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HERITAGE
L" VICTOR VALLEY
af MEDICAL GROUP

o

Dalag
Date

HEALTH HISTORY QUESTIONNAIRE Reviewed:

All nuestinns rontsined in this questionnaire arc swrictly confidential
and will become a part of vour medical record.

| Namd.[tasrﬁrsr,m.!'.) OM B F DlibEl:

Marilal Status:  QSingle 1 Partnered 0 Married O Scparated (0 Diverend 0 Widowed

Previous or referring Doclor: Date of last physical exam:

T T T T PERGONAL HEALTH MISTORY: ¢ 5 5 4y 41 - 1.8
FHILDHDGD ILLNESS: [ Measles L Mumips I Rubella O Chickenpax D Rheumatic Fever O Polio
Immunizations | O 1elanys 'O Preumonig R

i and dates: ; R | T
. | O Hepatitis - B Chickenpox

I o i D |nﬂljen?a - h - : D MMB (Morges, Mumps, H;-‘bﬂ”ﬂ}
. List any modical prablems that doctors have diagnosad:

— A N 4 SR LI B R N S — L M S —— A S E— -

Surgeries’

Year Reason Hospital

 Other Hﬁ?_p_italizufiuns

Year - Reasan Hoszpital

b

o ‘ !
. Have yau ever had a blood translusion? OYES O NO

F’!eqse furn to naxt page......
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List your presgribed drugs and overstha-counter drugs, such as vitamins and inhaters

Nama the Drug

Strongth

Faage:11715

.

Allergles to medications

Namg the Drug

Reaglion you Had

mﬂ_ﬂ—-—_ﬂﬁu—mm_

Drugs

" HEALTH HABITS AND'PERSONAL SAFETY™ T 75

w

wy ekl I H
aH

ek
ye,

1 .I'-:n. -; .

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE DPTIDNAL AND WILL BE KEPT STRICTLY CDNFI DENTIAL

Exerclse Q Sedentary (No exercise)
_L]‘ Milg exarcise (i.c. climb slair; walk 3 blocks, gulf) T
i1 Qtcasional wgmnus exercise (i-e. work or recreation, less than 4x/week/week for 30 min.)
[ Regudar vigoraus axercise (i.e., work or reareation 4x}waek for 30 min.}
Diet Arg you dleting’? O Yos | Q No
If yos, are you on a physician presE;Ihed hedigal diet? I:l Fa;.— a No i
Numbser r;l-’ meals you eat in an averagemday?
Renk salt intake T High Q Megium O Low
Hank f_al inlake K HI:gh Q Medium D Low
Catfalne Q Nona O Colfea O Ten D Co
# ol c:uqucans per day”? | _;- T
Aleohol Do you drink slcohol? | (1 Yes ‘ 0 lI.:.l':»_
)t yes, what kind? [ S ~
How many drmka pPI‘ week? )
Are your ccmcarned aboul {he amount you drink? " 0 Yes | L) No
-.Have you considaerad stopping? o ] Yes _u'J No
Have yun; a-.r-;.al:pericnr:cd blackouts? O Yes I-hEl No
Ate you profie 1o ;binge" d'ri'nkmg? 0 Yus' 3 No
D{‘.ﬁ yau drive after drinking? 2 Yes- 0 No
Tabacc¢o Do you use tobacco? ) Yez | £1 No
& Cigarcttes — pks./day O Chew - #!day' ] l_t Pipe - #/day ) Clgars - #!day_

QO # ol yours  Or year guil

0o you currently use recrealional or strest drugs?

t:"j Yas

1 No

Have you ever given yoursell sireet drugs with & needte?

U Yes

U No

Ser_

Pecrsonal Sataty

L}o you live alone?

Are you saxually active? D Yeu | Q No
If y;% are you trying for a prognancy ? ] - 1 Yﬂ-s 1 No
If not trying for a pfet_jﬁﬁl{é;, !ia;t uunlraseplive or barrier method usea:

Any discomfost with inlergourse? - i I:l Y&l; | ml:l N
linass relaled 1o the Human Immunadeficicncy Virus (HIV), such as AIDS, has hecome a major -
public health problem. Rigk factors lor dhis iliness include intravenaus drug use and urmprolected ¥ Yes 0 No

mtercourse. Would you like 1a :aEF.-al-c with your Ernvider about your risk of this iliness?

A Yes

T No

_—

P T
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Fage: 12715

By sl

Q Yes

disciss (s issue with your provider?

