




Blood/Immune System* Yes No

31. Anemia
32. Blood disorder
33. Bruises
34. Cancer
35. Cold or sore throat
36. Fever
37. Hemophilia
38. HIV/AIDS
39. Immune deficiency
40. Night Sweats

41. Recent infection
42. Sickle cell anemia
43. Swollen glands
44. Skin rash

Genitourinary/ 
Gynecological* Yes No

63. Bleeding
64. Burning on urination
65. Dialysis

66. Kidney problems
67. Prostate problems
68. Pregnant
69. �Urinary/fecal  

incontinence

Person completing this health history:  
o Patient    o Family/significant other    o Health care staff
			 

Signature:________________________________________________________ Date:_____________________________

Patient Name:_ _________________________________________________Patient DOB:______________________

Heart Yes No
1. Abnormal EKG
2. Angina
3. Chest pain
4. Heart attack
5. Heart disease
6. Heart murmur
7. High blood pressure
8. Low blood pressure
9. Pacemaker or defibrillator

Lungs* Yes No
10. Abnormal chest X-ray
11. Asthma
12. Collapsed lung
13. �Chronic Obstructive 

Pulmonary Disease
14. Cough
15. Cough over two weeks
16. Cystic fibrosis
17. Emphysema
18. Pneumonia
19. Shortness of breath
20. �Tuberculosis or a 

positive skin test

Diabetes*, Thyroid* Yes No
21. Diabetes
22. �Hypoglycemia 

(low blood sugar) 
23. Thyroid disease

Stomach, Liver, Intestines* Yes No
24. Cirrhosis
25. Constipation

26. Diarrhea
27. Hepatitis – A B C
28. Jaundice
29. Nausea or vomiting
30. Ostomy

Other (list)* Yes No

Do you have a/an:
45. I.V. access device
46. �Prosthesis — artificial 

leg, arm, other part
47. Medicine pump

Brain, Bones, Nerves* Yes No

48. Arthritis
49. Back trouble
50. Broken face bones
51. Dizziness
52. �Fractures  

(broken bones)
53. Gout
54. Headache
55. Head injury
56. Joint pain
57. Joint stiffness
58. Memory loss
59. Muscle weakness
60. Recent falls
61. Seizure disorder
62. Stroke

General* Yes No

70. �Alcohol or chemical 
dependency

71. Very large weight loss

72. Anxiety
73. Depression

21. May be completed by patient, family, companion or staff. For each condition, please check YES or NO.
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