many live with you

Date of last physical exam

(NoPain) 1 2 3 456 7 8 9 10 (Worst)

Do you take narcotics for pain on a daily basis?
Yes No
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Name (Last, First, M.L):

DOB

L] Alcohol Abuse

[ ] Anemia

[ ] Anesthetic Complication
L] Anxiety Disorder

[ ] Growth/Development Disorder
LI Hearing Impairment

[ 1 Heart Attack

[ 1 Heart Disease

(1 Arthritis L] Heart Pain/Angina
L] Asthma L] Hepatitis A
[ ] Autoimmune Problems L] Hepatitis B
[ 1Birth Defects [ ] Hepatitis C

[ 1 Bladder Prahlems

[ ] Bleeding Disease

[ 1 Blood Clots

LI Blood Transfusion(s)
[ 1 Bowel Disease

[ ]1Breast Cancer

L] Cervical Cancer

[ 1 Colon Cancer

L] Depression

[ ] Diabetes

List any other past family medical problems:

LI High Blood Pressure

LI High Cholesterol

[ THIV

[ ] Hives

L] Kidney Disease

LI Liver Cancer

[ | Liver Disease

LI Lung Cancer

[ ] Lung/Respiratory Disease
[ 1Mental Illness

LI Migraines

L] Osteoporosis

[ ] Prostate Cancer

| ] Rectal Cancer

L] Reflux/GERD

[ ] Seizures/Convulsions

L] Severe Allergy

[ 1Sexually Transmitted Disease
[ ] Skin Cancer

L] Stroke/CVA of the Brain

| ] Suicide Attempt

L] Thyroid Prablems

L] Ulcer

L] Visual Impairment

[ ] Other Disease, Cancer, or Significant Medical lllness
[ ] NONE of the Above

List your prescribed drugs and over-the-counter drugs, vitamins, minerals, lotions and potions, herbs, supplements and inhalers

Dose/ Frequency

Dose/ Frequency

Dose/ Frequency

Dose/ Frequency

Dose/ Frequency

Dose/ Frequency

Drug Dose/ Frequency Drug
Drug Dose/ Frequency Drug
Drug Dose/ Frequency Drug
Drug Dose/ Freguency Drug
Drug Dose/ Frequency Drug
Drug Dose/ Frequency Drug
Drug Dose/ Frequency Drug

Dose/ Frequency

| take no medications or other supplements as listed.

ALLERGIES
Name Reaction You Had
Name Reaction You Had
Name Reaction You Had

___I'have no known drug allergies
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Name (Last, First, M.L): DOB

SOCIAL HISTORY
(Circle your best response)
Exercise DO YOU BREITISE? wooieeeeveeecesca e see et set et eess bt e s set st st s s s ses s e e st set et anssssnas s s sessntensannsssnassssnsessnsessannsssnsessnsmns ¥ N

How many minutes per week? min

Diet Are you dieting? Y N I*fyes, are you on a physician prescribed medical diet? ... ¥ N
Number of meals you eat inan average day?
Rank salt Intake  HI Med Low Rank fat intake Hi Med Low

Caffeine ___None __ Coffee _ Tea ___Cola Number of cups/cansperday?

Alcohol DO YOU AriNK lCONGIT ...ttt ettt srsee et st snn et snsssssa s s s snn st ennsssnasssnnsesnnsnnensenes T N

If yes, what kind? How many drinks per week?

Are you concerned about the amount YOU rinK? ..o s sse s s s s s sessssees

Have you CoNSIAEred STOPPINGT ..o et ces et ses s e s s e st e s e s et s

Y N
Y N
Have you ever experienced BIACKOULS? ... eesses e ses s sesessses st sesesssesssssnessssessasssssssssesesssssssssnsssssnsssemnennes. 1 N
Are you prone to “binge” driNKiNG? .ot een et ser s en s s snssnnensenennenee 1 N

Y N

Do you ever drive after AriNKINE? .o crsee s sne s sne s sre s sve s v s s s s s s as e e

Tobacco Do you use tobacco? Y N Number of years usage Previous tobacco user = Year quit

__ Cigarettes—pks/day _ orpks/week  Chew-#/day Pipe-#/day Cigar-#/day

CovID Have you had COVID? Y N When? Have you had the COVID vaccine? Y N

If yes, what manufacturer? _ How many boosters have you had?

Drugs Do you currently use recreational or StrEet drUZS? .. ettt e e et et e e s
Have you ever given yourself street drugs with @ NEEIE? ... e e e e s eras e

Sex ATE YOU SEXUBIIY ATHIVE T oottt ettt et ettt st e s s e et et e s e e et et

- =< = =
2 =z =2 =

If yes, are you and your partner trying for @ PreZNancy? .o sesssses e sssessssessssssessssssssssssssssessessens

If not trying for a pregnancy, list contraceptive or barrier used:

Do you have discomfort during iNtEreoUrSE? .. reerre e sresre s sve s sre s sse s sss s sss s sessssssssessssessssseesssssnnenses. 1 N

lliness related to Human Immunodeficiency Virus (HIV) such as AlDS, has become a major pubhc health problem.
Risk factors for thisillness include intravenous drug use and unprotected sexual intercourse. Would you like to
Speak with your provider about your risk of this illNESS? ... T

