
HANOVER HOSPITAL/WARREN CLINIC 
PATIENT MEDICAL HISTORY QUESTIONNAIRE 

 
Patient Name__________________________________________________________Date of Birth__________________ 
 

ALLERGIES 

MEDICATIONS 

VACCINE 

FAMILY HISTORY 

SOCIAL HISTORY 

CONTINUED ON PAGE 2 

     No known drug allergies 
Are you allergic to any of the following?  
      Aspirin          Penicillin          Codeine          Local Anesthetics          Acrylic          Metals          Latex          Sulfa drugs 
      Other, Please list________________________________________________________________________________________ 

 

 
 

 
 

   
 

   

  

Are you taking any medications, pills, or drugs? 
      No 
      Yes, please list or attach medication list 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________
_      

 
 

 
 

Have you had any of these vaccines, if so when? 
      No 
      Influenza, date__________________          Pneumococcal, date__________________        Zoster, date__________________ 
      Tetanus, date___________________          Other, date_________________________________________________________  

 
 

 
  

Please list any medical history for your: 
 

Mother__________________________________________________________________________________________________ 
 

Father___________________________________________________________________________________________________ 
 

Siblings__________________________________________________________________________________________________ 
 

Children_________________________________________________________________________________________________ 
 

Grandparents_____________________________________________________________________________________________ 

Are you able to take care of yourself                     Yes                     No 
Do you live                                                                  Alone                 With others 
Do you have Advanced Directives                          Yes, mark below what you have           No 
                 Durable Medical Power of Attorney              Living Will 
            Is it on file at the Hanover Hospital/Warren Clinic             Yes         No 
Are you currently employed        Yes                      No 
 

Education (last completed)________________________________________________________________________________ 
 

Occupation____________________________________________________________________________________________ 
How many children do you have__________ 
Are there guns present in the home                      Yes                     No        
Alcohol Intake              None          Occasional       Moderate         Heavy 
Caffeine intake             None          Occasional       Moderate         Heavy 
Illicit drugs         None          Occasional       Moderate         Heavy 
Diet                                Regular       Vegetarian       Vegan               Gluten Free          Cardiac             Carbohydrate        Diabetic    
Exercise Level         None          Occasional        Moderate         Heavy 
Are you hard of hearing or deaf                               Yes                    No  
Are you legally blind in one or both eyes               Yes                    No 
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SOCIAL HISTORY (cont’d) 

SURGICAL HISTORY 

MEDICAL HISTORY 

CONTINUED ON PAGE 3 

 

 

Are you sexually active    Yes         No  Do you have protected sex       Always       Usually        No 
Do you have sexual problems   Yes       No  Do you have STI’s or STD’s   Yes No 
Have you had the HPV vaccine   Yes       No 
Smoking Status                             Never       Former        Current        Unknown 
     Packs per day _______    Has smoked since age_______     
Chewing tobacco                           Never       1/day           2-4/day        5+/day 
     Tobacco—years of use_______        Passive smoke exposure   Yes  No 
Do you use seat belts routinely                  Yes       No  Do you use sunscreen routinely  Yes  No 
Code Status                       Full Code                      Do Not Resuscitate 
Are there changes with your family/social situation          Yes                No 
Are you currently pregnant  Yes               No  Do you have diabetes                   Yes           No 
Do you have difficulty concentrating, remembering, or making decisions                   Yes           No 
Do you have difficulty dressing or bathing             Yes           No 
Do you have a family history of heart disease               Yes           No 
Marital Status                                 Single               Married                Divorced            Separated             Widowed 
Are you being seen for a work-related injury               Yes          No 
E-cigarette/Vaping Status                  Never               Former                 Current              Unknown 
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Please list all surgical history 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 

