


Smoking/ Tobacco Use: D Current □ Past □ Never Number of Years: __ _ 

Alcohol: D Current □ Past D Never Drinks/week: ___ _ 

Recreational Drug Use: D Current □ Past □ Never Type: _ __ _________________________ _ 

Arc you sexually active? □Yes □ No 

Are there any personal problems or concerns at home, work, or school you would like to discuss? □Yes □ No 

Are there any cultural or religious concerns you have related to our delivery of care? 

Are there any financial issues that directly impact your ability to manage your health? 

How often do you get the social and emotional support you need? 

□ Always D Usually D Sometimes □ Rarely

Comments (Please feel free to comment on any answers marked "yes" above): 

FAMILY HISTORY: 

□Yes D No 

□Yes D No 

□ Never

FATHER: Living: Age _____ _ Deceased: Age _____ _ 

Alcoholism 
Anemia 

Asthma 
Arthritis 

Bipolar Disorder 
Cancer: _____ _ 

CO PD/Emphysema 

Dementia 

Depression 
Diabetes l or 2 

DVT (Blood Clot) 

Heart Disease 

High Cholesterol 
High Blood Pressure 

Kidney Disease 

Migraines 

Osteoporosis 
Stroke 

Thyroid Disorder 

Other:-------------------------------------------

MOTHER: 

Alcoholism 
Anemia 

Asthma 
Arthritis 

Living: Age ___ _ _  _ 

Bipolar Disorder 
Cancer: _____ _ 

CO PD/Emphysema 
Dementia 

Deceased: Age _____ _ 

Depression 
Diabetes 1 or 2 

DVT (Blood Clot) 
Heart Disease 

High Cholesterol 
High Blood Pressure 

Kidney Disease 
Migraines 

Osteoporosis 
Stroke 

Thyroid Disorder 

Other:---- ----------------------------------------

SIBLINGS: 

List other medical providers you see on a regular basis (i.e. Cardiologist Mental Health Provider. Kidney Doctor. Dentist. etc.) 

Patient Signature: ____________________ _____ _ Date:---'-=--�-----------
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