Do your have frequent talis? D No
Do you have vision or hearing lossg? ) O Yes | O No
Do you have an Advance Diractive or Living Wii? T  Yes | O No
Waould you like information an the i::reparaﬁcn of these? - _EFEEI; “El_ﬁu
Physical and/of mental abuse have also become majol public fieallh 1ssUes 16 NS country. This ofen

takes the form of verbally threatening behavior or antual physical or sexual abuse. Would you like to b Yes | 2 No

A o FAMILY HEALTH HISTORY- /5 T o w2 ¢
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Father Children 3 EI
Mather 2 :l—'ﬂ
o 0
Sipli 0 M o M
"g(ﬁ} OF 2 F
L L u M - o D M -
) O F ) N I F
' M Grandmothar
O F ] 5 Marerral .
oM Grandfather
= | Moteroat L |
QM Grandmother
QF " Palernal |
oM Grandiather
_D F - Paternof o _
Other oM
M F

I5 £lress a major problem for you? O Na
R0 you feel deprcssc.ﬂ'?' " o T QO VYes | O No
Do you panic when 5t-réssed? o B B o J Yas 1 No

] Lo you have problems with cating nlnlr'}nur appetite? O :‘I"E'-.‘E - r':l No
Do you cry lrequenly? - ” ““—‘ J Yes -J No
Have you avar auam'ﬁﬁmcide? O Yes - E No
Have Yﬂ;r aver senously thought abaut hariing yoursell? o T o L 2 Yos O Nn
Do you have trouble S|BEplilrl‘lt;]:? T 3 Yes ! O No
Have you ever been to a counselor? B T

WOMEN ONLY

Age at onset of menstiuation.

bale of last menstruation;

LR ¥

Penod every ... ays
Heavy periods, irregularity. spelting, pau}l or diatharge? B T | D_‘t gz | && No
Numbet rﬂ:regnanciﬁ Number of five births o
Arg you pregnant of breastieeding? o o 0 Yes [ QD No |
Have you had a D&C, hyslereciomy, or G;:-'I...‘-J;EH‘HT?A If yes, fist which one{s) and date’ ___ T ) - D Yes | Nt)
Any urinary tract, bladder, or Kidrey infeclions within the las! year? ] 0 v | 3 No
Any blood in your urine? oo I3 Yes l:l No
Any problems with conltol of urination? - C ‘1'%5 0 No
Any hot flashes or swcmiﬁﬁ at r;lght?" o ) Q ‘i{fﬂ, Q No
Do yau have :{wnslrual teension, pain, bloating, irritability, or other symptoms at or around lime of ;nur périod? 0 Ye: L No
Expericncad any recent hreast tenderness, lumos or nipple discharge? 2 Yes | O No

[ate of |ast pap and recial exam: Date of last mammogram:

Date of last DEXA scan’ ..

i T ™ bl Y] P e == =

Ago 50 & over only
Daile of last Colonoscopy:
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| R T R T MEN ONLY:: 7% i AT T 4 LY
Do you usually get up 1o urinate during the night? _ | O Yes | O No
It yes. #of times - T '
20 you Ig6 pain or huming wi;;: urination? Ly Yc-s“ 't_l No
Any blood in your urine? ] O Yes | Q No
Do you fegl burning discharge fmm thc peris? - M Yes | O No
Has the farce of your urmaﬂon dg{:Istgd7 I 0 Yes | QO No
—'i:imru yuu had By kldncy bladder, or prastate s infections wilhin [he last 12 months? J Yes | Q No
Do you have any problams emptying your bladder completely? ) O Yes | QO No
Any dlﬂlcully with ereclion or cjaculation? o 0 Yes El Na
Any tes sticle p;un or swelling? T O Yes | W No
Date of last prosiate and rectal Exam -
S0 & over onl
Datc of las! Colonoscopy. _ N o
ﬂ ' _OTHER PROBLENMS L
Check il you have, ur have had, any symptoms in the following areas to 8 significant degree and briefly explain.
“I'J Skin | | T:l Chest/Hean - B 0O Rerent changes in:
O Hé.'-:;dieck Q Bacuk ‘EJ Waight
D Cars O Infestinal O Energy Level
HLI Nose | ) 0O Bladder ) O Ability to sleep
U Throat ) O Bowel i O Qther pain/discomfort:
“Ei Lun:tgs U Circulation _
1 signgd by someone other than tho patlent, please print name and rolatlon Lo patient here:
Frint Nama o Rectlatienship o
Prinl Patient Nama Prfirnt/Guardian Signatuirs Date
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TST RISK ASSESSMENT Date:
O All Negative
High Risk
=5mm induration is considered positive with risk factors listed below "'NO YES
1, Is the patient HIV posltive ? O O
2, Has the patient ever had a chest x-ray that was suggestive of TB? O 0
3. Has the patient had close contact with someone who has infectious TB? o O
4. Has the patient had an organ transplant? O O
5. Is the patient Immunosuppressed for other reasons? O O
(e.g., taking the equivalent of 15mg of prednisone per day
Intermediate Risk:
>=10mm induration is considered positive with risk factors listed below NO YES
1. Does the patient have any chronic medical problems that increase their risk? O O
2. Was the patient born in a country where TB is prevalent? O 0
3. Has the patient traveled outside the US since their last TB test? O O
4. Does the patient use or have they ever used IV drugs? © O
5. Is the patient working or living in a congregate setting? O O
{e.g., homeless shelter, jall/prison, nursing home)?
6. Is the patient a healthcare woarker? 0. O
Low Risk
>=15 induration is considered positive. NO  YES
Persons with No risk factors for TB O Q

*Afthough skin testing programs should be conducted only among high risk groups, certain individuals
may require TST for employment or school attendance. An approach independent of risk

assessment Is not recommended by the COC or the American Thoracic Society.

NAME: DOB: -




