Name:

DOB;

Date;

INDIANA INTERNAL MEDICINE CONSULTANTS, P.C., HEALTH QUESTIONNAIRE

Reason for visit and symptoms:

Allergies Colitis Defibrillator Nervous system disease
Alcohol problems Constipation Failure Osteoporosis/osteopenia
Anemia COPD , Pacemaker Obesity
Aneurysm Dementia , Palpitations Peptic ulcer(s)
Anxiety Depression Stents Peripheral vascular disease
Arthritis: Diabetes Valvular disease Pleurisy
Osteoarthritis Last: Hgd1 C#_______ Hemorrhoids -Pneunicnia
Degenerative Dilated eye exam______ Hepatitis A B C other Prostate problems
Psoriatic Urine for microalbumin High blood pressure Seizure disorder
Rheumatoid Diarrhea HIV/AIDS Sexually fransmitted disease(s)
Asthma Diverticulosis/diverticulitis Hyperthyroidism Sleep apnea
Atrial fibrillation Eating disorder Hypothyroidism Stroke
Bleeding problem Emphysema [rritable bowel TIA
Blood clots Fertility issues Kidney disease Tremors
Blood transfusion GERD Kidney failure Tuberculosis
Bronchitis Glaucoma Kidney stones Urinary:
Cancer Goiter Low back pain Frequency
- Dype Gout Lupus (SLE) Incontinence
CHF Headaches Mental illness/mood disorder Infection(s)
0 systolic {l diastolic Heart MRSA infection(s) Retention
Ejection fraction Arrhythmia Narcolepsy Varicose veins
| Crohn’s disease CAD (MD) Neuropathy Weight problems
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PSYCHOSOCIAL HISTORY:

Caffeine? Y/N Amount:

per day

Relationship status:

O Married

O Single

O Partnered

Tobacco? Y/N  Amount: perday 0 Widowed O Divorced O Other

Type of tobacco Quit yrs How do you identify your sexual orientation?
Alcohol? Y/N Amount Frequency____ {1 Heterosexual (opposite sex pariner) {J Gay/lesbiari (same sex partner)
Do you/or have you had a problem with drug use? Y/N: 0O Transgender (how do you want to be addressed? ) )
Do you exercise? Y/N Hours per week 1 Bisexual
Children? Y/N | Seatbelt usage % of time worn Have you had intercoutrse (oral, vaginal or rectal penetration) with a

Have you been hit or threatened in the past year? Y/N

male? Y/N

female? Y/N__




PSYCHOSOCIAL HISTORY continued
Employment History:

Are there any cultural or religious beliefs that need to be considered in your care? Y/N Ifyes, explain

Potential barrier to learning: [J none [J inability to understand English [ language if other than English
O blind O poorvision 0O deaf 0O decreased hearing 0O unable to talk’ O unabletoread [ memory loss

Learns best by: O reading 0O verbalinstruction O practicing 0O talking 0O watching 0O Other

Doyouhavea [ Durable Power of Attorney? Y/N
(list person(s)) (I Healthcare representative? Y/N ___
Yes O No O Out of hospital Do Not Resuscitate (DNR)
Yes {1 No 00 Did you bring copies of above documents with you today?

Would you like information on any of the above? Y/N

‘| and supplements ®

Other:

List all prescription [©) ©®
medications you are now ) (10)
taking 3) (1D
@ (12)
(3) (13)
*Additional space available |75y (18)
on page 3 for medications D) (15)

List all vitamins, hormones, | (1)

alternative remedies or any | (2) (65
over the counter %)) %)
medications you use

Y @ ®

J Allergies High blood pressure Hernia
Fatigue/weakness Sore throat Low blood pressure
Muscle weakness Hoarseness Swaollen leg(s) Urinary frequency
Change in appetite: loss__gain__ Trouble chewing Pain in legs when walking Incontinence
Weight: loss__gain___ Trouble swallowin, Varicose veins Urgency
Fever/chills S ; Phlebitis Decreased flow

Night sweats : D Painful urination
Dizziness Sputum production Indigestion/heartburn Hesitant flow
Coughing blood Choking Nighttime urination: # of times ____
Blurred vision Wheezing Nausea/vemiting Blood in urine
Double vision Shortness of breath when lying flat Vomiting blood Disch
Eye infections Shortness of breath at night Change in bowel habits:
Eye pain Decreased exercise tolerance Diarrhea ___ Constipation ___ Joint pain (s}
Ringing in the ears/tinnitus Unusual environmental exposures Bloating/gassiness Muscle pain(s)
Ear infections e ! | Frequency of BM Joint injury
Hearing loss Chest pain Black tarry stool Joint swelling
Ear pain Palpitations/irregular pulse Bloody steol Bone pain
Bloody nose Fainting Hemorrhoids Back pain
Congestion Rheumatic heart disease Abd, pain; Location

Nasal drainage : Murmur Jaundice




Extremity weakness

Breastluml.).

.Chlcl;—e}.l pox

Polio

S

Hrhw

PSA laboratory

Head/spine trauma Eczema Breast implants German Measles Rheumatic fever

Headaches: Psoriasis Nipple discharge Measles Scarlet fever
7| New onset __ worsening __ Hives Abnormal vaginal bleeding Mumps Tuberculosis

Numbness/tingling: loc: Dry skin Vaginal discharge

Foot pain/numbness Itehing Painful intercourse

Difficulty going to sleep Non-healing sores N

Frequent nighttime wakening Acne

Snoring Changing/new skin lesion H

Nervousness/anxiety Nail changes Gardasil Pneumonia

Depression i HEEN Hepatitis A Polio

Moody Bruising Hepatitis B Tetanus/T-dap

Phobias Bleeding Influenza Typhoid

Memory loss MMR Zostavax

Meningitis

(i Urinary: Decreased flow

Colonoscopy Breast examination
Gastroscopy Rectal/prostate exam Mammogram
Dental examination Testicular exam Pap smear

DEXA (bone density) [ Urethral discharge Rectal examination

Age of onset

[T regular {Jimregular

or delayed flow/ejaculation Flow: [} Heavy [Mod (I Light [J Pain/eramps w/menstrual flow
[2 Problems achieving/maintaining erection | Days of flow: Days btwn periods:
[2 Diminished libido No. of pregnancies: Live births: Miscarriages:

(i Flushing/Menopause [} Diminished libido O Infertility/infertility problems

[i Problems: .

Additional comments or infoermation:

Person completing form:

Signature

Date:

Provider signature:




