
EMR Health History Questionnaire 

 

Patient Name: ______________________________________________  Birthdate: ______________________________ 

Preferred Name: ____________________________________________    

Current Active Problems (i.e. hypothyroid, depression, hypertension, diabetes) 
Type 
                
                
                 
 

Previous Hospitalizations, Surgery, Serious Injury 

Type        Year 

                

                

                 

 

Current Medications:   
Name                                                 Dose Name                                                Dose 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 
_______________________________________________________ _______________________________________________________ 

 

Drug Allergies: Yes  /  No 

Name                                                 Reaction Name                                                Reaction 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 

_______________________________________________________ _______________________________________________________ 

  

Name of Preferred Pharmacy you use, address & phone number: 

______________________________________________________________ 

______________________________________________________________ 

 

Do you prefer to have a medical assistant present when the doctor examines you?                           Yes  /  No 

 

Past or Present Illness Comments: 
      

Diabetes: Yes No __________________________________________________________________________ 

Thyroid: Yes No __________________________________________________________________________ 

High Blood Pressure: Yes No __________________________________________________________________________ 

Heart Disease: Yes No __________________________________________________________________________ 

Headaches: Yes No __________________________________________________________________________ 

Stroke: Yes No __________________________________________________________________________ 

Respiratory/Asthma 

Problems/Asthma: 
Yes No __________________________________________________________________________ 

Stomach or Bowel Problems: Yes No __________________________________________________________________________ 

Blood Transfusions: Yes No __________________________________________________________________________ 

Blood Disorder: Yes No __________________________________________________________________________ 

Bladder Infection: Yes No __________________________________________________________________________ 

Uncontrolled Loss of Urine: Yes No __________________________________________________________________________ 

Mental Health: Yes No __________________________________________________________________________ 

Hyperlipidemia: Yes No __________________________________________________________________________ 

Osteopenia/Osteoporosis: Yes No __________________________________________________________________________ 

Arthritis: Yes No __________________________________________________________________________ 

Cancer: Yes No __________________________________________________________________________ 

Endometrosis: Yes No __________________________________________________________________________ 

Fibroids: Yes No __________________________________________________________________________ 

Sexual Abuse: Yes No __________________________________________________________________________ 

Other: Yes No __________________________________________________________________________ 

Health Habits and Risk  



Smoking/Tobacco Use Yes No Year Started:_____________ 

_______________________

______________ 

Amount: ____________ Daily/Weekly/Pack(s) per Day 

Alcohol Use: Yes No Amount: __________________________                     Daily/Weekly/Monthly 

Caffeine: Yes No Amount: __________________________                     Daily/Weekly/Monthly 

Exercise: Yes No Type:  

_______________________

_______________________

___ 

Duration (Min): _______ 

: 

Daily/Weekly/Monthly 

Current  Recreational Drug Use: Yes No Type: _____________________________________________________________________ 

Past  Recreational Drug Use: Yes No Type: _____________________________________________________________________ 

 

OB History 
Number of Pregnancies: __________ Number of living children:    Dates: _________________ Number of C-Sections births: ____ 

History of Miscarriage:            Y /  N     History of  Ectopic:    Y /  N        Dates:  _________________          Dates:  ____________________       

History of Multiple births:       Y /  N     History of  Infertility: Y /  N                     _________________                 ____________________ 
                  _________________                 ____________________ 

Menstrual History 
Age Menstrual Cycle started: _______________________________ Date of last menstrual cycle: _________________________________ 

Menstrual Periods:                      Regular / Irregular                                                      Menses Flow:  Light/Moderate/Heavy/Excessive 

Interval between periods (days): ____________________________                                                                                                              

__________________________________ 

Duration of Periods (days):  __________________________________ 

Number of heavy days:  ___________________________________                              Painful Periods:                                Yes / No 

Bleeding between periods:          Yes / No                                                 Bleeding after sex:                           Yes / No 

HPV  Vaccine:                             Yes / No Currently Sexually Active:          Yes / No / Never 

Type of partner: Monogamous / multiple partners /same sex partner Total Number of Sexual Partners:  ____________________________                                                                    

Use Birth Control:                       Yes / No                                                                     Satisfied with current birth control:  Yes / No 

Type of Birth Control: _____________________________________ Other forms used: __________________________________________ 

 

Lab/Test History 
Last Pap Smear:      ______________     Normal/Abnormal                         Last Bone Density: ______________   Normal/Abnormal 

Last Colonoscopy:  ______________     Normal/Abnormal                         Last Cholesterol:    ______________    Normal/Abnormal 
Other lab/test and additional Comments: _______________________________________________________________________________ 

 

_ 

 

 

    

STD History   Comments: 
Chlamydia: Yes No __________________________________________________________________________ 

Gonorrhea: Yes No __________________________________________________________________________ 

Hepatitis B: Yes No __________________________________________________________________________ 

Hepatitis C: Yes No __________________________________________________________________________ 

Genital Herpes: Yes No __________________________________________________________________________ 

HIV/AIDS: Yes No __________________________________________________________________________ 

Syphilis: Yes No __________________________________________________________________________ 

Trichomoniasis: Yes No __________________________________________________________________________ 

PID: Yes No __________________________________________________________________________ 

Condyloma/Warts: Yes No __________________________________________________________________________ 

Pubic Lice: Yes No __________________________________________________________________________ 
HPV: Yes No __________________________________________________________________________ 

 
Family History                                       Type/Relationship  
Diabetes: Yes No __________________________________________________________________________ 

Heart Disease: Yes No __________________________________________________________________________ 

Hypertension Yes No __________________________________________________________________________ 

High Cholesterol: Yes No __________________________________________________________________________ 

Stroke: Yes No __________________________________________________________________________ 

Osteoporosis: Yes No __________________________________________________________________________ 

Endometriosis: Yes No __________________________________________________________________________ 

Fibroids: Yes No __________________________________________________________________________ 

Cervical Cancer: Yes No __________________________________________________________________________ 

Ovarian Cancer: Yes No __________________________________________________________________________ 
Uterine Cancer: Yes No __________________________________________________________________________ 

Breast Cancer: Yes No __________________________________________________________________________ 

Colon Cancer: Yes No __________________________________________________________________________ 

Other Cancer: Yes No __________________________________________________________________________ 

Hematologic: Yes No __________________________________________________________________________ 

Thyroid: Yes No __________________________________________________________________________ 

Birth defects and hereditary: Yes No __________________________________________________________________________ 

Cystic Fibrosis: Yes No __________________________________________________________________________ 

Multiple Births: Yes No __________________________________________________________________________ 

Other: Yes No __________________________________________________________________________ 

 


