NEW PATIENT HEALTH HISTORY QUESTIONNAIRE

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

Name (Last, First, M.L): OmMm [OF ‘ DOB:

Email: Cell Number:

Previous or referring doctor:

PERSONAL HEALTH HISTORY

Reason for appointment:

Describe your current symptoms:

List any medical problems that other doctors have diagnosed

How many cigarettes do you
smoke?

How much alcohol do you drink?

Surgeries and hospitalizations

Year Reason Hospital

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

Date: Patient Signature:




