


 

 

 

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 

  

  

  

 

HEALTH HABITS AND PERSONAL SAFETY 

 

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL. 

 Sedentary (No exercise) 

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

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

Exercise 

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

Are you dieting? Yes No 

If yes, are you on a physician prescribed medical diet? Yes No 

# of meals you eat in an average day? 

Rank salt intake  Hi  Med  Low 

Diet 

Rank fat intake  Hi  Med  Low 

 None  Coffee  Tea  Cola Caffeine 

# of cups/cans per day? 

Do you drink alcohol? Yes No 

If yes, what kind? 

How many drinks per week? 

Are you concerned about the amount you drink? Yes No 

Have you considered stopping? Yes No 

Have you ever experienced blackouts? Yes No 

Are you prone to “binge” drinking? Yes No 

Alcohol 

Do you drive after drinking? Yes No 

Do you use tobacco? Yes No 

  Cigarettes – pks./day   Chew - #/day   Pipe - #/day   Cigars - #/day 

Tobacco 

  # of years   Or year quit 

Drugs Do you currently use recreational or street drugs? Yes No 



 

 

 Have you ever given yourself street drugs with a needle? Yes No 

Are you sexually active? Yes No 

If yes, are you trying for a pregnancy? Yes No 

If not trying for a pregnancy list contraceptive or barrier method used: 

Any discomfort with intercourse? Yes No 

    

Sex 

Illness related to the Human Immunodeficiency Virus (HIV), such as AIDS, has become a major public health 
problem. Risk factors for this illness include intravenous drug use and unprotected sexual intercourse. Would 
you like to speak with your provider about your risk of this illness? Yes No 

Do you live alone? Yes No 

Do you have frequent falls? Yes No 

Do you have vision or hearing loss? Yes No 

Do you have an Advance Directive or Living Will? Yes No 

Would you like information on the preparation of these? Yes No 

    

Personal 
Safety 

Physical and/or mental abuse have also become major public health issues in this country. This often takes 
the form of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this 
issue with your provider? Yes No 

 

FAMILY HEALTH HISTORY 

 
 AGE SIGNIFICANT HEALTH PROBLEMS  AGE SIGNIFICANT HEALTH PROBLEMS 

Father     M
  F   

Mother     M
  F   

  M 
  F     M

  F   

  M 
  F   

Children 

  M
  F   

  M 
  F   Grandmother

Maternal 
  

  M 
  F   Grandfather 

Maternal 
  

  M 
  F   Grandmother

Paternal 
  

Sibling 

  M 
  F   Grandfather 

Paternal 
  

 

MENTAL HEALTH 

Is stress a major problem for you? Yes No 

Do you feel depressed? Yes No 

Do you panic when stressed? Yes No 

Do you have problems with eating or your appetite? Yes No 

Do you cry frequently? Yes No 

Have you ever attempted suicide? Yes No 

Have you ever seriously thought about hurting yourself? Yes No 

Do you have trouble sleeping? Yes No 

Have you ever been to a counselor? Yes No 



 

 

 

WOMEN ONLY 

Age at onset of menstruation: 

Date of last menstruation: 

Period every _____ days 

Heavy periods, irregularity, spotting, pain, or discharge? Yes No 

Number of pregnancies _____  Number of live births _____ 

Are you pregnant or breastfeeding? Yes No 

Have you had a D&C, hysterectomy, or Cesarean? Yes No 

Any urinary tract, bladder, or kidney infections within the last year? Yes No 

Any blood in your urine? Yes No 

Any problems with control of urination? Yes No 

Any hot flashes or sweating at night? Yes No 

Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period? Yes No 

Experienced any recent breast tenderness, lumps, or nipple discharge? Yes No 

Date of last pap and rectal exam? 

