MEDICAL HISTORY QUESTIONNAIRE - Male

Name: ___________________________   

Date of appointment _______________

Birth date ________________

Primary care physician ___________________

Referring Physician ______________________

Next physician visit  _________

Describe the reason for your appointment (your main complaint/problem): ____________________________________________________________________________________________________________________________________________________________________

What goals do you hope to accomplish with therapy: 

____________________________________________________________________________________________________________________________________________________________________

When did the problem begin? ___________Is it getting better? (  Worse? (  Staying the same? (
Have you ever been treated for this problem? ________ If yes, how? __________________________________________________________________________________

List activities or things that you cannot do because of this problem.  (How do your symptoms affect your life): _________________________________________________________________________________

What are you doing to manage the problem currently: __________________________________________________________________________________

PAST MEDICAL HISTORY:  (Please mark if Yes)

	
	Childhood Illnesses
	
	High Blood Pressure
	
	Cancer

	
	Heart Problems
	
	Chronic Cough
	
	Emotional Problems

	
	Lung Disease
	
	Diabetes
	
	Psychiatric Disorder

	
	Kidney Disease
	
	Bowel Problems
	
	Arthritis

	
	Kidney Infections
	
	Seizure Disorder/Epilepsy
	
	Serious Injury, Accident

	
	Urinary Tract
	
	Stroke
	
	Glaucoma

	
	Liver Disease
	
	Neurologic Disease
	
	Thyroid Problems

	
	Back Problems
	
	TB
	
	Other


SURGICAL HISTORY:  Have you ever had any operations?   Yes (  No (  (If yes, please list)

Type of  Surgery

Reason for Surgery
 

Date of Surgery
MEDICATIONS:  Please list all of your present medications, including doses: 

________________________________________________________________________________________________

________________________________

________________________________

________________________________                     

​​​​​​​​​​

_____________________________________

_____________________________________

_____________________________________

_____________________________________

______________________________________

_____________________________________

Do you have any allergies to medicines?  Yes (  No (   Please list all medication allergies and reactions:

________________________________

________________________________

________________________________

_____________________________________

_____________________________________

_____________________________________

SOCIAL HISTORY:

Current Marital Status: S ( M ( W ( D (
Are you sexually active?  Yes ( No ​(
Occupation:____________________________

Retired?  Yes ( No (
Have you ever smoked tobacco? Yes ( No ​( 

If so, how much? _________________________ 

Have you quit? Yes ( No (
Do you drink alcohol? Yes ( No ( 

If so, how much? _________________________

Do you use any street drugs? Yes ( No (
If so, what? ______________________________

HEALTH HABITS: (Please answer in space provided)

Do you see a doctor regularly for exams? _______________________________

How many hours do you sleep at night? ________________________________

Do you eat a well-rounded diet? ______________________________________

Do you exercise regularly?  __________________________________________


If yes, what type of exercise? __________________________________

Do you consider yourself to be healthy? ________________________________

Do you have any physical limitations? __________________________________

