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	Date:
	

	HEALTH HISTORY QUESTIONNAIRE

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

	Name (Last, First, M.I.):
	
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	DOB
	

	Phone 

	Marital status
	 FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Partnered      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Separated      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widowed

	Pharmacy
	

	Emergency contact
	
	Phone
	


	PERSONAL HEALTH HISTORY

	Check if you have, or have had any symptoms in the following areas to a significant degree and briefly explain.

	 FORMCHECKBOX 

	Skin 
	 FORMCHECKBOX 

	Cancer 
	 FORMCHECKBOX 

	Blood Disorder

	 FORMCHECKBOX 

	Head/Neck 
	 FORMCHECKBOX 

	Back 
	 FORMCHECKBOX 

	Circulation

	 FORMCHECKBOX 

	Eyes/Ears 
	 FORMCHECKBOX 

	Intestinal/GI
	 FORMCHECKBOX 

	Diabetes

	 FORMCHECKBOX 

	Nose 
	 FORMCHECKBOX 

	Bladder 
	 FORMCHECKBOX 

	Depression/Anxiety

	 FORMCHECKBOX 

	Throat 
	 FORMCHECKBOX 

	Bowel 
	 FORMCHECKBOX 

	Liver

	 FORMCHECKBOX 

	Lungs 
	 FORMCHECKBOX 

	Heart Disease 
	 FORMCHECKBOX 

	Gout

	 FORMCHECKBOX 

	Bones
	 FORMCHECKBOX 

	Thyroid
	 FORMCHECKBOX 

	Kidney Stones

	 FORMCHECKBOX 

	Neurological
	 FORMCHECKBOX 

	Sleep Apnea
	 FORMCHECKBOX 

	Other pain/discomfort


	List any medical problems that other doctors have diagnosed

	
	
	

	
	
	

	
	
	

	
	
	

	Surgeries

	Year
	Reason
	Hospital

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Other hospitalizations

	Year
	Reason
	Hospital


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	WOMEN ONLY

	Date of last menstruation: 

	Period every       days

	Heavy periods, irregularity, spotting, pain, or discharge?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any hot flashes or sweating at night?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	MEN ONLY

	Any difficulty with erection or ejaculation?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	HEALTH HABITS 

	Exercise
	 FORMCHECKBOX 
 Sedentary (No exercise)

	
	 FORMCHECKBOX 
 Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

	
	 FORMCHECKBOX 
 Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

	
	 FORMCHECKBOX 
 Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

	Alcohol
	Do you drink alcohol?

	
	If yes, what kind? 

	
	How many drinks per week? 

	
	Are you prone to “binge” drinking?

	Tobacco
	Do you use tobacco? 

	
	Are you a Former Smoker?

	
	 FORMCHECKBOX 
 Cigarettes – Packs per day 
	 FORMCHECKBOX 
Electronic Cirgarette
	 FORMCHECKBOX 
 Chew - #/day 
	 FORMCHECKBOX 
 Pipe - #/day 
	 FORMCHECKBOX 
 Cigars - #/day 

	
	  Number of years smoking
	Year stopped smoking?


	MEDICATIONS

	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
	Severity

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	ALLERGIES TO FOODS

	Name the food or ingredient (milk, whey, cocoa, etc.)
	Reaction You Had
	Severity

	
	
	

	
	
	

	
	
	

	
	
	


	FAMILY HEALTH HISTORY


	
	AGE
	SIGNIFICANT HEALTH PROBLEMS

	Father

Alive or Deceased
	
	

	Mother

Alive or Deceased
	
	

	Sibling
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	Grandmother

Maternal
	
	

	Grandfather

Maternal

	
	

	Grandmother

Paternal

	
	

	Grandfather

Paternal
	
	

	Children
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	

	
	 FORMCHECKBOX 
M

 FORMCHECKBOX 
F
	


	Weight HISTORY (For Weight loss patients only)

	Have you ever been overweight?
 FORMCHECKBOX 
 Childhood-(Ages 2-11 years)       FORMCHECKBOX 
 Adolescence -(Ages 12-19)        FORMCHECKBOX 
 Age 20-29 years      FORMCHECKBOX 
 Age 30-40 years       FORMCHECKBOX 
 Over 40 years old

	Are you currently dieting?                          If yes, are you on a physician prescribed medical diet?

