
Annual Adult Health Questionnaire

(See DD Form 2005 for Privacy Act Statement)

	Medical History

Do you now or have you ever had any of the following illnesses:
	Surgeries, Significant Interventions, or
Hospitalizations


	When

	Nutritionally Related

__Anemia
__Diabetes* 
__Eating disorder
__Ever been told/are malnourished 
__High Blood Pressure*
__High Cholesterol/Triglycerides*
__History of radiation/chemotherapy
__Gastrointestinal disease

__Gout

__Kidney problems

__Osteoporosis 
__Strict vegetarian (no meat)
	
Heart disease:
     __Coronary Heart Disease*
     __Heart Attack *– age ____

     __Congestive Heart Failure*
__Heart valve problems

__Hepatitis/Jaundice

__Irregular menstrual periods

__Menopause – when ______ 

Psychiatric

    __Depression

    __Anxiety

    __Panic Attacks

   Other:_________________ 

__Seizures/Epilepsy

__Sexually transmitted disease

__Stroke*
__Thyroid (high/low)

__Tuberculosis (positive TB test)

Other:__________________

_______________________
_______________________
	
	

	
	
	Family History

Anyone in your family have:

(Key: M, F, S(ibling), MGM, MGF, PGM, PGF, MA, MU, PA, PU)
Cancer:

  ____Colorectal

  ____Breast  

  ____Prostate

  ____Ovarian  

  ____Gastric

  ____Melanoma

  ____Bladder

  ____Leukemia

  ____Lung

  ____Non-Hodgkin’s Lymphoma

  ____Uterine

  ____Thyroid

  ____Other:

____High Blood Pressure     

____Coronary Heart Disease

     __Heart Attack – age ____

____Stroke

____Other vascular disease

____Diabetes

____Mental Illness/Chemical Dep.

____Colonic Polyps

____Glaucoma

____Thyroid disease

Other:___________________ 

________________________

	__Arthritis
    __Osteoarthritis

    __Rheumatoid

__Allergies (Seasonal, Etc.) 

__Asthma*
__Bleeding problem

__Blood clots

__Blood transfusion

__COPD*
__Fracture: ________________
__Headache
    __Migraine  __ Tension


	
	

	
	Cancer:

__Breast* __Cervical __Uterine

__Ovarian __Thyroid __Gastric

__Colorectal __Lung __Skin

__Prostate __Leukemia 

__Non-Hodgkin’s Lymphoma

Other: _________________
	

	Allergies

Drug:
Other:

	

	Medications (prescription and OTC)

	

	Herbs/Supplements/Vitamins
	

	Additional Health History:
Caffeine: __Y (How much/day: _____ ) __N  
1st day last menses: ______  ( __regular  __irregular )  or __Menopausal  __Hysterectomy  (Year:____ )   

Year of first menses: ____  Pregnancies: __  Live children: __  

Date of last PAP: ______   History of abnormal PAP: __Y __N  

Date of last Mammogram: ______  History of abnormal Mammogram: __Y __N  Ever use HRT: __Y __N  
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	When was your last:

   ___ TB test

   ___ Tetanus booster

   ___ Flu vaccine

   ___ Pneumococcal vaccine 

   ___ Pap Smear

   ___ Mammogram

   ___ Prostate/digital rectal exam/PSA

   ___ Testicular exam

   ___ Colorectal cancer screening

   ___ Skin cancer exam

   ___ Blood pressure screen

   ___ Cholesterol screen

   ___ Eye exam 

   ___ Hearing screening

   ___ Dental exam
	Date

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

_______

	Counseling 

In the past year have you been counseled regarding:

___ Fitness
___ Dental

___ Injury prevention

___ Nutrition/Folate replacement

___ Cancer prevention

___ Safe Sex

___ Family Planning

___ Present medications

___ Mental Health/Stress/Suicide/

        Occupational stress

___ Hormone/Calcium replacement

___ Tobacco use

___ Alcohol/Substance abuse

___ Travel
___ Occupational exposure
        (toxins/noise/repetitive motion)

	Personal Health Maintenance

Do you perform your own exams:

  __ Breast    __ Testicular     __ Skin
	

	Do you have an Advanced Directive (Living Will)?

__Yes  (last updated:_________ )   __No

     Is a copy your chart? __Yes __No
	


	Do you have ongoing pain problems?  __Y __N     Are you feeling pain today?  __Y __N
If so, what is your level of pain intensity now?       __0 __1 __2 __3 __4 __5 __6 __7 __8 __9 __10

	What is your primary language?  __English __Korean __German __Spanish __Tagalog __Other:________
In which way do you learn best?  __individual  __group __reading __video __demonstration __other:_____

Do you have any barriers to learning?  __hearing __speech __motivation __vision __cultural 

__chronic pain __religious __other:__________

Do you have any medical problems that make it difficult for you to understand medical information or instructions? Y / N

Is there any educational material you would like today?  __Y __N 

	Do you use Alcohol products?  __Y __N (If Yes:)   
· Ever felt you ought to Cut down on your drinking?  __Y __N 

· Have people Annoyed you by criticizing your drinking?   __Y __N
· Ever felt bad or Guilty about your drinking?   __Y __N
· Ever had an Eye-opener to steady nerves in the morning?   __Y __N

	Do you use tobacco/smokeless products?  __Y __N 

· Are you ready to stop tobacco use in the next 30 days?   __Y __N
· Do you want tobacco cessation literature provided?  __Y __N
Do you have a history of tobacco use?  __Y __N 

	Are you taking any dietary supplements, herbal medications, or vitamins?   __Y __ N
Have you experienced a >10% change in weight in the past 6 months?    __Y __ N  

Do you have a diagnosis that requires medical nutrition therapy?    __Y __ N  

Do you have difficulty chewing or swallowing food or liquids?    __Y __ N  

Would you like to discuss any nutritional issues with a dietitian?    __Y __ N

	Do you participate in 30 cumulative minutes of aerobic exercise at least 3 times per week?  __Y __N
Do you participate in 30 cumulative minutes of strength training at least 3 times per week?  __Y __N

	Is this visit associated with a deployment by you or somebody else in your family?  __Y __N

Is this patient being followed for any injury or illness related to a deployment?   __Y __N

	During the past month have you…,

Been feeling down, depressed or hopeless?                         __Yes  __No
Lost interest or pleasure in things that you used to enjoy?  __Yes  __No
	Are your children/spouse:

EFMP Screened __Y __N
EFMP Enrolled  __Y __N
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