


SOCIAL HISTORY 
Marital Status__________ Occupation_________________ Employer___________________ 
Exercise? No___ Yes ___  Type________________ Hours per Week ___________________ 
How many people other than you reside in your household? ___Spouse ___Children            
___Grandparents ___Other 
Do you have advance directives? ________________________________________________ 
Do you have any religious belief that could affect your medical care? 
___________________________________________________________________________ 
 

TOBACCO/ALCOHOL/CAFFEINE/DRUGS 
Please check your current tobacco status. ( ) Current ( ) Never ( ) Former 
Do you use Alcohol?  No__ Yes__ Type____________ Amount______ Frequency______ 

Do you use Caffeine?         No__ Yes__ Type____________ Amount______ Frequency______ 

Do you use Illicit Drugs?     No__ Yes__ Type____________ Amount______ Frequency______ 

 
Other 

Do you use contraceptives?  No___ Yes___ Type___________________________________ 

Who is your dentist? _________________________________ Telephone _______________ 

Do you have any dental/oral problems? ___________________________________________ 

 
Preventive Care History 

Indicate Date of Your Last: 

Tetanus Vaccine ________________ Colonoscopy ________________ 

Flu Vaccine ________________ Stool Check for Blood ________________ 

Pneumonia Vaccine ________________ PSA (♂) ________________ 

Shingles Vaccine ________________ Mammogram (♀) ________________ 

EKG/Heart Stress Test ________________ Pap Smear (♀) ________________ 

Chest Xray ________________ Bone Density/DEXA ________________ 

Visit with Eye Doctor ________________ Visit with Dentist ________________ 
In the past 2 weeks, have you had little interest or pleasure in doing things?  
Not at all (0)___  Several days (1)___  More than half the days(2)___ Nearly every day (3)___ 
In the past 2 weeks, have you been feeling down, depressed or hopeless? 
Not at all (0)___  Several days (1)___  More than half the days(2)___ Nearly every day (3)___ 
 
Please list your most recent Health Care Provider(s) _________________________________ 
 
How did you hear about us? ____________________________________________________ 
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