	What diet plans/weight loss methods have you tried? Were they successful? How much did you lose? (Please be as specific as possible) (Examples-Jenny Craig, Nutri-system, starvation, medications, hypnosis, weight watchers, etc.)

	Method
	Weight Lost
	How long maintained
	Why did you stop
	Problems

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	What is your desired goal weight?

	When did you last weight this amount?

	How much do you expect to lose in this program?

	Have you ever eaten a large amount of food rapidly and felt this eating incident was excessive and out of control?

	How often has it happened in the last year?                                  Monthly?                         Daily?

	Have you ever purged (self-induced vomiting, laxatives or diuretics)?         FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Have you ever experienced a dramatic mood change during dieting (especially anxiety or depression)?

	How often do you eat out in a week?

	# Of meals you eat in an average day?

	Rank salt intake             FORMCHECKBOX 
 High           FORMCHECKBOX 
Medium            FORMCHECKBOX 
Low

	Rank fat intake              FORMCHECKBOX 
 High           FORMCHECKBOX 
Medium            FORMCHECKBOX 
Low

	Caffeine                      FORMCHECKBOX 
None           FORMCHECKBOX 
Coffee              FORMCHECKBOX 
Tea         FORMCHECKBOX 
Cola        # of cups/cans per day?


PATIENT HEALTH QUESTIONNAIRE (PHQ-9)
Over the last 2 weeks, how often have you been bothered by any of the following problems?

Please circle your answers.

	 PHQ-9 
	Not at all 
	Several days 
	More than half the days 
	Nearly every day 

	1. Little interest or pleasure in doing things. 
	0 
	1 
	2 
	3 

	2. Feeling down, depressed, or hopeless. 
	0 
	1 
	2 
	3 

	3. Trouble falling or staying asleep, or sleeping too much. 
	0 
	1 
	2 
	3 

	4. Feeling tired or having little energy. 
	0 
	1 
	2 
	3 

	5. Poor appetite or overeating. 
	0 
	1 
	2 
	3 

	6. Feeling bad about yourself – or that you are a failure or have let yourself or your family down. 
	0 
	1 
	2 
	3 

	7. Trouble concentrating on things, such as reading the newspaper or watching television. 
	0 
	1 
	2 
	3 

	8. Moving or speaking so slowly that other people could have noticed. Or the opposite – being so fidgety or restless that you have been moving around a lot more than usual. 
	0 
	1 
	2 
	3 

	9. Thoughts that you would be better off dead, or of hurting yourself in some way. 
	0 
	1 
	2 
	3 

	Add the score for each column
	
	
	
	


                                                                   Total Score (add your column scores): ______________ 
If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or get along with other people? (Circle one) 
      Not difficult at all         Somewhat difficult            Very Difficult           Extremely Difficult
GAD-7

Over the last 2 weeks, how often have you been bothered by any of the following problems? Please circle your answers.
	 Over the last 2 weeks, how often have you been bothered by any of the following problems? Please circle your answers. 
	Not at all sure 
	Several days 
	Over half the days 
	Nearly every day 

	1. Feeling nervous, anxious, or on edge. 
	0 
	1 
	2 
	3 

	2. Not being able to stop or control worrying. 
	0 
	1 
	2 
	3 

	3. Worrying too much about different things. 
	0 
	1 
	2 
	3 

	4. Trouble relaxing. 
	0 
	1 
	2 
	3 

	5. Being so restless that it’s hard to sit still. 
	0 
	1 
	2 
	3 

	6. Becoming easily annoyed or irritable. 
	0 
	1 
	2 
	3 

	7. Feeling afraid as if something awful might happen. 
	0 
	1 
	2 
	3 

	Add the score for each column
	
	
	
	


                                                                                  Total Score (add your column scores): ______________
 If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or get along with other people? (Circle one) 

         Not difficult at all              Somewhat difficult                Very Difficult                       Extremely Difficult
BEDS-7
The following questions ask about your eating pattern and behaviors within the last 3 months. For each question, choose the answer that best applies to you.
1. During the last 3 months, did you have any episodes of excessive overeating 
(i.e., eating significantly more than what most people would eat in a similar period of time)?        YES        NO

NOTE: IF YOU ANSWERED “NO” TO QUESTION 1, YOU MAY STOP. THE REMAINING QUESTIONS DO NOT APPLY TO YOU.  
        2.   Do you feel distressed about your episodes of excessive overeating?                                                            YES        NO

