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Patient Health Questionnaire

Date:

Name:

Date of Birth: Age:

Referring Physician/PCP:

Mode: ambulatory wheel chair stretcher

Do you need an interpreter? Yes _ No___ If Yes,arranged?__ Refused:
RS\ CTe [Ter-V W g [N T0] g% Check if you have a history of any problems listed below

UHeart failure UAnemia UKidney disease/Dialysis
UHeart attack QUlcers WTuberculosis/PPD
Ulrregular heart beat UWColon cancer UHIV/AIDS

UHeart murmur WColon polyps UArthritis/Rheumatoid
QAntibiotics before dental work | QHepatitis UStroke

UHigh blood pressure QUlcerative Colitis USeizure Disorder
UDiabetes UCrohn’s Disease UDepression

UHigh Cholesterol Ulrritable/spastic bowel UAnxiety

U COPD/Emphysema/Asthma UGERD/Reflux UEndometriosis
UHypo/Hyperthyroid UBreast cancer USleep apnea
UClotting disorder UProstate cancer UOther cancer
UBlood Transfusion UUterine cancer UOther

4 DVT/PE

Check if you have had any of the surgeries below and list year of your surgery
QGallbladder removal O Mastectomy/Lumpectomy
UAppendectomy UHysterectomy

UColon or bowel resection UOvary removal

UUlcer surgery UC-Section

QArtificial Joint OTubal ligation

UHeart bypass UHernia Repair

UArtificial heart valve UHemorrhoid removal

UCoronary Stent UColonoscopy

OUpper Endoscopy QOther

(O] g g=la ] M\ Lo [V [O]aR Include prescription, over the counter, home and herbal remedies

\Y [TelTorzVu o] gk 0o W oTeJo WAL ET o] LEEs: Include type of reaction O No known allergies

LI WA\ LT [TV g TSI C0] g% Check if a blood relative has had a history of any problem listed below

UHeart Disease QColon Cancer QLiver Disease
UHigh Blood Pressure UColon Polyps UPancreatic problem
UDiabetes UUlcers UGallbladder problem
OBreast Cancer QUlcerative Colitis dAnemia

QUterine Cancer dCrohn’s Disease QOther

UOther 1 Stomach Cancer UOther
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None ever

Social History
Smoking: None now

Currently how many/day? # of years?
In past how many/day? # of years?
When did you quit?

Alcohol: dNone now U None ever

How many cocktails/beer/wine

Cups of coffee/day

History of recreational drug use? dNone IV drugs

Occupation

Caffienated soft drinks/day

Intranasal

daily/weekly/monthly/yearly (Circle one)

Other

U Disabled Q Retired 4 Unemployed

Marital Status: ASingle OMarried QDivorced OWidowed QDomestic partnership

Children ages and health

Review of Systemsjess symptoms you are currently having or have had in the last 3 months

UFatigue

UWeight loss-unintended
dWeight gain

UFever

URash
Qltching
QJaundice/Yellowing of eyes

USwelling in neck
dSores in mouth
URinging in ears
UVertigo
UDifficulty hearing
ONose bleeds

QPain in throat
UHoarseness

U Glaucoma/Cataracts

UCough

UShortness of breath
Q-with exertion
d-when laying down
U-at night when sleeping

UWheezing

UChest pain
dSwelling in legs
UPain in calf when walking

Patient signature

UNausea
UVomiting
UL oss of appetite
UHeartburn
QPain when swallowing
UFood sticking in chest
UAbdominal pain
U-after eating
Q-before eating
Q-at night

U Abdominal bloating/swelling
UDiarrhea
Q-at night
UConstipation
UBlood in stool
QOily stools
URectal pain/pressure
UL eakage of stool

U Loss of bladder control
U-when coughing/laughing

WBurning with urination

UFrequent urination

UBlood in urine

QUrinating at night

UEasy bruising

Date

Date

MD/PA signature

Men:
Q-Slow urine stream
Q-Difficulty with erection
Women:
O-Last period
Q-Irregular periods
U-Heavy menstrual bleeding
Q-Painful intercourse

QJoint pain/swelling

Nervousness
UDepression
QlInsomnia

UBlackouts
OHeadaches
UDifficulty speaking
UTremors

ULoss of body hair
QlIncreased thirst
UHeat or cold intolerant

QOther
QOther

U All others negative
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