 

MEN ONLY 

Do you usually get up to urinate during the night? Yes No 

If yes, # of times _____ 

Do you feel pain or burning with urination? Yes No 

Any blood in your urine? Yes No 

Do you feel burning discharge from penis? Yes No 

Has the force of your urination decreased? Yes No 

Have you had any kidney, bladder, or prostate infections within the last 12 months? Yes No 

Do you have any problems emptying your bladder completely? Yes No 

Any difficulty with erection or ejaculation? Yes No 

Any testicle pain or swelling? Yes No 

Date of last prostate and rectal exam? Yes No 

 

OTHER PROBLEMS 

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

 

 Skin  Chest/Heart Recent changes in: 

 Head/Neck  Back Weight 

 Ears  Intestinal Energy level 

 Nose  Bladder Ability to sleep 

 Throat  Bowel Other pain/discomfort: 

 Lungs  Circulation   



 

 

REGISTRATION FORM 
(Please Print) 

Today’s date: PCP: 

PATIENT INFORMATION 

Patient’s last name: First: Middle: Marital status (circle one) 

 

 Mr. 
 Mrs. 

 Miss 
 Ms. Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

 Yes  No          /          /   M  F 

Street address: Social Security no.: Home phone no.: 

  (          ) 

P.O. box: City: State: ZIP Code: 

    

Occupation: Employer: Employer phone no.: 

  (          ) 

Chose clinic because/Referred to clinic by (please check one box):  Dr.   Insurance Plan  Hospital 

 Family  Friend  Close to home/work  Internet  Other  

Other family members seen here:  

Pharmacy Telephone Number: 

INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient here?  Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by insurance?  Yes  No  

Please indicate primary insurance  Aetna  Blue Cross  Cigna  GHEA  Humana 

 Medicare  Medicaid  UniCare  United HealthCare  Other  

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-payment: 

         /       /   $ 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.: 

    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I 
am financially responsible for any balance. I also authorize [Name of Practice] or insurance company to release any information required to process 
my claims. 

     

 Patient/Guardian signature  Date  



 

 

Diet:  This profile is meant to approximate your dietary intake.  Study the following 
statements and choose the most accurate response for you 

 How many servings of food do you eat that are  
 high in fiber, such as whole grain bread, high  
 fiber cereal, fresh fruits or vegetables? 

 

   Rarely or Never 

 

   1 – 2 servings 

 

   3 – 4 servings 

 

   5 – 6 servings 

 How many servings per day of food do you eat  
 that are high in cholesterol or fats such as fatty  
 meat, cheese, fried foods or eggs? 

 

   Rarely or Never 

 

   1 – 2 servings 

 

   3 – 4 servings 

 

   5 – 6 servings 

 How many servings per day do you eat lean  
 sources of protein such as fish, grains and  
 legumes, low-fat dairy products or eggs? 

 

   Rarely or Never 

 

   1 – 2 servings 

 

   3 – 4 servings 

 

   5 – 6 servings 

 How many servings per day do you eat red meat,  
 such as hamburgers, steak and other beef  
 products? 

 

    Rarely or Never 

 

    1 - 2 servings 

 

    3 - 4 servings 

 

    5 - 6 servings 

 How many servings of butter or cream do you  
 usually eat each day?(serving size: one pat of  
 butter or one tablespoon of cream) 

 

    Rarely or Never 

 

    1 - 2 servings 

 

     3 - 4 servings 

 

     5 - 6 servings 

 How often do you eat salty foods, cook with salt  
 or add salt to food at the table per day? 

 

    Rarely or Never 

 

     1 - 2 times 

 

       3 - 4 times 

 

        5 - 6 times 

 How often do you eat sweets, foods containing a  
 lot of sugar, or soft drinks with sugar per day? 

 

    Rarely or Never 

 

     1 - 2 times 

 

       3 - 4 times 

 

        5 - 6 times 

 How many caffeine drinks (such as  coffee, tea,  
 or soft drinks) do you drink  per day? 

 

    Rarely or Never 

 

     1 - 2 times 

 

       3 - 4 times 

 

        5 - 6 times 

 How many meals do you have each day?  

