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MEDICAL HISTORY QUESTIONNAIRE
	Name
	
	Date of Birth
	

	Referring Physician
	
	
	


History of Present Illness

Please explain your current problem. Include location of problem, how long you have experienced this problem, and the severity of the problem. Include what makes the problem worse or better and any associated signs or symptoms.
	

	

	

	

	


Past History
	List any medications you presently take:
	

	


	List all illness/injuries/surgeries you have had that required hospitalization:
	

	


	
	YES
	
	NO


Do you have allergies to any medications? 
	If yes, list medications you are allergic to:
	


	
	YES
	
	NO


Are you allergic to Latex?
Family History
	Disease
	Family Member
	
	Disease
	Family Member
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	Patient Name:
	


Social History
	Current Occupation
	


	Do You Drive?
	
	YES
	
	NO


	Do You Drink Alcohol?
	
	YES
	
	NO
	If yes, how often?
	


	Do You Smoke/Chew Tobacco?
	
	YES
	
	NO
	If yes, how much a day?
	


	Do You Do Drugs?
	
	YES
	
	NO
	If yes, what kind?
	


Review of Systems (Please check Brackets if Yes)      
	General
	Gastrointestinal
	Genitourinary

	(  )Weight Change
	(  )Dysphagia (problems swallowing)
	(  )Urinary Infections

	(  )Fever or Chills
	(  )Nausea/Vomiting
	(  )Incontinence

	(  )Night Sweats
	(  )Jaundice
	(  )Veneral Disease

	(  )Urinary Frequency
	(  )Hepatitis
	(  )Menopause

	(  )Bleeding
	
	

	(  )Lumps or Masses
	Cardiovascular
	Neurologic

	(  ) Dizziness/Fainting
	(  ) Heart DX/Pain
	(  ) Seizures

	(  ) Itching/Rash
	(  ) Hypertension
	(  ) Paralysis

	(  ) Diabetes Mellitus
	(  ) Mitral Valve Prolapse
	(  ) Numbness

	(  ) Thyroid Problems
	(  ) Thrombophlebitis
	(  ) Weakness

	(  ) Cancer
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	Patient Name:
	


	Ear-Eyes-Nose-Throat
	Respiratory
	Musculoskeletal

	(  ) Visual Change
	(  ) Cough/Sputum
	(  ) Backache

	(  ) Hearing Change
	(  ) Rheumatic Fever
	(  ) Joint Pain

	(  ) Tinnitus (ringing in ears)
	(  ) Tuberculosis
	(  ) Joint Swelling

	(  )Dentures
	(  )Pleurisy/Pneumonia
	

	(  )Bleeding Gums
	(  )Shortness of Breath
	Skin

	(  ) Hoarseness
	(  ) Asthma
	(  ) Bruises Easily

	(  ) Sneezing
	
	(  ) Sores

	
	
	(  ) Rashes/Lesions

	Breast
	
	

	(  ) Lumps, Pain, Nipple Discharge
	
	


Explain all “YES” answers here:

	

	

	

	

	


	*OFFICE USE ONLY

_________________________                      __________________________
Physician Signature                             Date Physician Reviewed

Above History Updated (initial and date all changes to above information):

Date
Physician Signature
Date
Physician Signature
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	Patient Name:
	


Please answer, yes or no, to the following questions as they pertain to pre-authorization for anti-inflammatory therapy.
1. Have you required Nonsteroidal anti-inflammatory therapy for more than 21 consecutive days?
	
	YES
	
	NO


2. Have you experienced intolerance with at least 2 other anti-inflammatory medications? (i.e. Motrin, Aleve, Advil, Naprosyn, etc.)
	
	YES
	
	NO


3. Do you have a history of peptic ulcer disease, Nonsteroidal anti-inflammatory related ulcer, GI bleed, or coagulation defect?
	
	YES
	
	NO


4. Are you receiving drug therapy with corticosteroids, anticoagulants, antiplatlets, or methotrexate?
	
	YES
	
	NO


5. Are you currently receiving an H2 antagonist, proton pump inhibitor, or misoprotol (cytotec)? (i.e. Prevacid, Zantac, Prilosec, etc)
	
	YES
	
	NO