Within the past 3 months…

3. During your episodes of excessive overeating, how often did      
you feel like you had no control over your eating 
(e.g., not being able to stop eating, feel compelled to eat,
 or going back and forth for more food)?                                      Never or Rarely    Sometimes     Often      Always

4. During your episodes of excessive overeating,

how often did you continue eating even though you 

were not hungry?                                                                          Never or Rarely    Sometimes     Often      Always

5. During your episodes of excessive overeating, how

often were you embarrassed by how much you ate?                   Never or Rarely    Sometimes     Often      Always

6. During your episodes of excessive overeating, how 

often did you feel disgusted with yourself or guilty

afterward?                                                        

            Never or Rarely    Sometimes     Often      Always
7. During the last 3 months, how often did you make 

yourself vomit as a means to control your weight or

shape?






            Never or Rarely    Sometimes     Often      Always
Patie
---------------------------------------------------------------------------------------------------------------------------------------
STOP-BANG SLEEP APNEA QUESTIONNAIRE 

	STOP
	
	

	Do you SNORE loudly (louder than talking or loud enough to be heard through closed doors)?
	YES
	NO

	Do you often feel TIRED, fatigued, or sleepy during daytime?
	YES
	NO

	Has anyone OBSERVED you stop breathing during your sleep?
	YES
	NO

	Do you have or are you being treated for high blood PRESSURE?
	YES
	NO


Staff will fill out the following:

	BANG
	
	

	BMI more than 35 kg/m2?
	YES
	NO

	AGE over 50 years old?
	YES
	NO

	NECK circumference > 16 inches?   Neck circumference_______
	YES
	NO

	GENDER: Male?
	YES
	NO


For general population:
Low risk of OSA: yes to 0-2 questions
Intermediate risk of OSA: Yes to 3-4 questions
High risk of OSA: Yes to 5-8 questions or Yes to 2 or more of STOP questions and 1 of the following- Male gender, BMI > 35 kg/m2 or neck circumference.    
Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist

	Patient Name:
	Date:

	Please answer the questions below, rating yourself on each of the criteria shown using the

scale on the right side of the page. As you answer each question, place an X in the box that

best describes how you have felt and conducted yourself over the past 6 months. Please give

this completed checklist to your healthcare professional to discuss during today’s

appointment.
	Never
	Rarely
	Sometimes
	Often
	Very Often

	1. How often do you have trouble wrapping up the final details of a project,

once the challenging parts have been done?
	
	
	
	
	

	2. How often do you have difficulty getting things in order when you have to do

a task that requires organization?
	
	
	
	
	

	3. How often do you have problems remembering appointments or obligations?
	
	
	
	
	

	4.When you have a task that requires a lot of thought, how often do you avoid

or delay getting started?
	
	
	
	
	

	5. How often do you fidget or squirm with your hands or feet when you have

to sit down for a long time?
	
	
	
	
	

	6. How often do you feel overly active and compelled to do things, like you

were driven by a motor?
	
	
	
	
	

	                                                                                                                                                                                                                Part A

	7. How often do you make careless mistakes when you have to work on a boring or

difficult project?
	
	
	
	
	

	8. How often do you have difficulty keeping your attention when you are doing boring

or repetitive work?
	
	
	
	
	

	9. How often do you have difficulty concentrating on what people say to you,

even when they are speaking to you directly?
	
	
	
	
	

	10. How often do you misplace or have difficulty finding things at home or at work?
	
	
	
	
	

	11. How often are you distracted by activity or noise around you?
	
	
	
	
	

	12. How often do you leave your seat in meetings or other situations in which

you are expected to remain seated?
	
	
	
	
	

	13. How often do you feel restless or fidgety?
	
	
	
	
	

	14. How often do you have difficulty unwinding and relaxing when you have time

to yourself?
	
	
	
	
	

	15. How often do you find yourself talking too much when you are in social situations?
	
	
	
	
	

	16. When you’re in a conversation, how often do you find yourself finishing

the sentences of the people you are talking to, before they can finish

them themselves?
	
	
	
	
	

	17. How often do you have difficulty waiting your turn in situations when

turn taking is required?
	
	
	
	
	

	18. How often do you interrupt others when they are busy?
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