      1 meal/day 

 

2-3 meals/day 

 

4-5 meals/day 

 

> 5  meals/day 

 How many glasses of water do you have each day?  

    Rarely or Never 

 

   1 - 2 glasses 

 

    3 - 4 glasses 

 

  > 5 glasses 
 
Exercise Profile:  This profile is meant to approximate your weekly exercise routine.  Study 
the following statements and choose the most accurate response for you 

 In the average week, how many times do you engage 
 in aerobic exercise (30 minutes or more)? 

 

Never 

 

1 to 2x/wk 

 

3 to 4x/wk 

 

     5x 
or      more/wk

 How often do you do exercises to build your  
 strength, such as sit-ups, push-ups, or weight  
 training? 

 
Never 

 
1x/wk 

 
2x/wk 

 
> 2x/wk 

 
 
 
 



 

 

Sexual Health Profile:  This profile measures your attitude towards sex and sexuality.  Study 
the following statements and choose the most accurate response for you 

 Are you emotionally and physically satisfied with your sexuality? 
 

Yes 

 

No 

 

Not Sure 

    

 In your lifetime, you have engaged in sexual activities with? 
 

Men 

 

Women 

 

Both 

 

Neither

  

 On average, how often do you have sexual intercourse? 
 

Never 

 

1x/month 

 

1x/wk 

 

3x/wk 

 

> 5x/wk 

 When engaged in sexual intercourse, do you achieve orgasm? 

 

Never 

 

Almost 
Never 

 

On 
Occasion 

 

Often 

 

Almost 
Always 

 
DHEA 
 Question Never/ 

None 
Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Sparse axillary hair (under arms)?      
 Thin and sparse pubic hair?      
 Fatty lower abdomen?      
 Ill-Being (non well-being)?      
 Lack of sexual attraction/interest?      
 Frequent Illness/Depressed Immune system?      
 Dry Hair?     
 Dry Skin and Eyes?     
 Intolerance to Noise?     
 

Testosterone  

 Question Never/ 
None 

Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Fitness: Poor flexibility?      
 Fitness: Decreased muscle strength?      
 Body fat: Excess fat on breasts?      
 Body fat: Fat on belly?      
 Body fat: Fat on hips and buttocks?     
 Body fat: Cellulite (thighs/buttocks)?      
 General health: Varicose veins?     
 General health: Bruise easily?      
 General health: Dry eyes?     
 Emotional/Mental: Loss of drive to succeed?      
 Emotional/Mental: Poor self image?     
 Emotional/Mental: Depression?     



 

 

 Emotional/Mental: Overly emotional?     
 Emotional/Mental: Poor memory?     
 Emotional/Mental: Poor concentration?     
 Energy: Constantly tired?     
 Face: Slack skin, more wrinkled?     
 Hair: Turning gray?     
 

Sleep/Melatonin Deficient 

 Question 
Never/ 
None 

Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Difficulty falling asleep?      
 Awaken at night and have difficulty returning to sleep?     
 Feel unrested upon waking in the morning?      
 Tendency to sleep fewer hours per night?     
 My mind is busy with anxious thoughts while trying to fall asleep?     
 My feet are too hot at night?     
 

Thyroid Deficient 

 Question 
Never/ 
None 

Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Sensitive to cold, need extra blankets during winter?      
 Cold hands or feet      
 Lack of energy?      
 Depressed?      
 Poor memory?      
 Poor concentration?      
 Tendency to gain weight?      
 Constipation (slow, difficult digestion)?      
 Swollen hands or feet?     
 Dry skin (face, elbows, legs)?     
 Lack of perspiration during physical activity?     
 Finger nails (brittle/slow growing)?      
 Slow hair growth?      
 Do you have trouble getting up in the morning?     
 Do you feel more tired after resting than when you are active?     
 Is your hair dry, think, brittle or slow growing?     



