[image: ]Health History
All responses are confidential in compliance with HIPAA privacy law and will not affect your academic standing or ability to participate in any program or activity
Section 1
	Legal Name: Click or tap here to enter text.
	Preferred Name:Click or tap here to enter text.
	

	Student ID:Click or tap here to enter text.
	Date of Birth:Click or tap to enter a date.
	Date:Click or tap to enter a date.

	Sex:Click or tap here to enter text.
	Gender:Click or tap here to enter text.
	Regular Doctor:Click or tap here to enter text.


Medications, Dose, & Frequency (Please include over-the-counter & supplements)
Click or tap here to enter text.

Allergies & Reaction
Click or tap here to enter text.

[bookmark: _Hlk124165823]Section 2 Your answers are confidential and will not affect your academic standing or ability to participate in any program or activity

[bookmark: _Hlk124165696]In the past 12 months, how often have you used tobacco/nicotine? (Include cigarettes, cigars, vape, chew, etc.)
☐Never		☐Less than monthly	☐Monthly	☐Weekly	☐Daily or almost daily
On days you use tobacco/nicotine, how much do you use? Click or tap here to enter text.
How often do you have a drink containing alcohol?
☐Never		☐Monthly or less	☐2-4 times a month	☐2-3 times a week	☐4 or more times a week

How many drinks containing alcohol do you have on a typical day when you are drinking?
☐1 or 2		☐3 or 4		☐5 or 6		☐7 to 9		☐10 or more

In the past 12 months, how often have you had 5 or more alcoholic drinks (men)/4 or more alcoholic drinks (women)?
☐Never		☐Less than monthly	☐Monthly	☐Weekly	☐Daily or almost daily

In the past 12 months, how often have you used prescription medications just for the feeling, more than prescribed, or that were not prescribed for you?
☐Never		☐Less than monthly	☐Monthly	☐Weekly	☐Daily or almost daily

In the past 12 months, how often have you used drugs including marijuana, THC vape, cocaine/crack, heroin, methamphetamine, hallucinogens/mushrooms/LSD, or Ecstasy/MDMA?
☐Never		☐Less than monthly	☐Monthly	☐Weekly	☐Daily or almost daily

Would you like to talk to a medical professional about tobacco/alcohol/drug use today? Choose an item.

Section 3 Your answers are confidential and will not affect your academic standing or ability to participate in any program or activity
	
	
	
	
	

	Over the last two weeks, how often have you been bothered by the following problems?
	Not at all
	Several Days
	More than half days
	Nearly every day

	Feeling nervous, anxious, or on edge
	☐	☐	☐	☐
	Not being able to stop or control worrying
	☐	☐	☐	☐
	Feeling down, depressed, or hopeless
	☐	☐	☐	☐
	Little interest or pleasure in doing things
	☐	☐	☐	☐


Would you like to talk to a medical or mental health professional about the way you feel? Choose an item.	

Section 4
Do you have, or do you think you have, any of the following?
	Acne
	☐	
	Hepatitis A, B, or C
	☐	

	AIDS/HIV
	☐	
	High Blood Pressure
	☐	

	Anaphylaxis
	☐	
	High Cholesterol
	☐	

	Anemia
	☐	
	Hives or Rashes
	☐	

	Angina
	☐	
	Hypoglycemia
	☐	

	Arthritis
	☐	
	Irregular Heartbeat
	☐	

	Asthma
	☐	
	Kidney Problems
	☐	

	Balance Problems
	☐	
	Leukemia
	☐	

	Blood Disease
	☐	
	Liver Disease
	☐	

	Blood Transfusion
	☐	
	Low Blood Pressure
	☐	

	Breathing Problems
	☐	
	Lung Disease
	☐	

	Bruise Easily
	☐	
	Migraine Headaches
	☐	

	Cancer
	☐	
	Mitral Valve Prolapse
	☐	

	Congenital Hearth Disorder
	☐	
	Osteoporosis
	☐	

	Diabetes
	☐	
	Painful Urination
	☐	

	Emphysema or COPD
	☐	
	Rheumatic Fever
	☐	

	Epilepsy or Seizures
	☐	
	Sleep Problems
	☐	

	Excessive Thirst
	☐	
	Sexually Transmitted Disease
	☐	

	Excessive Urination
	☐	
	Shingles
	☐	

	Fainting Spells
	☐	
	Sickle Cell Disease
	☐	

	Frequent Bone Fractures
	☐	
	Staph Infections
	☐	

	Frequent Cough
	☐	
	Stomach/Intestinal Problems
	☐	

	Frequent Fatigue
	☐	
	Stroke
	☐	

	Frequent Headaches
	☐	
	Thyroid Disease
	☐	

	Herpes
	☐	
	Tonsillitis
	☐	

	Genital Discharge
	☐	
	Tuberculosis/Positive Skin Test
	☐	

	Glaucoma
	☐	
	Tumors 
	☐	

	Hay Fever/Seasonal Allergies
	☐	
	Unintentional Weight Loss/Gain
	☐	

	Heart Murmurs
	☐	
	Urinary Tract Infections
	☐	

	Heart Disease
	☐	
	Ulcers
	☐	

	Hemophilia
	
	
	Females:  Date of Last Period
	



If yes, please explain:
Click or tap here to enter text.

Have you ever been admitted to the hospital? (Indicate date and reason)
Click or tap here to enter text.

Family History:
☐Diabetes	☐Rheumatoid Arthritis	☐Cancer	☐Heart Disease	☐Seizures	☐Stroke
☐High Blood Pressure	☐Sickle Cell 	☐Other (specify below)
Explain: Click or tap here to enter text.

[bookmark: _Hlk124166042]I certify that the above information is correct to the best of my knowledge.  

______________________________________________________________	_________________________
Patient Signature							Date

______________________________________________________________	_________________________
Medical Provider Signature						Date
Health History Fillable – 1/2023
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