Date: / /

UltimateLiving  pyp a1 HisTORY QUESTIONNAIRE FOR INITIAL EXAM
MEDICAL CLINIC

All questions contained in this questionnaire are strictly
confidential and will become part of your medical record.

Name: OM
/ /

(Last, First, M.1.) OF DOB

Marital
Status: [ Single [ Partnered [ Married [ Separated [ Divorced [ Widowed

Date of Last
Physical Exam:

PERSONAL HEALTH HISTORY
Childhood Illness: [0 Measles [0 Mumps [ Rubella [ Chickenpox [ Rheumatic Fever [J Polio

Email:

Immunizations [ Tetanus [0 Pneumonia
and Dates: O Hepatitis O Chickenpox
O Influenza 0 MMR

Measles, Mumps, Rubella

List Any Medical Problems That You Have:

Surgeries:
Year Reason Hospital

Other Hospitalizations:
Year Reason Hospital

Have you ever had a2 blood transfusion? ........c.coeeeueeriririeieeininieieieeesseeseseesest ettt sesesessesenes OYes ONo
Please turn to next page




List Your Prescribed Drugs and Over-the-Counter Drugs, Such as Vitamins and Inhalers:

Name the Drug Strength Frequency Taken

Allergies to Medications:
Name the Drug Reaction You Had

HEALTH HABITS AND PERSONAL SAFETY

Exercise: [ Sedentary (No exercise) 0] Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)
[J Occasional Vigorous Exercise (i.e., wotk or recreation, less than 4x/week for 30 min.)
[ Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)

Diet: ALE YOU QUG 1.ttt OYes [ONo
If yes, ate you on a physician prescribed medical diet? ......ccvvvvevreveeereieneennenns OYes [ONo

# of meals you eat in an average day?
Rank Salt Intake [0 Hi [0 Med [Low Rank FatlIntake JHi [OMed [Low

Caffeine: L None [Coffee [Tea [Cola # of Cups/Cans Per Day?

All questions contained in this questionnaire are optional and will be kept strictly confidential.

Alcohol: Do you dfink alcOROI? ...ttt OYes [ONo
If yes, what kind? How many drinks per week?
Are you concerned about the amount you dfink? ......c.oceoveeereeneuecineeneneninens OYes [ONo
Have you consideted StOPPINE? .....ccuiuiuiuiiciieiiniiiicicieeissiseeseseseesessesseensenes OYes [ONo
Have you ever expetienced blackouts? ..., OYes [ONo
Are you prone to “binge” drinking? .......ccveeeeuerurerrerneierinernereeiesenerseneseeninens OYes [ONo
Do you drive after dfinking? ..o OYes [ONo

Tobacco: DO YOU USE tODACCOP uuiuiuuiuiiiiiiiiieieieieieieteieteteietesesesesesesetsaseseseseseseseseseseenens 0 Yes [ONo
O Cigarettes - Pks/day [ Chew - #/day O Pipe - #/day

O Cigars - #/day 0 # of Years O or Year Quit

All questions contained in this questionnaire are optional and will be kept strictly confidential.

Drugs: Do you currently use recreational or street drugs? ......ccoceeveeereeurecrrencreeneeennes OYes [ONo
Have you ever given yourself street drugs with a needle? ......coocvvevveueienernn. LYes [ONo




All questions contained in this questionnaire are optional and will be kept strictly confidential.
Sex: Ate YU SEXUALY ACHVE? .vuviiriecireiecieiieeserieise et OYes ONo
If yes, ate you trying for a Pregnancy? .......ceernerenereriersnerssessesesessesscnes OYes [ONo
If not trying for a pregnancy list contraceptive or barrier method used?
Any discomfort With INtEFCOULSE? ...uvvururuiurrirereriereireieesersseiseeseiessesssesseesessessenens OYes [ONo
Illness related to the Human Immunodeficiency Virus (HIV), such as AIDS, has become a ma-
jor public health problem. Risk factors for this illness include intravenous drug use and unpro-
tected sexual intercourse. Would you like to speak with your provider about your risk of this
HIIESSP covvereircieie sttt e OYes [ONo
Personal Safety: DO YOU IVE AlOMNEP couvririeieiieieieiieeineiseie ittt seees UYes [No
Do you have frequent falls? .......c.cceeneeneiiinecneineiesierisesseseesesesesssesseesesesenens OYes ONo
Do you have vision of hearing 10SS? .......c.ocuereueiinerneineierinerinenesieseseeeesenenes OYes [ONo
Do you have an Advance Directive and/or Living Will? .....ccvvverevecererrernenne. OYes ONo
Would you like information on the preparation of these? .......ovevvevvereeeenen. OYes [ONo
Physical and/or mental abuse has also become 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 youtr provider? .......ocveeeeveneencenerernenenenn. OYes [ONo
FAMILY HEALTH HISTORY ‘
Significant Significant
Health Prob- Health Prob-
lems or lems or
Cause of Cause of
Age Age at Death Death Age Age at Death Death
i OM
Father Children =
O M
Mother OF
OM OM
Brothers OF OF
and Sis-
OMm O M
ters OrF OrF
oM _
OF Grandparents (Mother’s Side)
OMm
OF Male
OM
OF Female
=R ,
OF Grandparents (Father’s Side)
OM
OF Male
OMm
OF Female
MENTAL HEALTH |
Is stress a Major ProbIEm fOr JOUP ...t OYes ONo
DO YOU £EE] AEPLESSEAP w.vrivvrriiiirrireiieiretieiie ettt ettt et OYes [ONo
DO YOU PANIC WHEN SEEESSEAR uivvuerveririreriineirriseeisesiseeisesiesssse et ssse sttt OYes ONo
Do you have problems with €ating Of YOUTr APPEHLER c.uvuuvuurumrerermeirerierieriesesisessseesseiesssesssessessesssessens OYes ONo
DO YOU CIY FIEQUENLLYP oorierieeiirrireiciitiserie sttt sttt UYes [No
Have you ever attempted SUICIAE? .....uuueuuieerireiiiiseiiecieiiseiesieeise st ssse et sssesine OYes ONo
Have you ever setiously thought about hurting yourself? ........c.ccevevrerniierneeneeeeinernerneneeierseneeenne UYes [No
Do you have trouble SIEEPINE? ..ot OYes ONo
Have you ever been t0 2 COUNSEIOT? ...t ssess sttt eseeen UOYes [No