Have you ever had or currently have: 
ADD/ADHD    Yes No  Constipation    Yes No 
AIDS/HIV    Yes No  Coronary Artery Disease   Yes No 
Abuse/Domestic Violence   Yes No  Cystic Fibrosis    Yes No 
Acid Reflux (GERD)   Yes No  Deep Vein Fibrosis   Yes No 
Allergies/Hayfever   Yes No  Depression    Yes No 
Anemia     Yes No  Development or Behavioral Disorders Yes No 
Anesthesia Complications   Yes No  Diabetes     Yes No 
Anxiety Disorder    Yes No  Difficulty Swallowing   Yes No 
Arthritis     Yes No  Diverticulitis    Yes No 
Asthma     Yes No  Ear or Hearing Problems   Yes No 
Autism Spectrum Disorder  (ASD)  Yes No  Eating Disorder    Yes No 
Autoimmune Disease   Yes No  Eczema     Yes No 
Bedwetting    Yes No  Emphysema    Yes No 
Birth Defects or Inherited Disease  Yes No  Endometriosis    Yes No 
Bladder or Kidney Problems  Yes No  Fibromyalgia    Yes No 
Bleeding Disorder   Yes No  GI Problems    Yes No 
Blood Clot    Yes No  Gout     Yes No 
Blood Diseases    Yes No  Head Trauma/Injury   Yes No 
Blood Transfusion   Yes No  Headaches    Yes No 
Breast Cancer    Yes No  Heart Attack (MI)    Yes No 
Breast Problems    Yes No  Heart Disease    Yes No 
Bronchitis    Yes No  Heart Problems    Yes No 
COPD     Yes No  Hepatitis    Yes No 
Cancer     Yes No  Hernia     Yes No 
Carpal Tunnel    Yes No  High Cholesterol    Yes No 
Chicken Pox    Yes No  Hospital Admission Other Than Birth Yes No 
Chronic Ear Infection   Yes No  Hospitalizations    Yes No 
Congenital Heart Disease   Yes No  Hypertension    Yes No 
Congestive Heart Failure (CHF)     Yes No  Hyperthyroidism    Yes No 
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MEDICAL HISTORY (cont’d) 

GYNECOLOGICAL HISTORY (Women only) 

OBSTETRIC HISTORY (Women only) 
 

Person who is filling out form:__________________________________________________________________________ 
 

Relationship to Patient          Self          Spouse         Parent         Other___________________________________________ 
 

Date completed:____________________________ 
 

RN USE ONLY 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 
 

 

 
 

 

Have you ever had or currently have: 
Hypothyroidism    Yes No  Pacemaker    Yes No 
Infertility    Yes No  Peripheral Vascular Disease  Yes No 
Kidney Disease    Yes No  Pneumonia    Yes No 
Kidney Stones    Yes No  Polyps     Yes No 
Leg or Foot Ulcers   Yes No  Pre-Eclampsia    Yes No 
Liver Disease    Yes No  Pulmonary Embolism   Yes No 
Lung Disease    Yes No  Reflux/GERD    Yes No 
Lung Mass    Yes No  Rheumatoid Arthritis   Yes No 
MRSA Exposure    Yes No  Seizures/Epilepsy    Yes No 
Meniere’s Disease   Yes No  Serious Illness or injuries   Yes No 
Mental Disorder    Yes No  Sinusitis     Yes No 
Mental Illness    Yes No  Skin Problems    Yes No 
Multiple Sclerosis    Yes No  Sleep Apnea    Yes No 
Muscle, Joint, or Bone Problems  Yes No  Stroke     Yes No 
NSAID Use    Yes No  Thombophilias    Yes No 
Neck Injury    Yes No  Thyroid Disease    Yes No 
Neurologic Disorder   Yes No  Thyroid Problems    Yes No 
Neuropathy    Yes No  Tuberculosis    Yes No 
Obesity     Yes No  Ulcers     Yes No 
Organ Transplant    Yes No  Varicosities    Yes No 
Osteoporosis    Yes No  Vision or Eye Problems   Yes No 
Ovarian Cancer    Yes No  Other___________________________ Yes  No  

 

 
 

 

  

 

 

 

 

Date of last Pap Smear___________________________  Have you had an abnormal Pap Smear Yes          No 
If post-menopausal, age at menopause______________  Do you have menses monthly  Yes          No 
Age at first child________________________________  Were you on BCP’s at conception                    Yes          No 
Current birth control method______________________   
Date of most recent mammogram__________________    
Date of last menstrual period______________________     
      Duration of flow (days)________________________     
      Frequency of cycle (days)______________________ 
Age at menarche_______________________________ 
 

  
  
  

Total Pregnancies     __________   PAST PREGNANCIES 
        Full Term            __________        #1    Date__________Sex_____Weight_____lbs_____oz  Height_____in 
        Premature         __________        #2    Date__________Sex_____Weight_____lbs_____oz  Height_____in 
        Miscarriages     __________        #3    Date__________Sex_____Weight_____lbs_____oz  Height_____in 
        Abortions          __________        #4    Date__________Sex_____Weight_____lbs_____oz  Height_____in 
        Ectopic               __________        #5    Date__________Sex_____Weight_____lbs_____oz  Height_____in 
        Multiple births  __________        #6    Date__________Sex_____Weight_____lbs_____oz  Height_____in 
        Living                  __________        #7    Date__________Sex_____Weight_____lbs_____oz  Height_____in 

   

Notes: 
________________________________________________________________________________________________________ 
 

_______________________________________________________________________________________________ 
 

_______________________________________________________________________________________________ 
 

Entered by RN_______________________________________________________  Date_______________________ 
 
 
 
 

 
  
 

 
 

 

 
 
 

 

 

 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

 
 

 

 

  

 

 

 

 

 

 
 

 

  
 

 


