HEALTH QUESTIONNAIRE

NAME:________________________________________________DATE:___________

Please fill out this form to the best of your ability.  If you have questions regarding any of these topics, please place a question mark next to the topic and this will be reviewed by the nurse or doctor. 

Who is your family physician?__________________________Dentist?______________

MAJOR ILLNESSES:  Do you presently have, or have you had in the past:

	Diabetes?
	Yes____
	No___

	Stroke?
	Yes____
	No___

	Tuberculosis?
	Yes____
	No___

	High Blood Pressure?
	Yes____
	No___

	Kidney disease (kidney stones)?
	Yes____
	No___

	Liver Disease?
	Yes____
	No___

	Lung disease?
	Yes____
	No___

	Serious Infections?
	Yes____
	No___

	Asthma?
	Yes____
	No___

	Stomach, esophageal or bowel disease?
	Yes____
	No___

	Thyroid Disease?
	Yes____
	No___

	Other serious illness?
	Yes____
	No___

	Significant Infections/transfusions
	Yes____
	No___

	
	
	


OPERATIONS: 

Please list all operations which you have had, the appropriate date, where they were performed, and complications (if any). 
	PROCEDURE
	DATE
	PLACE OF PROCEDURE
	COMPLICATION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


ALTERNATIVE THERAPY:

	HERBS

	VITAMINS

	OTHER
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ALLERGIES:

	Do you have problems with hayfever?
	YES___
	NO___

	Do you have skin allergies or hives?
	YES___
	NO___

	Allergies/sensitivities to medications?
	YES___
	NO___

	If you answered “yes” to the above, please list:
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Do you smoke?
	YES___
	NO___

	If so, at what age did you start?
	
	

	If you quit, at what age?
	
	

	Do you consume alcohol?
	YES___
	NO___

	If so, how often?  (Please specify per day, week, etc)
	
	

	Do you use drugs?
	
	

	If so, what?
	
	

	Have you had any radiation, chemical, or Asbestos Exposure
	YES___
	NO___


SOCIAL- FAMILY HISTORY:

	What is your occupation?
	
	

	Are you retired?
	YES___
	NO___

	    When did you retire?
	
	

	    Why did you retire?
	
	

	Are you:   Married    Single   Divorced   Widowed?
	
	

	Where do you reside?               City                  State
	
	

	Number of children?  Sons:____  ages_____________
	
	

	                     Daughters:_______ages______________
	
	

	Is there any family history of cancer?
	YES___
	NO___

	If so, relationship and type of cancer?

	
	

	
	
	

	
	
	

	 Have you ever had previous radiation therapy?
	YES___
	NO___

	   If yes, where?
	
	

	   For what purpose?
	
	

	   When?
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	Is your vision normal?
	YES___
	NO___

	Are you nearsighted?
	YES___
	NO___

	Are you farsighted?
	YES___
	NO___

	Do you wear reading glasses/contact lenses?
	YES___
	NO___

	Have you had blurring of your vision?
	YES___
	NO___

	Have you had double vision?
	YES___
	NO___

	Have you had glaucoma?
	YES___
	NO___

	Do you have earaches, ringing of ears, hearing loss, dizziness or ear drainage?
	YES____
	NO___

	Do you have nasal discharge or nose bleeds?
	YES___
	NO___

	Are your teeth in good condition or poor condition?
	GOOD___
	POOR___

	   If your teeth are in poor condition, please describe:
	
	

	
	
	

	Do you wear dentures?
	YES___
	NO___

	Who is your dentist?
	YES____
	NO___

	Do you have a sore tongue?
	YES_____
	NO___

	Do you have a problem with sore throat?
	YES___
	NO___

	Do you have difficulty swallowing?
	YES___
	NO___

	Do you have hoarseness or change in your voice?
	YES___
	NO___

	Do you have shortness of breath at rest?
	YES___
	NO___

	Do you have shortness of breath with exertion?
	YES____
	NO___

	    If yes, how much exertion?______________________
	
	

	Do you have a cough?
	YES___
	NO___

	Do you have wheezing?
	YES___
	NO___

	Do you have production of sputum?
	YES___
	NO___

	    If yes, describe its appearance___________________
	
	

	Do you cough up blood?
	YES___
	NO___

	Do you have pain in your chest?
	YES___
	NO___

	Do you have heart palpitations?
	YES___
	NO___

	Do you have angina?
	YES___
	NO___

	Do you have swelling of your legs?
	YES___
	NO___

	Is your appetite good?
	YES____
	NO___

	Do you have nausea, vomiting, fever, chills, night sweats or weight loss?
	YES____
	NO___

	If you have had weight loss, how much, over what period of time?_________________________________
	
	

	Are you bothered with burping?
	YES___
	NO___

	Have you ever vomited blood?
	YES___
	NO___

	Do you have pain in your abdomen?
	YES___
	NO___

	Do any food cause you problems?
	YES____
	NO___

	  If yes, please list:
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	Have you ever had jaundice?
	YES___
	NO___

	Do you have problems with constipation?
	YES___
	NO___

	Do you have problems with diarrhea?
	YES___
	NO___

	Do you have problems with hemorrhoids?
	YES___
	NO___

	Do you have hernias or ruptures?
	YES___
	NO___

	Have you had any changes in your bowel habits?
	YES___
	NO___

	Have you had blood in your stools?
	YES___
	NO___

	Do you have urinary frequency?
	YES___
	NO___

	   If yes, how many times do you void during the day?
	
	

	   If yes, how many times do you get up at night?
	
	

	Do you have painful urination?
	YES___
	NO___

	Do you have difficulty starting urination?
	YES___
	NO___

	Do you have blood in your urine?
	YES___
	NO___

	Have you had previous urinary tract infections?
	YES___
	NO___

	Do you have skin itching, lesions, or bruising?
	YES___
	NO___

	Do you have anemia?
	YES___
	NO___

	Do you have a blood clotting disorder?
	YES___
	NO___

	Do you have headaches?
	YES___
	NO___

	Do you have problems with nervousness?
	YES___
	NO___

	Do you have problems with insomnia (falling asleep)?
	YES___
	NO___

	Do you have problems with dizziness?
	YES___
	NO___

	Do you have convulsions or seizures?
	YES___
	NO___

	Do you have abnormal sensations in your arms or legs?
	YES___
	NO___

	Do you have muscle tremor or twitching?
	YES___
	NO___

	Do you have arthritis?
	YES___
	NO___

	   If yes, where?_________________________________
	
	

	Do you have gout?
	YES____
	NO___

	Do you have pain or stiffness in your spine?
	YES___
	NO___

	Have you had a sexually transmitted disease?
	YES___
	NO___

	WOMEN:
	
	

	Do you have vaginal bleeding?
	YES___
	NO___

	Do you have vaginal discharge?
	YES___
	NO___

	Date of last PAP smear:__________________________
	
	

	Date of last mammograms:_______________________
	
	

	Pregnancies:_____Miscarriages____Live Births:_____

Abortions:________
	
	

	Have you had any changes in your breasts or nipple discharge?
	YES___
	NO___

	Do you have any questions about Radiation Therapy?
	YES___
	NO___

	Would you like information regarding advanced directives (Living Will)
	YES___
	NO___


