












Health Screening Questionnaire 
(to be completed prior to your first visit to Three Rivers Family Medicine) 

Name _____________________________________________ Birthdate _________________________________ 

What medications do you take regularly? 

(Include prescriptions, vitamins, birth control pills and over the counter medicine) 

Medication   Dose         Medication    Dose 

________________________________________  _______________________________________ 

________________________________________  _______________________________________ 

________________________________________  _______________________________________ 

________________________________________  _______________________________________ 

________________________________________  _______________________________________ 

________________________________________  _______________________________________ 

Any other Physician’s seen regularly: _______________________________________________________ 

______________________________________________________________________________________ 

Allergies (Medication or Other)    Type of Reaction 

1.______________________________________ ______________________________________ 

2.______________________________________ ______________________________________ 

3.______________________________________ ______________________________________ 

Have you ever been told by a doctor that you have the following problems? 

Circle all those that apply 

High Blood Pressure  High Cholesterol Asthma/Lung Problems/Emphysema 

Diabetes   Thyroid Disease  Depression/Anxiety 

Have you ever had the following conditions?  Circle all those that apply 

Heart Attack   Stroke  Allergies  Heart Disease 

Hepatitis/Liver Disease  Anemia  Eye Disease  Alcoholism/Substance Abuse 

Headache/Migraine  Seizures Tuberculosis  Cancer-Type:________________________  

Other Significant Problems:__________________________________________________________ 

_________________________________________________________________________________ 



Are you experiencing any of the following? 

Current or Recurrent 

General: General health (excellent   good   fair   poor) Recent Weight Change:    Lost    Gained      Intentional 

  fever chills night sweats fatigue     

Skin:  rash     itching     dryness     non-healing sores     color changes     changing moles     hair loss   

Eyes:  glasses/contacts   vision loss       blurring       redness      double vision   

Ears/nose: decrease hearing     ringing in ears     ear pain    sinus pain     nasal discharge     congestion       
  nose bleeds 

Mouth/throat: dental problems      sore throat     hoarseness     swallowing problems 

Respiratory: cough    shortness of breath      coughing up blood       painful breathing    wheezing/asthma 

Cardiovascular:  chest pain       shortness of breath while lying flat    swelling in legs     leg cramps with exercise       

  lightheadedness/dizziness      rapid heartbeat       murmurs 

Gastrointestinal:   poor appetite     heartburn nausea     vomiting     abdominal pain    bloating     diarrhea      
   constipation        blood in stool        hemorrhoids 

Genitourinary: pain with urination     frequent urination     increased urination at night       blood  in  urine         
  trouble holding urine      

Musculoskeletal:       joint pain (hands / elbows / shoulders / hips / knees / feet)       joint swelling       joint stiffness      

   back pain      history of fractures    muscle  pain 

Hematologic:     easy bleeding/bruising    prior blood transfusions    anemia    

  swollen lymph nodes   

Neurologic: headache/migraines     concussions     loss of consciousness     numbness         
  dizziness       memory loss       difficulty walking     tremor     incoordination     muscle weakness 

Psychiatric: sadness     hopelessness      loss   of pleasure        tearfulness       hospitalization         
  suicidal thoughts or feelings       anxiety     panic      fear of social situations 

Sleep:  insomnia shift work sleep apnea snoring    bed time (         )    awakening time (      ) 

Social:  Any significant family, work or financial stressors?  Yes/No     Do you feel safe in your home?   Yes/No 

Female Only: pelvic pain        excessive hair growth        menstrual problems    menopausal concerns      

Male Only: prostate problems     frequent nighttime urination     erectile dysfunction    loss of urine control            
  decreased urine flow 

 

 



Surgeries:   please include dates, surgeon name, location 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

Hospitalizations and other medical conditions: please include dates 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

FAMILY MEDICAL HISTORY 

Please list family members with significant health problems 

Relationship     Living?   Yr of Birth/Age   Medical Problems/Cause of Death  

   Age of Death 

Father   ________  ____________       ______________________________  

Mother   ________  ____________       ______________________________ 

Paternal Grandfather ________  ____________       ______________________________ 

Paternal Grandmother ________  ____________       ______________________________ 

Maternal Grandfather  ________  ____________       ______________________________ 

Maternal Grandmother ________  ____________       ______________________________ 

Siblings  Brothers___________ Sisters ____________ Health Issues____________________ 

Children Sons______________  Daughters___________   Health Issues____________________ 

Other family health issues:_____________________________________________________________ 

___________________________________________________________________________________ 

 

 

 



LIFESTYLE 

Do you use any kind of tobacco?  Yes or No    Have you ever used tobacco in the past?  Yes or No 

Type:    Cigarette/Cigar/Pipe  E-Cig  Chewing 

Amount, how many years? ________________________________________________ 

Quit date/dates :     __________________________________ 

 

Sexual History:  Are you sexually active?   Yes or No    

If so, with   Men Women      or  Both 

Have you had more than one sexual partner in the last 10 years?  Yes or No 

Had a sexually transmitted disease?  Yes or No      Type:__________________________ 

