GENERAL HEALTH INFORMATION FORM
NAME: _______________________________________________ DATE: ____________________________ 

Chief complaint/Reason for coming to the office: 









Height: _____________
Weight: ______________ 
Age: ________Date of Birth__________________ 

******DRUG/FOOD ALLERGIES:  _____________________________________________  NONE KNOWN 
MEDICATIONS:    NONE  
Name: _______________________ Dose: ________ Name: _________________________ Dose: ________ 

Name: _______________________ Dose: ________ Name: _________________________ Dose: ________ 

Name: _______________________ Dose: ________ Name: _________________________ Dose: ________ 

Are you currently taking Methadone, Suboxone or being treated by a pain management provider?   Yes  No
FAMILY HISTORY:      NONE KNOWN    
Circle:  M=Mother 
F=Father
B=Brother
S=Sister
 Arthritis 
M 
F
B
S

 Heart Disease
M 
F
B
S



 Stroke
M 
F
B
S

 High cholesterol
M 
F
B
S


 COPD  
M 
F
B
S

 Hypertension
M 
F
B
S

 Diabetes   
M 
F
B
S

 Cancer

M 
F
B
S


 Thyroid   
M 
F
B
S

 Colon polyps 
M     
F
B
S
 Other: 

________
   



SOCIAL HISTORY: 
Ever used tobacco


 Yes 
 No 
   
Alcohol intake: 

 Yes  No
           
  If yes, _____ packs per day x ___years                 

 Amount consumed: __________________   

  Quit Date ____________



          
Caffeine intake: 

 Yes  No
Deaf or serious difficulty hearing: 
 Yes 
 No 

 Amount consumed: __________________
Blind or serious difficulty seeing: 
 Yes 
 No

Illicit drugs: 


 Yes  No
Difficulty concentrating,                                                
 If Yes, Current Use __________________  
  remembering, or making decisions:  Yes
 No 
                  
 Former Use __________________
Difficulty walking or climbing stairs: 
 Yes 
 No                    

  
Difficulty dressing or bathing: 
 Yes 
 No 

Special Diet? 

 Yes  No
Difficulty doing errands alone: 
 Yes 
 No   

  If yes, specify: ______________________   
Occupation: ________________________

Marital Status     Married    Single   Divorced   Separated   Widow(er)   Partner
Number of Children _____________


                                                                       

PAST SURGICAL HISTORY:     
 NONE   
        

Type: __________________________ Date: ________ Type: _________________________ Date: ________ 

Type: __________________________ Date: ________ Type: _________________________ Date: ________ 

Type: __________________________ Date: ________ Type: _________________________ Date: ________ Type: __________________________ Date: ________ Type: _________________________ Date: ________
Date of Last Colonoscopy: _______________________
CHRONIC HEALTH PROBLEMS 
 NONE KNOWN   
 Diabetes 


 Stomach Ulcers
 Cancer _____________
 Crohn’s Disease
 Heart Disease 

 GERD

 Thyroid Disease

 Diverticulitis
 High Blood Pressure 
 Arthritis

 Depression


 Colon Polyps
 High Cholesterol 

 Stroke

 Anxiety        



 COPD


 Asthma

 Other: _______________________________________

