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PATIENT MEDICAL HISTORY FORM 
Please answer all questions and bring to your new patient appointment at the VA. 
 
Your Name: _________________________________________________ 	Today’s date: __________________ 
 
Last 4 of SS#: ____________________________ 	 	Date of Birth: _____________________________ 
 
Name and location of any current medical providers treating you or the last regular provider(s) you saw: 
________________________________________________________________________________________________________________________ 
 
ALLERGIES/ADVERSE DRUG REACTIONS 
Please list drug and type of reaction. 
	Allergic to Medication/Food/Other 
	Type of reaction 

	 
	 

	 
	 

	 
	 

	 
	 



 Please bring all prescription and over the counter medications and supplements with you to your scheduled new patient appointment. 

MEDICATIONS 
Please list all prescription medications you are currently taking including the dose and how many times per day that you take the medicine.  
	Prescription medications 
	Dose 
	How often taken 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	
	
	








NON-PRESCRIPTION MEDICATIONS  
This includes over the counter medications such as aspirin, ibuprofen, vitamins, laxatives, etc. 
	Over the counter medications 
	Dose 
	How often taken 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 


 






HERBAL PREPARATIONS 
	Herbal preparation 
	Dose 
	How often taken 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	
	
	

	
	
	

	
	
	

	
	
	


 





PAST MEDICAL HISTORY 
Please list all medical problems/diseases that you have (heart, lung, etc.) 
	Medical Problem 
	How long? 

	 
 
	 

	 
 
	 

	 
 
	 

	 
 
	 

	 
 
	 

	
	

	 
 
	 

	 
 
	 



Please list any surgeries/operations, reason for the surgery, and date of the surgery: 
	Surgery 
	Reason for Surgery 
	
	Date of Surgery 

	 
	 
	 
	

	 
	 
	 
	

	 
	 
	 
	

	 
	 
	 
	

	 
	 
	 
	

	Colonoscopy 
	Results 
	Date 
	

	 
	 
	 
	


 
 FAMILY HISTORY 
Place an “X” in appropriate boxes to identify all illnesses/conditions in your blood relatives. 
	Illness/Condition 
	
	
	
	Family Member 
	
	
	

	 
	Grandparent 
	Father 
	Mother 
	Brother 
	Sister 
	Son 
	Daughter 
	Other  

	Colon or rectal cancer 
	 
	 
	 
	 
	 
	 
	 
	 

	Other cancer 
	 
	 
	 
	 
	 
	 
	 
	 

	Abdominal Aortic 
Aneurysm 
	 
	 
	 
	 
	 
	 
	 
	 

	Heart disease 
	 
	 
	 
	 
	 
	 
	 
	 

	Diabetes 
	 
	 
	 
	 
	 
	 
	 
	 

	High blood pressure 
	 
	 
	 
	 
	 
	 
	 
	 

	Liver disease 
	 
	 
	 
	 
	 
	 
	 
	 

	High cholesterol 
	 
	 
	 
	 
	 
	 
	 
	 

	Alcohol/Drug abuse 
	 
	 
	 
	 
	 
	 
	 
	 

	Depression/mental 
illness 
	 
	 
	 
	 
	 
	 
	 
	 

	Genetic/inherited disorder 
	 
	 
	 
	 
	 
	 
	 
	 

	Other 
	 
	 
	 
	 
	 
	 
	 
	 


 


IMMUNIZATIONS 
If yes, give approximate year given. 
	Pneumovax   
	No_____ 
	Yes_____ 
	Date________________ 

	Prevnar-13  	  
	No_____ 
	Yes_____ 
	Date________________ 

	Hepatitis A   
	No_____ 
	Yes_____ 
	Date________________ 

	Hepatitis B   
	No_____ 
	Yes_____ 
	Date________________ 

	Tetanus 	  
	No_____ 
	Yes_____ 
	Date________________ 

	TDAP 	  
	No_____ 
	Yes_____ 
	Date________________ 

	Flu Shot 	  
	No_____ 
	Yes_____ 
	Date________________ 

	Zoster(shingles) 
 
 
	No_____ 
	Yes_____ 
	Date________________ 


 




Patient Health Questionnaire 
 
To describe your mood, circle the answers for these two questions. 
1. Over the past two weeks, how often have you been bothered by any of the following problems? 
Little interest or pleasure in doing things 
(0) Not at all 
(1) Several days 
(2) More than half the days 
(3) Nearly every day 
Feeling down, depressed, or hopeless 
(0) Not at all 
(1) Several days 
(2) More than half the days 
(3) Nearly every day 
Thoughts that you would be better off dead or of hurting yourself in some way
(0) Not at all
(1) Several days
(2) More than half the days
(3) Nearly every day

HOMELESSNESS SCREEN 
In the past two months, have you been living in a stable housing that you rent or stay in as a part of a household? 
 
                    Yes____ living in stable housing.  	  No____ not living in stable housing. 