Had a blood transfusion before 1985?    Yes or No 

Ever had an HIV test? Yes or No 

Ever had Hepatitis C test?     Yes or No 

Drugs:   Do you or have you ever used illicit drugs?    Yes or No 

If yes, when and what do you use? ________________________________________ 

 

Alcohol: Do you drink alcohol?   Yes or No 

If so, how often and what types?___________________________________________ 

 

Exercise:   Do you have an exercise program?    Yes or No      

Type:______________________________Minutes ___________________ Frequency_______________ 

Living with:_____________________________ Marital Status:_____________________ 

Occupation:_____________________________ 

Age 65 or over:   

Do you or your family  think you have memory problems?     Yes or No 

How many times have you fallen in the past six months? ___________ 

 



Immunizations 

Do you know the date of your last :  Tetanus Vaccine: Date: ______________   Td or Tdap 

Pneumonia Vaccine Date: ___________  

Flu Vaccine Date:______________  

Hepatitis B Dates:__________________      Hepatitis A Dates:_______________ 

Measles Dates:_______________     

Ever had Chicken Pox?    Yes or No 

Tuberculosis (TB) Skin Test?  Date: _______Have you had a positive reaction to a TB skin test?  Yes or No 

Were you treated for this reaction?  Yes or No   With what and how long? _________________________ 

Colon Screening 

Ever had screening?  Yes or No 

Date of last Sigmoidoscopy/Colonoscopy: _____________________________ 

Where/Doctor:____________________________________________________ 

Results: _________________________________________________________ 

Women Only:   Do you examine your breasts each month?   Yes or No 

Have you noticed any unusual lumps or discharge in your breasts?   Yes or No 

Have you ever had an abnormal Pap Smear?    Yes or No     

Have you had an HPV Test?      Positive  or Negative 

Date of last Pap Smear: ________________Date of last Mammogram: _________________ 

Have you ever taken hormones?  Yes or No 

Do you bleed between periods, or since going through menopause?     Yes or No 

# of pregnancies have you had?______________   Miscarriages ___________ Abortions__________ 

Date of last normal period? __________________ Have you had a hysterectomy?   Yes or No 

 Why? ___________________________________ 

Have you ever had a DEXA Scan?  (Bone Density study for Osteoporosis?  Yes or No     

Year:________  Findings:_________________________________________________________________ 



 

Consent To Inform- Your Right to Privacy 
** Please Print**  

We respect your right to privacy regarding your medical information. By filling out the information below, you 
are giving us permission to share your information with others. 

1.                
PATIENT’S Name:          DOB: ___________Date:    

Spouse Full Name:                             
2.                
We understand you may have concerned family members as well. Please list the names of adults, children, 
other family members and/or a contact person with whom we may share information, and their relationship 
to the patient. 
Name:        Relationship:      

Name:       Relationship:      

Name:        Relationship:      

Name:        Relationship:      

3.                
Please check all the boxes below for any information regarding your health care that you would like disclosed. 
* Minors- a minor patient’s signature is required in order to disclose information related to reproductive care, sexually 
transmitted diseases and HIV/AIDS (if age 14 & older) drug & alcohol and mental illness (if age 13 & older). 

 All general health information (not including sensitive subjects below)  
 Other- specify date(s) or conditions:       

Sensitive Subjects 
 HIV/AIDS   Sexually Transmitted Diseases Mental Health or Illness 
Drug and/or Alcohol  Reproductive Care (minors only)  

4.                

              
Signature of patient       Date 

           
Relationship or status if signed by anyone other than patient 

If there are any changes to be made to this authorization, it is the patient’s responsibility to inform TRFM.  

THIS AUTHORIZATION WILL EXPIRE YEARLY, UNLESS OTHERWISE REVOKED 



 

Consent to Contact Electronically 
We are now able to send you certain information via text message or email.  If you wish to receive these text 
messages or emails we do require your consent. Please read the disclaimer below carefully then complete and 
sign the bottom of the form. If you choose NOT to receive these messages please sign below and you don’t 
need to go any further. 

I understand that I am signing this consent form refusing any text messages or emails from TRFM. 
 
              
Name         Date 

I consent to Three Rivers Family Medicine, PSC contacting me by text message or email for the purposes of 
health promotion, billing inquires, general letters and appointment reminders. 

I acknowledge that appointment reminders by text or email are an additional service and that these may not 
take place on all occasions, and that the responsibility of attending appointments or canceling them still rests 
with me. 

Text messages and emails are generated using a secure facility. I understand that they are transmitted over a 
public network onto a personal telephone and as such may not be secure. However, the practice will not 
transmit any information which would enable an individual patient to be identified. 

I agree to advise the practice if my mobile number or email changes or if this is no longer the way to 
communicate with me. 
 
                
Cell phone #      Email Address 
 
        
Print Name    
   
              
Sign Name      Date 

 