 

 

Cortisol Deficient 

 Question 
Never/ 
None 

Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Shortness of breath?      
 Allergic reactions, sneezing, runny nose, sore throat?      
 Need 20 minutes to one hour daily for nap or quite time?      
 Low resistance to stress?      
 Dizzy when standing up?      
 Low blood pressure?      
 Fast beating heart in stressful situations?      
 Feel better after eating something sweet      
 Crave salty or spicy foods?      
 Digestive problems?      
 Nausea?      
 Underweight?      
 Inflammatory arthritis?      
 Intolerance to medications?      
 Food allergies?      
 Allergic symptoms present in (nose,throat,ears and/or skin)?      
 Large brown age spots?      
 Large white spots of depigmentation?     
 Eczema?      
 

Growth Hormone 

 Question Yes No 

 I have to struggle to finish jobs    
 I feel a strong need to sleep during the day    
 I often feel lonely even when I am with other people    
 I have to read things several times before they sink in    
 It is difficult for me to make friends    
 It takes a lot of effort for me to do simple tasks    
 I have difficulty controlling my emotions   
 I often lose track of what I want to say    
 I lack confidence    
 I have to push myself to do things    
 I often feel very tense    
 I feel as if I let people down    
 I find it hard to mix with people    
 I feel worn out even when I’ve not done anything    
 There are times when I feel very low   
 I avoid responsibility if possible    



 

 

 I avoid mixing with people I don’t know well    
 I feel as if I am a burden to people    
 I often forget what people have said to me    
 I find it difficult to plan ahead    
 I am easily irritated by other people    
 I often feel too tired to do the things I ought to do   
 I have to force myself to do all the things that need doing    
 I often have to force myself to stay awake    
 My memory lets me down   
 My hair I thinning all over my head   
 My cheeks sag   
 
Progesterone 

 Question 
Never/ 
None 

Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Often constipated with infrequent bowel movements?      
 Stools are hard and compact?      
 Strain during bowel movements?      
 Diarrhea?      
 Bad breath?      
 Indigestion, bloating or gas after eating?      
 Obesity?      
 Yellow color to urine without the influence of B vitamins?      
 Urine is cloudy and unclear?      
 Dandruff?      
 Heavy Periods?     
 Painful Periods?     
 Breasts are swollen and tender     

 Question Yes No 

 Do you have history of Ulcerative colitis, Crohn’s disease (abdominal pain, bloody  
 mucus stool)?    
 Do you have history of Ulcers?    
 Do you have history of Varicose veins?   
 Do you have history of Gallstones?   
 Do you have history of Hiatal hernia?    
 Do you have history of Hemorrhoids/Piles?    
 Do you have history of Diverticulitis?   
 Do you have history of Appendix (problems or removed)?    
 Do you have history of Anemia?    
 Do you have history of Attention Deficit Disorder?   
 Do you have history of Leg cramps?    
 Are you nervous and agitated, anxious?   
 Do you sleep lightly and restlessly   



 

 

Estrogen (Female Only) 

 Question 
Never/ 
None 

Seldom/ 
Slight 

Often/ 
Moderate 

Always/ 
Severe 

 Periods are irregular and painful?      
 Periods have stopped (menopausal)?      
 Lethargy, memory loss?     
 Vaginal dryness?      
 Pain during intercourse?      
 Excess body hair?      
 Small breasts?     
 Drooping, limp breasts?     
 Bladder infections?      
 Urinary incontinence?      
 Hot flashes?      
 Night Sweats?      
 Loss of libido?      
 Tension, irritability, anxiety?      
 Headache?     
 Joint pains, stiffness?      
 Weight gain?     
 Losing hair from the top of head?     
 Aging wrinkled skin?      
 Wrinkles above lip?      
 Constantly tired?     
 Feeling sexless, don’t care about personal appearance?     
 Are you less body conscious than before?     
 Do you feel happiest during pregnancy?     
 Do you feel better during the week after your menses?     
 How would you describe your body type? 

  Tall, thin, small breasts 

  Petite, curvy, full-breasted 

 

 
 