Continned on Back Side



Age at onset of menstruation: Date of last menstruation: / /
Period every days. Heavy periods, irregularity, spotting, pain or discharger ........cc.ccoveeuveucnnee. OYes OONo
Number of pregnancies Number of live births
Atre you pregnant of DIEaStfECINg? ..ottt OYes [ONo
Have you had 2 D&C, hyStereCtOmMY Of CESATEANP..c.uvuerrurerirreesersersseereeseaseesessssiseesessessessesessssessessessssssssees OYes [ONo
Any urinaty tract, bladder or kidney infections within the 1ast year? .......ccccvcevcuneivnincrneineireinennees OYes [ONo
ANY DlOOA 1N JOUL ULINE? orrtrieieciiieiseiseiseseseie et ssssss et sse sttt ssess s esse st ss e sssnsasens OYes [ONo
Any problems with cONtrol Of UfINAHONT .....cuuiiiiciiiiiiieicieii et OYes [ONo
Any hot flashes Of SWeating at MIGHEP .....ccuceurirerueiireireierireseeeiesie et se st naes OYes [0ONo
Difficulty tolerating cold or hot weather? If so, citcle Which ON€........oovuiiciiciiieincccscecene 0 Yes [No
Any fatigue severe enough to interfere with your daily aCtVIHIES? ......ccueecrreecmrecueenireeciceieeeienreeenseenne OYes [ONo
Do you have menstrual tension, pain, bloating,

irritability or other symptoms at ot around time Of PEHiOd? .....c.vcurieerireeeneireeirerireriscierirereseeneenes OYes [ONo
Experienced any recent breast tenderness, lumps or nipple discharge? .........ccoovvivvicivicnicinicnnenne. OYes [ONo
Date of last pap and rectal exam:
Date of last bone density test: / /
Do you usually get up to urinate during the night? .......cocovevvcnnece OYes [ONo Ifyes, # of times
Do you feel pain ot burning with UfiNation? ......c.cccoeieriieiieineineiieree e O Yes [No
ANy BloOd I FOUL UINE? ouuivriiriiiiiiierieieise ittt sttt OYes [ONo
Do you feel burning discharge from PEnis? .......ccuecerereriureeierierirereeierierisesesiesisesssesesssesesesesesneesesesens OYes [0ONo
Has the force of your utination decteased? ... OYes [ONo
Have you had any kidney, bladder or prostate infections within the last 12 months? ........ccoceveeenne. OYes [No
Do you have any problems emptying your bladder completely? ........cccocuveuriuniineincineinineincineienene. OYes [ONo
Any difficulty with erection Of €JaCUAONT .....vuuierreieeiireriecireeiseierire ettt sess e OYes [ONo
Any testicle Pain Of SWEIIZ? ....cvuiiuiueiierieiiiierieie ettt srs e 0 Yes [No
Difficulty tolerating cold or hot weather? If so, citcle Which 0n€.....cc.vcuevreeniireieerereere s OYes [ONo
Any fatigue severe enough to interfere with your daily activities? ........c.oovueiveiirciveiineiseieeiseiennane. 0 Yes [No
Falling asleep often after difNer? ...ttt OYes [ONo
Tired MOLe than USUALR ...ttt OYes [0ONo
Sad ANd/OF GIUMPY? ..o OYes [ONo
Date of last prostate and rectal exam: / /
Date of last bone density test: / /

OTHER PROBLEMS

Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.

O Skin O Back U Energy Level

[0 Head/Neck [ Intestinal 0 Ability to Sleep

[ Ears [ Bladder Other Pain/Discomfort:
[J Nose [J Bowel

O Throat O Circulation

0] Lungs Recent Changes In:

0] Chest/Heart 0] Weight






