INTAKE QUESTIONNAIRE  (please fill out completely)  ___________________Name
	Surgical History

	Surgery
	Date
	Place

	
	
	

	
	
	

	
	
	

	
	
	

	Past Medical History  (check those that apply)

	____ Diabetes Type 2
	____IV Drug Use
	____Diabetes Type 1

	____Hypertension
	____Prescription Med Abuse
	____Glaucoma

	____Hyperlipidemia
	____Coronary Artery Disease
	____Heart Attack

	____Hypothyroidism
	____Seizures
	____Hepatitis B

	____Cancer (specify     )
	
	____Hepatitis C

	____Bipolar Disorder
	____Stroke
	____PVD

	____Depression
	____Allergic Rhinitis
	____Suicide Attempt

	____Anxiety
	____Anemia
	____Sexually Transmitted Disease

	____Alcohol Abuse
	____Asthma
	____Other (specify)

	
	
	

	Social History  (please circle or write your answers)

	Occupation
	

	Education
	Middle school    high school        Some college     college grad

	Marital Status
	Single      Married      Separated       Divorced         Widowed

	Exercise Level
	None       Low       Moderate        High

	Diet
	Regular     Vegetarian       Vegan

	General stress level
	Low           Moderate          high

	Smoking
	Yes           No                        How much per day?

	Alcohol Intake
	None        Rare      Occasional    Frequent

	Caffeine Intake
	None        Rare      Occasional    Frequent

	Chewing Tobacco
	Yes           No                         How many times per day?

	Illicit Drugs
	Yes           No

	Guns present in the home
	Yes           No

	Seat belts used routinely
	Yes           No

	Sunscreen used routinely
	Yes           No

	Smoke alarm in home
	Yes           No

	Advance directives
	Yes           No

	Tobacco Years of use
	

	Alcohol Years of use
	

	Sexually active?
	Yes            No

	

	

	Family History

	Family Member
	Illness
	Age at death

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Specialty Physician(s) that you currently see for medical care

	Name
	Specialty
	Phone #

	
	
	

	
	
	

	
	
	

	
	
	