Mental Health  Is stress a major problem TOr YOU? ... ees st see st ses s seesas sessss s ssssss sssssssesssssesnsssesssserssssersssennsens ¥
DO YOU TEEI UEPIESSEUT ....cee ettt ettt ens st e s st et ses st s e s st et enssnn st enssssnassensnsnsennene T
DO YOU PANIC WRNEN SETESSEUT w.e.vveeeereeee et seesreseesessnesesseesessseseessa s sen s sen e st s et ees e wes e w5 st a5 st s s st s s s s
Do you have problems with eating or with yoUr appetite? ... e e s
DO YOU CIY TrEOUENTIYT oottt eee et e e et sesans ersnes s e s s e e e s et et e
Have you ever attemMpPIed SUICIHE T v e cer e ces e ces s vses et ses et ses et see s see s see s st s sne s s s s s s s e
Have you ever seriously thought about hurting yoursel? ... e e

DO YOU NAVE TrOUBIE SIEEPINE? cuuveeeerereeereteesreteee st see et seeessseesseseesas s eas s eus s seas st essssseesssssessss sesssssessssaesessaesessensensensenes

- = = = = = =<
Z2 2 Zz2 2 Z2 2 Z2 Z2 = =2

Have you ever DEEN 10 SEE A COUNSEIONT .. et ses st eas s s et s s s s st e e
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Name (Last, First, M.L): DOB

PERSONAL SAFETY

Do Yo T I [V To Y T PSS
Do you have freqUent falls? ... e s e r e e nnnrnns
Do you have vision or hearing IOSS? ... e e e e e e

Physical and/or mental abuse have also beacome major public health issues in this country. This often takes the form

of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this issue with your provider? Y N

How often do you have sun exposure? Occasionally Frequently Rarely
Have you even experienced @ SUNDUIMNT? ... e s s s s sm s s s srnnmnna s

How often do you wear a seathelt? Occasionally Frequently Always

THESE QUESTIONS ARE FOR WOMEN ONLY

Age at onset of menstruation: Date of last menstruation: Period every

Heavy periods, irregularity, Spotting, pain, OF QiSCRATEE? ... s s s s st ssss s st s ssssesssssessessesses e ses s ses s ses s ses e

Number of pregnancies: Number of live births:

Are you pregnant or BreaStfEEUINE? ..ottt ettt e s et s et e et ettt e s ees s
Have youhad a D&C, hysterectomy, OF CESAMBANT ....coiiic ettt ettt et se et se e etesee e etesneneesesnenees
Any urinary tract, bladder, or kidney infections within the 1ast YEar2.... ... et ettt e s
ANY DIOOT N YOUT UINE? oo re e re v s s s s s v s s st eas st s s ass s ss s s s v s s st s st s s e s s v e e e e e s e
Any problems With COMIOL OF UTINATIONT w...oevve e s s nsess sesesssrseesssssesssssesssssesssssesssssvsssssessssresessresas s s s e s s sar s snssnnsnssnnenses
Any hot flashes or sweating at NIZIT? ...t s sttt
Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period? ...
Do you perform monthly Breast SEI-EXAMS? ...ttt et e es e s s e e s s e s e s

Have you experienced any recent breast tenderness, lumps, or nipple discharge? ... vrcvervenee e

Date of last papsmear or pelvic exam:

THESE QUESTIONS ARE FOR MEN ONLY

Do you usually get up to urinate during the NIBNE? ...ttt e e e et e et et s e e

Do you feel pain or Burning With UFINAtIONT?..........ooe e ettt e s e s s e s s s e s s s
ANY DIOOT TN YOUE UMNME? oottt e ettt e et ettt s e st 12 st 8 e s a1 st 288 e et et et st s s s s e
Do you feel burning discharge from PENIST ...t s e s e s s
Has the force of your Urination decreased? ... ne s
Have you had any kidney, bladder, or prostrate infections within the [ast 12 MONTNS? ... st
Do you have any problems emptying your bladder COMPIELRIY? ... cersrr s ver s s st s sssses st sesssssesssssessessessessesses s ses s ses e
Any difficulty with erection Or BJaCUIAEIONT ... ettt e et ettt e st ees et e e

ANy testicle Pain OF SWEITINZT ...ttt sttt e s s bese e e bese e e bese s e beseeneebeseeneesennns

Date of last prostate and rectal exam:

N

days

...................... Y

...................... Y

...................... Y

...................... Y
...................... Y

...................... Y

Page 6 of 7

Z Z2 Z2 Z2 Z2 Z2 Z2 =Z Z

=z Z2 Z2 Z2 =Z2 =2 Z2 =2 =2



Name (Last, First, M.L):

DOB

OTHER INFORMATION

Do you have Advanced Directives? (Advance Directives refer to a person’s instructions about future medical care in the event

the person becomes unable to speak for himself/herself. A Living Will is an example of an Advanced Directive) ......... Y N
If no, would you like additional details about Advanced DIFECHIVEST ... o ciiiiiciias ceveesee it items et et snt e ses st ssessess s aneas N
Do you have any religious or cultural beliefs that may impact your healthCare? ... sienss e N
If so, please describe:

| best learn new information by: _ Verbal instruction Written instruction Pictures and demos

Level of education completed: _ Less than High School _ High school diploma or GED 1-4 yearscollege >4 years of college
[ understand Englishwell ¥ N If no, what language do you prefer?

Date Date Date

TB Skin Test Cholesterol/ Lipid panel Pelvic/Prostate
Abd/chest x-ray/ultrasound TSH/Thyroid Mammogram/PSA

Dare to Care Fasting blood glucose Bone Density

Spirometry/lungs

What brings you in today?

INFORMATION FOR TODAY'S MEETING
Weight

Signature of patient if 18 years of age or older Date

Signature of parent or guardian for minor child Date

Signature of legal guardian*

Date

SSN or Date of Birth

*Relationship or authority for non-parental signatory must be accompanied by legal documentation
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