PRIMARY CARE PTSD SCREEN 
Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic.  
			For example: A serious accident or fire, a physical or sexual assault or abuse, an earthquake or flood, a war, seeing someone be killed or seriously injured, and/or having a loved one die through homicide or suicide. 
Have you experienced this kind of event?    Yes____   No_____ (if NO please continue to next section)
In the past month:
1.  Have you had nightmares about the event(s) or thought about the event(s) when you did not want to?             No ____ Yes ____ 
2. Tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you of the event(s)?          No____ Yes ____ 
3. Been constantly on guard, watchful, or easily startled?        No____ Yes____ 
4. Felt numb or detached from people, activities, or your surroundings? No____Yes____ 
5. Felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may have caused?  No____   Yes_____
6. Over the last 2 weeks, how often have you been bothered by thoughts that you would be better off dead or of hurting yourself in some way?
(0) Not at all
(1) Several days
(2) More than half the days
(3) Nearly every day












SCREEN FOR ALCOHOL 
Please read carefully and select the correct answer for you. 
Alcohol includes beer, wine, whiskey, other hard liquor and mixed drinks. 
To describe your alcohol use, circle the answers for these three questions. 
1. How often did you have a drink containing alcohol in the past year? 
(0) Never 
(1) Monthly or less 
(2) Two to four times a month 
(3) Two to three times a week 
(4) Four or more times a week 
2. How many drinks containing alcohol did you have on a typical day when you were drinking in the past year? 
(0) 1 or 2 (1) 3 or 4 
(2) 5 or 6 
(3) 7 to 9 
(4) 10 or more 
3. How often did you have six or more drinks on one occasion in the past year? 
(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Two to three times per week 
(4) Four or more times per week 
TOBACCO SCREEN 
Do you smoke cigarettes or use tobacco?
1. Every day
2. Some days
3. Not at all
4. Declined to answer
Do you smoke or use tobacco within 30 minutes of waking up?  No______ Yes_______
Are you interested in learning about VA resources to stop smoking/using tobacco? No____ Yes____
If you have quit, how long ago? _________________________ 

Do you use legal or illegal drugs? No____Yes____ 
If yes, how much and how often? ___________________________________


HEPATITIS C RISK QUESTIONS 
1. Did you have a transfusion of blood or blood products before 1992?    Yes ____ No_____ 
2. Have you had an organ transplant, or hemodialysis?   Yes____ No____ 
3. Have you ever injected drugs into your skin or veins?    Yes____ No____ 
4. Have you had direct blood contact from someone else’s blood, on your skin or mucous membranes such as eyes, mouth?   Yes___ No____    (If YES, where they HCV positive? ___________)
5. Have you had more than 20 sexual partners, or been diagnosed with a sexually transmitted infection?   Yes____ No____ 
6. Current or past sexual exposure to an HCV-infected person?      Yes____ No_____
7. Do you have tattoos or body-piercings obtained in a non-regulated setting?     Yes___ No___ 
8. Have you ever used intranasal cocaine?    Yes___ No___ 
9. Have you had a diagnosis of alcoholic hepatitis, alcohol abuse, or dependence?    Yes__ No___ 
 
 
 
MILITARY SEXUAL TRAUMA 
1. When you were in the military, did you ever receive uninvited and unwanted sexual attention (i.e. touching, cornering, verbal remarks or pressure for sexual favors)?         Yes___ No ___ 
2. When you were in the military, did anyone ever use force or the threat of force to have sex with you against your will?         Yes ___ No___ 
If yes, do you want a referral for counseling? Yes____ No____ 









Outpatient Functional Assessment ** (Age 75 or older) ** 

Bathing 

__ Bathes self completely or needs help in bathing only a single part of the body such as back, genital area, or disabled extremity. 
___Needs help with bathing more than one part of the body, getting in and out of the tub or shower. Requires total bathing. Dressing 
__ Gets clothes from closets and drawers and puts on clothes and outer garments complete with fasteners. 
May have help tying shoes. 
__Needs help with dressing self or needs to be completely dressed. 
Transferring 
__ Moves in and out of bed or chair unassisted.  Mechanical transferring aids are acceptable. 
__ Needs help in moving from bed to chair or requires a complete transfer. Continence 
__ Exercises complete self-control over urination and defecation. 
__ Is partially or totally incontinent with bowel or bladder. 
Feeding 
__ Gets food from plate into mouth without help. Preparation of food may be done by another person. 
__ Needs partial or total help with feeding or requires parenteral feeding. 
 


Outpatient Falls Assessment **(Age 75 or older only) ** 

 During the past year have you had the following: 
___ No falls in the past year 
___ One fall with no injury 
___ At least one fall with injury requiring treatment 
___ Two or more falls  
___ At least one fall with injury but did not seek treatment. 
 
 
*Please be sure to complete this entire questionnaire and bring it with you to your initial appointment at the Grand Junction VA.* 

2 Name: _________________________________ Last 4 of SS#: ______________________________ 
3
	Name: ________________________________	 
