	EXCEL PRIMARY CARE, PLLC

3303 SOUTH LINDSAY ROAD, SUITE # 115, GILBERT, AZ 85297
	Date:

	
	

	HEALTH HISTORY QUESTIONNAIRE

	All questions contained in this questionnaire are strictly confidential 

	Name (Last, First, M.I.):
	
	(  M    (  F
	DOB:     
	Marital status:   
( Single     ( Partnered     
( Married   ( Separated     
( Divorced ( Widowed

	Previous doctor:
	
	Date of last physical exam:
	

	Reason for today’s visit:                                                                             How long have you had these symptoms?

	Past HEALTH HISTORY

	List any medical problems such as: HYPERTENSION, DIABETES, STROKE, HEART DISEASE, SEIZURES, DEPRESSION, OR HIGH CHOLESTEROL

	             

	

	

	Surgeries/Hospitalizations (please indicate: date/procedure/reason)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Menstrual/Obstetric History:                       Date of Last period:                              No of # pregnancies/ children       

Type of Contraception  :


	Name of Pharmacy currently using:                                           Phone Number:

	List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers

	Medication ( Name , dosage , frequency)
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Allergies to medications:   Name of drug/Type of Reaction

	
	

	
	

	Personal history

	

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

	Occupation
Alcohol  use

Smoke?

Drugs?

Living Will

	

	
	           Never                            How many drinks per week?                                                 Year Quit:



	
	Yes         No                 Cigarettes –   pks./day
Yes         No          What? _________________

Yes         No
	( # of yrs
	(  year quit
	


              Next Page (
	Family   History

	Does anyone in your family have or did have any of the following? (Parents, Siblings, Children) Please indicate who had what condition. 



	Colon Cancer                                                                   Breast Cancer                                        Hypertension

	Heart Attack                                                                    High Cholesterol

	Asthma                                                                           Diabetes


	REVIEW OF SYSTEMS

	Circle if you have any of the following symptoms :



	CONSTITUTIONAL:  Fever   Weight Loss   Insomnia   Fatigue
	URINATION:   Pain   Blood   Frequency   Incontinence

	HEART:  Hypertension   Chest Pain  Palpitations
	ENDOCRINE:  Diabetes   Hypothyroid   Cholesterol   Menopause



	LUNGS:  Cough   Shortness Of Breath   Asthma
	HEMATOLOGICAL:  Bleeding   Anemia   Transfusions

	G.I:  Pain   Nausea   Vomiting   Diarrhea   Jaundice    Ulcers

        Bleeding                   
	











