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OraRose Counseling, Inc.

1776 S Jackson Street, Suite 208, Denver, CO  80210
303-758-3846
Orarose@q.com  
www.OraRose.org 

New Patient Information

Date:






Patient’s Name: 

Address:  




(Street)




(City)


(State)

(Zip)

Male
         Female 
          Social Security #  


             DOB  
Home Phone   


        Work Phone  
  

     Alternate Phone    

Patient’s Employer: 






           Full Time 
   Part-time 


Employer’s Address:  

Student Status:

  Non-student  
          Full-time

Part-time 
Marital Status:
 Married
   Single
   Divorced 
       Separated
              Widow(er) 

Emergency Contact  


Relationship to Patient







       Phone

Primary Insured




Social Security #



DOB







Employer




Address:


Insurance Company



Policy #


Group #


HEALTH HISTORY QUESTIONNAIRE
Primary Care Physician:







         Phone:
Other Treating Physician(s):  






         Phone: 
Language Barriers

Can you understand English?   Yes 
      No  


Read English? 
  Yes 
 
No  

1. Major Health conditions, including disabilities and chronic illnesses:



2.  Medications (list all medications you take regularly, including non-prescription and herbal supplements):





HEALTH HISTORY QUESTIONNAIRE (Cont)
3. Allergies (if you have ever had a bad reaction to a medication or shot, please list that reaction below):




4. Operations/Surgeries (List all past surgeries, including approximate dates):




5. Accidents/Hospitalizations (Include approximate dates and reason):



6. Please review the Symptom/Problem checklist below and for each item check the appropriate box:

Have you ever had …





Have you ever had …

Yes
No
ENDOCRINE




Yes
No
GASTROINTESTINAL
 ⁪
⁪
Diabetes





 ⁪
⁪
Ulcer problems
 ⁪
⁪
Thyroid





 ⁪
⁪
Liver disease








 ⁪
⁪
Gallstones
Yes
No
RESPIRATORY




 ⁪
⁪
Bowel problems
 ⁪
⁪
Positive skin test for TB



 ⁪
⁪
Reflux persistent nausea/vomiting
 ⁪
⁪
Tuberculosis (TB)




 ⁪
⁪
Diarrhea
 ⁪
⁪
Asthma





 ⁪
⁪
Constipation
 ⁪
⁪
Emphysema







 ⁪
⁪
Chronic or frequent bronchitis


Yes
No
HEMATOLOGY

 ⁪
⁪
Lung disease




 ⁪
⁪
Anemia
 ⁪
⁪
Do you use Oxygen




 ⁪
⁪
Blood transfusion


Yes
No
EYES, EARS, NOSE,  THROAT


 Yes
No
CARDIOVASCULAR


 ⁪
⁪
Blurred vision




 ⁪
⁪
Heart disease
 ⁪
⁪
Double vision




 ⁪
⁪
Rheumatic fever
 ⁪
⁪
Loss of vision on or both eyes


 ⁪
⁪
Heart murmur
 ⁪
⁪
Glaucoma




 ⁪
⁪
High blood pressure
 ⁪
⁪
Cataract





 ⁪
⁪
Blood clots/phlebitis
 ⁪
⁪
Loss of hearing on or both ears


 ⁪
⁪
Angina








 ⁪
⁪
Abnormal EKG
Yes
No
WOMEN; OB/GYN



 ⁪
⁪
Palpitations
 ⁪
⁪
Abnormal Pap smear



 ⁪
⁪
Shortness of breath
 ⁪
⁪
Breast lump biopsy




 ⁪
⁪
Pain in legs when walking
 ⁪
⁪
Abnormal mammogram



 ⁪
⁪
Treadmill exercise test 
__________
Number of pregnancies



 ⁪
⁪
Heart Attack
__________
Number of children




 ⁪
⁪
Heart surgery
__________
Date of last menstrual cycle



 
 ⁪
⁪
Hormone replacement therapy


Yes
No
NEUROLOGY
 ⁪
⁪
Change in sexual drive



 ⁪
⁪
Migraines
 ⁪
⁪
Pain with sexual activity



 ⁪
⁪
Dizziness
 ⁪
⁪
Lack of Orgasm




 ⁪
⁪
Unsteady gait
  







 ⁪
⁪
Stroke
Yes
No
MEN’S HEALTH




 ⁪
⁪
Seizures
 ⁪
⁪
Difficulty with ejaculation



 ⁪
⁪
Head injury/concussion
 ⁪
⁪
Testicular pain




 ⁪
⁪
Memory loss
 ⁪
⁪
Testicular mass




 

 ⁪
⁪
Change in sexual drive



Yes
No
SKIN
 ⁪
⁪
Difficulty with erection



 ⁪
⁪
Skin cancer









 ⁪
⁪
Other skin problems

HEALTH HISTORY QUESTIONNAIRE (Cont)

Have you ever had …





(Questions about how your diet may affect your current
Yes
No
MUSCULOSKELETAL



health/medical condition?)
 ⁪
⁪
Back pain/sciatica




Have you ever had …
 ⁪
⁪
Arthritis





 Yes
No 
NUTRITION
 ⁪
⁪
Gout





  ⁪
⁪
Inability to eat

 Surgery:







  ⁪
⁪
Are you pregnant or breast feeding
 ⁪
⁪
Operation of the neck, back



  ⁪
⁪
Unintentional weight loss
 ⁪
⁪
Other bones or joints



  ⁪
⁪
Unintentional weight gain

 







  ⁪
⁪
Swallowing difficulties or chewing 

 Yes
No
GENITOURINARY





problems
 ⁪
⁪
Infection of bladder




  ⁪
⁪
Are you on a special diet
 ⁪
⁪
Infection of kidney

 ⁪
⁪
Kidney or bladder stones



 
 Sexually transmitted diseases:
 ⁪
⁪
Gonorrhea






 ⁪
⁪
Syphilis





 

 ⁪
⁪
Chlamydia




 

 ⁪
⁪
Genital warts






 ⁪
⁪
Herpes





 

 ⁪
⁪
HIV





 

FAMILY HISTORY







Has a biological relative ever had:



 

Yes
No
Relative (F=Father, M=Mother, B=Brother, S=Sister)
 ⁪
⁪
_______
Cancer (if so what kind?)



Specify: 


 ⁪
⁪
_______
High blood pressure


 

 ⁪
⁪
_______
Heart attack


 
 
 ⁪
⁪
_______
Stroke





 ⁪
⁪
_______
Diabetes



 

 ⁪
⁪
_______
Asthma






Yes
No
PAIN







⁪
⁪
_______
Do you have pain?

Location: 


Quality (Circle all that apply)

Dull

Sharp

Stabbing

Burning

When did the pain start\?


Using the pain scale below, please rate how bad your pain is today
No Pain




     Extreme Pain
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What medications have you tried or are currently using to control your pain?







Patient/Parent or Legal Guardian







Date

Clinician










Date

