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STANFORD CALIFORNIA 94305

Patient Questionnaire

Allergies    Reaction       Comments

Medications
Name Dose How often taken?

Immunizations          
Last Tetanus
Last Pneumococcal Vaccine
Medical History (circle ‘yes’ or ‘no’)
Atrial Fibrillation Anemia Anxiety
Heart Attack Blood clot Depression
Heart Disease Positive PPD Asthma
High Blood Pressure Sexual Infection Emphysema
High Cholesterol Dementia Kidney Disease
Diabetes Seizure Disorder Arthritis
Hypothyroid Stroke Osteoporosis
Liver Disease Alcohol Problem Prostate Problem
Ulcers of Stomach

Last Mammogram? ___________  Last Pap smear?  __________  Last Colonoscopy? ___________

Other Medical History

4.10.08_SMG

__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________



Surgical History (circle ‘yes’ or ‘no’)
Appendectomy Cesarean-Section
Cardiac Bypass Graft Surgery Cardiac Catheterization
Hernia repair Hysterectomy (ovaries not removed)
Gall bladder removal (Open surgery) PTCA (Angioplasty or Heart Stent)
Gall bladder removal (Laparoscopic) Hysterectomy with Ovaries removed

Other Surgical History

                                        

Family Health 
History 

Living? (L) 
Deceased? (D)
Unknown? (U) Medical Conditions

Mother
Father
Mother’s Mom
Mother’s Dad
Father’s Mom
Father’s Dad
Sister
Brother
other
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_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Tobacco Use
Yes No Quit  ___________(quit date)
Packs/day  _________________________              

Alcohol Use
Yes No
# of Drinks/Week 

Can(s) of beer each week

Shot(s) of liquor each week

Drink(s) containing 0.5 oz of alcohol each 


