RUTGERS UNIVERSITY STUDENT HEALTH SERVICES
HEALTH HISTORY QUESTIONNAIRE

THE STATE UNIVERSITY OF NEW JERSEY

In order to provide you with more effective medical care, basic information is needed about your medical history. The

time you spend completing this will be an important contribution to your overall health care.
Take whatever time you need and don’t worry if you can’t remember or aren’t sure of the answer or any part of the

question. Your health care provider will go over the form with you.
THIS FORM IS CONFIDENTIAL AND IS NOT AVAILABLE TO ANYONE OUTSIDE OF THE RUTGERS
UNIVERSITY HEALTH SERVICES WITHOUT YOUR WRITTEN PERMISSION

NAME Social Security/ID
FAM”_Y HlSTORY For each member of your family check boxes for: / 9 éa h4 ®
o S 5 IS s
1. Thei t stat 9 3 s /S 5 13
of ﬁ;ra;:tLesen state s /s b' If deceased, write g .@55’ gQ L{E? & ,gé? o 5
2. Any illness they S/5/¢& in age and cause < o [ 2 S/ /s /5 /& /3% /s
have had z [ £ & of death. Include ” ” s g 5/5§ /o /8 g /8 3 3 g /8
3 s & fatal accidents £ /2 L/ & 5’ gv’ a(;’ _§ \al;s &:" z § Eo = @ -§ &g
) S /L) and suicides. §/§ /5 §/¢/e/8/5/5/58/8/8/3 S 5 §/8/%8
Family Member /$/2/85/8/ &/ )5/ )/ /) E/s)/F/E)]&/ 5]
Mother
Father
Allergy Yes No Past Ilinesses
Any significant allergy to food, medications, Please list significant past ilinesses, such as
latex, insects, pollen, or other allergens?.................. a a Hepatitis and Mononucleosis, including childhood diseases:

Medications
Do you take any medications regularly, including

herbals, supplements and over-the-counter drugs?...... |

If yes, please list specific medications:

Yes No

Hospitalization Mental Health
Have you ever stayed overnight at a hospital? ... ......... | Any problems with your emotional health, requiring
Have you ever had surgery? .........cccocevvvveveeeeeeiivvnenees o a any form of therapy, including medication? ............... Q Q
Do you feel you are having trouble managing
YOUT STIESS?. v eeeeeeeeeeeeeeeees e e e s seee e eenenen a ad

Drug and Alcohol Usage
Have you ever felt you should cut

down on your drinking? ..........cooeveeeeeeeeeeeeeeeeseeens I |
Have people annoyed you by criticizing
Miscellaneous
Did you ever lie to anyone about your gambling? ....... a Q
Does anyone presently in your life hurt you or
a

YOUT AHNKING? v a ad
Have you ever had a drink first thing in
make you feel afraid?

the morning to steady your nerves or

get rid of @ haNGOVEI? ........c.ooieeoeeeeeeeeeeeeeeeeees |
Please give specific information about drug usage in the past as

well as current:
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9.0
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Eye, Ear, Nose and Throat Yes No Health and Nutrition Yes No
Any problemsr\)/wth your eyes, ears, QO o Are you following a special diet?.............cccoevene.... a a
nose or throat If yes, which diet and why?

Cardiovascular Any current or history of eating disorder ? a a
HEAM MUIMUI?.....o.eoeeeeeeeeeeeeeeeeeeeeee e a Qa 5 bout aht affect

) oes concern about your weight affect your
2
Chest Pa_ln. ................................................................. a a behavior or Mood?.... o 0
RheUMALiC FEVEI? ........c.cvceeveeeeeeeeeeeeeeee e a o
High BIOOd PIeSSUIE?...........veveeeeeeeeeeeeeeeeeeeereeeean a a Have you gained/lost 10 Ibs in the past year?........... a a
Irregular HEartbeat?.............c..ooveeveveueeereeeereeseneneeennes a o _ oo
Phlebitis or Blood Clots (except menstrual clots)?....... Q Qa Do you exercise regularly? ...........ccccoooeviiiiiiciinenn.
Respiration Yes No Digestive
AStMA? <. a a 9 . A
; Any problems with any part of your intestinal
Chest Infections? ...........cccoeu.... | tract or stomach? o o
DO you Smoke Clgarettes’) lllllllllllllllllllllllllllllllllllllllll D D ¢ sesesaneserasesesasasisisistsittsusarsusnorssnensnn
How many day for years
If yes, do you want to qUIt? ............cccocoveeeverereererennn. a a
DO YOU CheW tODACCO? .......c.vveeeeeeeeeeeeeeeenn a a Skin
Any problems with your SKin? ............cccooveveveeinnnn. a a
Neurology

Have you had seizures or convulsive disorder,

blackouts, fainting spells, or recurrent headaches? a 4d

SEXUAL HISTORY
Have you ever been sexually involved with another person?

Do you use condoms?

ves U

Female 1

If yes, age at first encounter:
If yes, your partners are or have been:

Male 1

No U

Both U1

Always d  Sometimes 1 Never 1 N/A O

Other contraception?

Always [ Sometimes d Never d N/A O
Which other contraception?

Have you ever had a sexually transmitted disease:

(e.g. Herpes, Warts, Chlamydia, Gonorrhea, HIV (AIDS
Virus), Syphillis)? Please circle the ones you have had.

Endocrine
Thyroid DISEASE? .....ce.veeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenaneae a a
Diabetes? .............. a
Urinary
Problems with any part of your urinary
traCt OF KION@Y? ... a a
Any recurrent urinary tract infections? ....................... a a
Frequency or burning of urination? a a
Blood
Any blood abnormality (such as anemia)? a a

ves U

No U

History of pregnancy Yes
Number of children

No 1

Rutgers University Health Services supports patient’s right to access medical records and ensures patient
confidentiality and privacy
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