HEALTH HISTORY QUESTIONNAIRE

Name_____________________________
Date___/___/___
Phone (H)________________________

Date of Birth  ___/___/___
Age____  Gender____  Ethnicity_______    Phone (W)__________________

Address (home)_____________________________________________________________zip__________

UNM faculty/staff___
   UH staff___   UNM student___   Community___   Other______

UNM Dept/Bldg.____________________________      email_____________________________________

Primary health care provider and health insurance______________________________________________

(Only for information/emergency contact) 

How did you hear of our services?__________________________________________________________

(((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
MEDICAL HISTORY

Self-reported:  Height______    Weight______


Physical injuries:______________________________________________________________________

Limitations___________________________________________________________________________

Have you ever had any of the following cardiovascular problems?  Please check all that apply.


Heart attack/Myocardial Infarction____
Heart surgery
____
Valve problems
_____



Chest pain or pressure                   
____
Swollen ankles
____
Dizziness
_____


Arrhythmias/Palpitations
____
Heart murmur
____
Shortness of breath
_____

Congestive heart failure
____

Have you ever had any of the following?  Please check all that apply.


Hepatitis/HIV
_____
Depression
_____
Cancer (specify type)
__________


Rheumatic fever
_____
High blood pressure_____ 
Thyroid problems
_____


Kidney/liver disease
_____
Obesity
_____ 
Total cholesterol >200 mg/dl
_____


Diabetes (specify type)
_____
Asthma
_____ 
HDL cholesterol <35 mg/dl
_____


Emphysema
_____
Stroke
_____ 
LDL cholesterol >135 mg/dl
_____






Trygylcerides>150 mg/dl
_____

Do immediate blood relatives (biological parents & siblings only) have any of the conditions listed above?  If yes, list the problem, and family member age at diagnosis. _______________________________________________________________________________________

Is your mother living?   Y   N

Age at death______
Cause___________________

Is your father living?    Y   N

Age at death______
Cause___________________

Do you currently have any condition not listed that may influence test results?  Y 
     N

Details________________________________________________________________________________

______________________________________________________________________________________

Indicate level of your overall health.  Excellent ____  Good ____   Fair ____  Poor_____

Are you taking any medications, vitamins or dietary supplements now?  
      Y      N

If yes, what are they?____________________________________________________________________

Do you have allergies to any medications?  If yes, what are they?  ________________________________

Are you allergic to latex?
Y
N

Have you been seen by a health care provider in the past year?  
Y       N

If yes, elaborate _______________________________________________________________________

Have you had a prior treadmill test?    Y      N.       If yes, when?______________  What were the results?

____________________________________________________________________________________

Have you ever experienced any adverse effects during or after exercise (fainting, vomiting, shock, palpitations, hyperventilation)?  Y  N  If yes, elaborate.________________________________________

____________________________________________________________________________________

(((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
LIFESTYLE FACTORS

Do you now or have you ever used tobacco?     Y    N     If yes:  type ________________  

How long?______  
Quantity____/day  

Years since quitting______________

How often do you drink the following?

  Caffeinated coffee, tea, or soda  _______oz/day
Hard liquor _______oz/wk      Wine _______oz/week

  Beer  _______oz/wk

Indicate your current level of emotional stress.  High____    Moderate ____    Low____ 
 

(((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
PHYSICAL ACTIVITY/EXERCISE
Physical Activity


Minutes/Day  (Weekdays)
Minutes/Day  (Weekends)
 


______/______
average 
______/_____  average


Do you train in any activity (eg. jogging, cycling, swimming, weight-lifting)?         Y           N


How well trained are you?


Vigorous Exercise (>30 Minute sessions)


_________Minutes/hours a week

((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
WOMEN ONLY

Please check the response that most closely describes your menstrual status:

_____ Post-menopausal (surgical or absence of normal menstrual periods for 12 months)

_____ Eumenorrheic – Normal menstrual periods (~every 28 days)

_____ Amenorrheic – Absence of normal menstrual periods for at least 3 months

_____ Oligomenorrheic – Irregular menstrual periods with occasional missed cycles.
