Name: _______________________________________________    Date: __________________
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Do you have any of the following:




Patient Comments Below:


Fatigue


O  Yes

O  No



Falls



O  Yes

O  No


Rash



O  Yes

O  No


Nasal congestion

O  Yes

O  No


Dizziness


O  Yes

O  No


Sore Throat


O  Yes

O  No


Post-nasal Drip

O  Yes

O  No


Hearing Loss


O  Yes

O  No


Headache


O  Yes

O  No


Tingling/Numbness

O  Yes

O  No


Sleep Problems

O  Yes

O  No


Memory Loss


O  Yes

O  No


Visual Changes

O  Yes

O  No


Chest Pain


O  Yes

O  No


Shortness of Breath

O  Yes

O  No


Leg swelling


O  Yes

O  No


Palpitations


O  Yes

O  No


Heartburn


O  Yes

O  No


Indigestion


O  Yes

O  No


Nausea


O  Yes

O  No


Abdominal Pain

O  Yes

O  No


Diarrhea


O  Yes

O  No


Constipation


O  Yes

O  No


Blood in Stool


O  Yes

O  No


Change in Bowel Habits
O  Yes

O  No


Hemorrhoids


O  Yes

O  No


Clotting problems

O  Yes

O  No


Bleeding problems

O  Yes

O  No


Urinary Frequency

O  Yes

O  No


Urinary Urgency

O  Yes

O  No


Urinary Incontinence

O  Yes

O  No


Blood in Urine


O  Yes

O  No


Kidney Stones


O  Yes

O  No


Back Pain


O  Yes

O  No


Joint Pain


O  Yes

O  No


Loss of height


O  Yes

O  No

Marital Status:    O  single
O  married
O  partnered
O  divorced/separated  O  widowed


Number of people in household:
O  1
O  2
O  3
O  4
O  5
O  6 or more


Highest education level:
O  high school
   O  college
O  graduate school


How often do you drink beer, wine or alcohol?
O  monthly or less
O  2-4 times a month
 O  2-3 times a week
O  4 or more times a week


How often do you have more than 6 such drinks on one occasion?  O never   O  less than monthly O  monthly
O  once a week or more


Smoking:
O  never
O  former
O  occasional
O  1/4 pack a day
O  1/2 pack a day  O  1 pack a day or more


Other tobacco use?
        O  Yes
O  No


Recreational drug use?   O  Yes
O  No


Caffeine intake(coffee, tea, soda):
O  never  O  occasional  O  1-2 cups a day  O  3 or more a day

Regular seatbelt use?      O  Yes
O  No


Guns in the house?
        O  Yes
O  No


Home smoke detector use?      O  Yes
O  No


Exercise:  O  never   O  occasional
O  1-2 days a week
O  3-5 days a week


Significant weight gain in past year?    O  No   O  5-10 lbs  O  10-20 lbs   O  20 lbs or more


Significant weight loss in the past year?
 O  No   O  5-10 lbs  O  10-20 lbs  O  20 lbs or more


Any questions about sex you would like to discuss with your doctor?  O  Yes     O  No


Regular eye care?
    O  Yes   O  No


Regular dental care?   O  Yes    O  No


Special diet?
     O  Yes   O  No


Currently in a sexual relationship?  O  Yes O  No


Have you ever been hit, kicked or hurt by someone?  O  Yes
O  No


Does a partner from a current or past relationship make you feel unsafe?  O  Yes
O  No


What are you currently using or what would you use for sexually transmitted disease prevention?
O  N/A
  O  condoms
 O  female condoms
O  other barrier methods


What are you or your partner using for birth control/contraception?
O  N/A
 O  condoms     O  condoms plus other
O  diaphragm
    O  IUD
O  tubal ligation or vasectomy
 O  OCP(the pill)
O  nuvaring
O  depo


Number of pregnancies:
O  0
O  1
O  2
O  3
O  4
O  5 or more


Number of live births:
O  0
O  1
O  2
O  3
O  4
O  5 or more


Pregnancy complications:
O  Yes
   O  No


How is your life in general?
  O  disastrous
  O  fair     O  good
O  very good
O  excellent


Do you have Anxiety?     O  Yes
O  No


In the last 2 weeks, have you been down or depressed?      O  Yes   O  No


In the last 2 weeks, have you had little interest or pleasure in doing things you normally enjoy?       O  Yes
O  No
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