
New Patient Questionnaire
Name:________________________
Date of Birth: ____/____/____
Date: ____/____/____ Age: ____
Reason for visit:____________________________
__________________________________________
__________________________________________
PAST MEDICAL HISTORY:
Have you had any of the following?
□ Anemia _________________________________
□ Ascites (fluid in the abdomen) ________________
□ Asthma or emphysema _____________________
□ Bleeding disorder _________________________
□ Blood transfusion _________________________
□ Blood clot in legs or lungs___________________
□ Cancer [type: __________________________ ]
□ Chest pain / angina ________________________
□ Colon polyps _____________________________
□ Depression ______________________________
□ Diabetes [year diagnosed? _____ use insulin? __ ]
□ Epilepsy or seizures _______________________
□ Heart Attack ______________________________
□ Heart Disease ____________________________
□ Hepatitis A, B, or C (if yes, list treatments below)
□ High blood pressure _______________________
□ High cholesterol __________________________
□ Intestinal or rectal bleeding __________________
□ Jaundice (turning yellow) ___________________
□ Kidney disease/stones______________________
□ Rheumatic or autoimmune disease ____________
□ Stroke / TIA [year diagnosed ? ______________ ]
□ Thyroid disease ___________________________
□ Tuberculosis or a positive TB skin test _________
□ Ulcerative Colitis or Crohn's Disease __________
□ Vascular disease (pain in legs with walking?) ____
Other Medical Problems / Details of above: 
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________  
Surgeries (include endoscopies) & Date
_________________________________________  
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________   
TESTING:

Check if you have ever had any of the following.
□ Cardiac Stress Test   When?_____Where?_____
□ Colonoscopy   When?_____Where?_____
□ Upper Endoscopy   When?_____Where?_____
□ Abdominal CT scan   When?_____Where?_____
□ Echocardiogram   When?_____Where?_____
□ Liver Biopsy   When?_____Where?_____
□ Abdominal Ultrasound  When?_____Where?_____

Check if you have been vaccinated for:
□ Hepatitis A □ Pneumovax (pneumonia)
□ Hepatitis B □ Flu shot (for this season)

MEDICATIONS:
Please list all the medications you are currently 
taking, including over the counters (TUMS, vitamins, 
Advil, aspirin, herbals, etc...)
Medicine Dose Frequency
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________
ALLERGIES TO MEDICATIONS
_________________________________________
_________________________________________  
_________________________________________  
_________________________________________  
_________________________________________
_________________________________________  
_________________________________________
OTHER ALLERGIES
_________________________________________
_________________________________________
_________________________________________
_________________________________________
WOMEN only:
How many times have you been pregnant ?______
# of children _____
Date of last menstrual period ?____ / _____ / _____  
Are you using birth control pills ? _____

 (PLEASE TURN OVER)

SOCIAL HISTORY:



Marital Status Employment
__Single __Employed
__Married __Unemployed
__Divorced __Retired
__Widowed __Student
__Partnered __Homemaker
Current Occupation: ________________________
Previous Occupation: _______________________
Who lives with you ? ________________________  
Number of children: ____Ages:________________
Highest grade of education:
___ th grade    __ College    __ Graduate school
SUBSTANCE USE:

Substance Ever
Used?

Current 
Use?

Amount per 
day/week?

Years 
of use?

If Stopped, 
When?

Caffeine Y  N Y  N

Tobacco Y  N Y  N

Alcohol Y  N Y  N

Street Drugs Y  N Y  N

IV Drugs Y  N Y  N

 
Any dietary restrictions?_______________________
Do you exercise regularly?_____________________
Do you have tattoos? Y N

FAMILY HISTORY:
Family 

Member
Age

(if living)
Illnesses Age at death and 

cause

Father

Mother

Sister/Brother

Sister/Brother

Sister/Brother

Sister/Brother

Sister/Brother

Son/Daughter

Son/Daughter

Son/Daughter

Son/Daughter

Father's Father

Father's Mother

Mother's Father

Mother's Mother

Has any blood relative had any of the following ?
□ Cancer:Breast/Colon/Ovary/Uterus/Pancreas/Other
□ Colon polyps □ Ulcer (duodenal or gastric)
□ Ulcerative Colitis □ Crohn’s disease
□ Gallstones □ Liver Disease
□ Irritable Bowel Syndrome
REVIEW OF SYSTEMS: (explain below)
Do you CURRENTLY have any of the following?
General:

□ Poor appetite  □ Weight loss
□ Itching/Rash □ Fatigue/Weakness
□ Fever/Chills □ Soaking night sweats
□ Tattoos □ Blood Transfusion
□ Depression □ Anxiety
□ Food Allergies □ Environmental Allergies
Eyes/Nose/Throat:
□ Blurry vision  □ Dry/Red eyes □ Yellow eyes
□ Mouth Ulcers □ Post Nasal Drip □ Thrush
Neck:
□Thyroid Disease □ Voice Change □ Hoarseness
Chest:
□ Chest pain □ Asthma □ Shortness of breath 
□ Chronic cough □ Irregular Heartbeat/Palpitations
GI:
□ Abdominal pain □ Abdominal swelling
□ Constipation □ Dark, tarry stool
□ Heartburn/indigestion □ Milk intolerance
□ Passing blood with stool □ Persistent nausea
□ Swallowing difficulty □ Vomiting
GU:
□ Dark urine □ Blood in urine 
□ Frequent urination □ Kidney stones
Extremities:
□ Swollen legs □ Joint aches □ Joint swelling
Neurologic:
□ Headaches □ Memory loss □ Muscle weakness □ 
Numbness □ Confusion □ Trouble sleeping
Other:
□ Anemia □ Iron deficiency □ B12 deficiency
□ Easy Bruising □ Easy bleeding
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________

_________________________   ____ / ____ / ____  
signature        Date


