
Name Date  

Comprehensive Adult New Patient Health History Questionnaire 

Your answers on this form will help your health care provider get an accurate history of your medical concerns and conditions. If you are 
a current patient there is a shorter update form you can use. Please fill in all six pages. It is long because it is comprehensive. We 
really want to know you well so we can properly care for you. If you cannot remember specific details, please provide your best guess. If 
you are uncomfortable with any question, do not answer it. Thank-you! 
Who referred you to my practice? 

Circle one: patient, family member, physician, assigned. Name? _______ _ 

Main reason for today's visit: ____________________________ _ 

Other concerns: 
---------------------------------

What are your health goals for the next year? _______________________ _ 

How would you rate your health? (circle one): Excellent/ Good I Fair/ Poor 

Please list healthcare providers & their specialty you see regularly: _______________ _ 

List any medical suppliers you use (e.g. respiratory supplies, etc): ________________ _ 

MEDICATIONS: Please list (or show us your own printed record) all prescriptions and non-prescription medications. This includes 
vitamins, herbs, supplements, home remedies, birth control pills, inhalers, over the counter pain pills (Advil, Aleve, Tylenol, etc). 

□ Check box if you do not take any prescription or over the counter medications.
□ Check box if you brought a list of your medications (give it to my assistant and don't write in medications below).

Medication Dose (e.a. ma/oill) How manv times oer dav? 

ALLERGIES or intolerance to medications? □ NONE

(If yes, to what & what reaction?) ____________________________ _ 

IMMUNIZATIONS: Enter year (if known) of any vaccinations you have had. 

Tetanus (Td) __ With Pertussis (Tdap) ___ Varicella (Chicken Pox) shot or illness __ Pneumovax (pneumonia) __ 

Influenza (flu shot) __ Hepatitis A __ Hepatitis B __ MMR __ Meningitis __ Zostavax (shingles) __ HPV __ 
HEAL TH MAINTENANCE SCREENING TESTS: 

Lipid (cholesterol) Date Result, if known 

Sigmoidoscopy or Colonoscopy (circle one) Date (year) Abnormal? □ No □ Yes

Women only: 
Polyp? □ No □ Yes

Mammogram Most recent date/where Abnormal? □ No □ Yes

Pap Smear Most recent date/where Abnormal? □ No □ Yes

Bone Density Test Most recent date/where Abnormal? □ No 0 Yes
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