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HEALTH HISTORY QUESTIONNAIRE
All questions contained in this questionnaire are strictly confidential
and will bécome part of your medical record.
| Name s s My Om CF ‘oos: -
Marital status: [ Single [ Partnered [ Married [ Separated [ Divorced [ Widowed - j
Primary or referring doctor: : Date of last physical exam: S

- Allergies: |

| Medications:

§ - s
| - x |
' List any medical problems that other doctors have diagnosed =~ - : S |

1) i
12)
3)
| 4)

]

Surgeries

Year ' Reason * Hospital ]
f

— ~ S

: Height: N - Weight: - Shoe Size: o ) ) (

| Doyusmoe __Yes __No ]

} _Are you E?king Coumadin or any blood-thinning medications? '

Are you insulin-dependent? -

] Have you had any joint replacements? N o J

' Iam seeing the doctor today for: - T T

.. Istisaworkrelatedinjury?  ° If yes, date of the injury __/_/__ °
iPharmacyName: R e R R R fa
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