
 

 

ADULT HEALTH HISTORY 

PATIENT INFORMATION Please print. 

Patient Name: ______________________________________________ Date of Birth (mm/dd/yyyy): ________________       

MEDICATIONS List all prescription medications, over-the-counter medications, vitamin supplements, and herbal remedies. 

Medication Dosage Route Frequency 

    

    

    

    

    

ALLERGIES List any allergies you have to medications, foods, or environmental factors. 

Agent/Substance Reaction 

  

  

  

SURGICAL HISTORY List any surgeries or hospitalizations you have had, including the month and year of occurrence. 

Surgery/Hospitalization Date Completed 

  

  

  

FAMILY HEALTH HISTORY If you or a family member have had any of the following, please mark Y (Yes) or N (No) and specify 

whether it applies to you or which family member, when applicable.  

Condition Y/N Self or Family Member  

(e.g., mother, father, 
sibling) 

 Condition Y/N Self or Family Member 
(e.g., mother, father, 
sibling) 

ADD/ADHD    Liver Disease   

Anemia    Mental Illness   

Allergies/Hay Fever    Neurological Disease   

Asthma    Osteoporosis   

Arthritis    Respiratory Disease   

Anxiety/Depression    Skin Disease   

Blood Clots    Stomach/Colon Disease   

Diabetes    Stroke   

Fractures    Seizure Disorder   

Gynecological Disease    Thyroid Disorder   

High Blood Pressure    Sexually Transmitted Disease   

High Cholesterol    Other   

Heart Disease    Cancer   

Kidney Disease    Cancer Type  

 



FAMILY STATUS 

Is your mother still living? ☐ Yes ☐ No 

Current Age (or age at death): ______ 

Is your father still living? ☐ Yes ☐ No 

Current Age (or age at death): ______  

SOCIAL HISTORY 

TOBACCO USE 

Do you smoke? ☐ Yes ☐ No 

If yes, how many cigarettes/cigars per day? ______ 

For how many years? ______ 

Do you chew tobacco? ☐ Yes ☐ No 

Do you use vaping products? ☐ Yes ☐ No 

 

ALCOHOL/DRUG USE 

Did you drink alcohol in the past year? ☐ Yes ☐ No 

How often do you drink? ______________ 

How much do you drink? ______________ 

Do you currently use illegal drugs? ☐ Yes ☐ No 

If yes, what type? ______________ 

For how long? ______________ 

OTHER 

Are you sexually active? ☐ Yes ☐ No 

Do you feel lonely or isolated? ☐ Yes ☐ No 

Are you concerned about your safety or the safety of your children? ☐ Yes ☐ No 

Do you have a living will or advanced directives? ☐ Yes ☐ No 

Were you born in the U.S.? ☐ Yes ☐ No 

If no, what country were you born in? ________________________ 

DEPRESSION SCREENING 

Over the past 2 weeks, how often have you been bothered by any of the following problems? 

Little interest or pleasure in doing things? 

☐ Not at all 

☐ Several days 

☐ More than half the days 

☐ Nearly every day 

☐ Declined to specify 

Feeling down, depressed, or hopeless? 

☐ Not at all 

☐ Several days 

☐ More than half the days 

☐ Nearly every day 

☐ Declined to specify 

HEALTH SCREENINGS 

 Y/N DATE PROVIDER OR LOCATION 

Have you ever had a colonoscopy?    

Have you had a dental exam in the last year?    

Have you had an Eye Exam in the last year    

For Women Only:    

Have you had a pap smear in the last 3 to 5 years?    

Have you had a mammogram in the last 2 years?    

OTHER PROVIDERS List any other providers you see for your care, include their name and facilities. 

PROVIDER NAME FACILITY 
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