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	Program Information
	[Lesson Title]

Personal Medical History
	TEACHER NAME
Billie Walters

	PROGRAM NAME
Mid-East Career & Technology Centers

	
	[Unit Title]

Health Literacy

	NRS EFL 
3 – 4 
	TIME FRAME
90 – 120 minutes with homework over 1 – 2 weeks


	Instruction 
	ABE/ASE Standards – English Language Arts and Literacy
       

	
	Reading (R)
	Writing (W)
	Speaking & Listening (S)
	Language (L)

	
	Foundational Skills
	
	Text Types and Purposes
	
	Comprehension and Collaboration
	
	Conventions of Standard English
	

	
	Key Ideas and Details
	
	Production and Distribution of Writing
	W.3.3 

W.2.6

W.3.4

W.4.3
	Presentation of Knowledge and Ideas
	
	Knowledge of Language
	

	
	Craft and Structure
	
	Research to Build and Present Knowledge
	
	
	Vocabulary Acquisition and Use
	

	
	Integration of Knowledge and Ideas
	
	
	
	Benchmarks identified in RED are priority benchmarks. To view a complete list of priority benchmarks and related Ohio Aspire lesson plans, please see the Curriculum Alignments located on the Teacher Resource Center (TRC).


	
	LEARNER OUTCOME(S)
· Students will gather the needed information and complete a personal medical history form that will aid in future medical experiences.
	ASSESSMENT TOOLS/METHODS
· Personal Medical History Questions

· Completed Personal Medical History Form
· Journal Reflection

· Teacher observation of student work in progress 

	
	LEARNER PRIOR KNOWLEDGE

· Students will be familiar with seeking health care and may have been asked for their medical histories in the past.  If necessary, students and teacher can discuss what kinds of information might be needed for a medical history.  
· Often illnesses and diseases are difficult to pronounce and write; the teacher might want to work on this specific vocabulary with students.  
· Students will have been introduced to the writing and language standards and will have used the standards to guide previous writing activities.  
· For review during the lesson, students should have experiences producing complete sentences; demonstrating English grammar and usage conventions as well as correctly using capitalization, punctuation and spelling in their writing.

	
	INSTRUCTIONAL ACTIVITIES 
1. Have the students begin the lesson by discussing why writing down their personal medical history might be a good idea. List reasons on board or flip chart.

2. Before students begin working on rough drafts of their medical histories, have them identify which of the writing and language benchmarks they would like to focus on.  

· Produce clear and coherent writing appropriate for  task

· Produce clear and coherent writing appropriate for purpose

· Produce clear and coherent writing appropriate for audience

· Demonstrate conventions of English grammar and usage

· Produce complete sentences, recognizing and correcting inappropriate fragments and run-ons

· Demonstrate command of capitalization

· Demonstrate command of punctuation

· Demonstrate command of spelling

· Use technology to produce writing

A simple checklist could be developed that highlights these skills

3. Introduce the Medical Forms to students at this time, explaining that the major focus for this lesson.  Students will gather the needed information and complete a personal medical history form that will aid in future medical experiences
Students begin working on rough drafts of their medical histories including specific illnesses, hospitalizations, surgeries, loss of work, injuries, accidents, medication used, and anything else that seems significant. They can do this in a timeline format or in narrative form.  When students have written as much as they remember, have them brainstorm possible sources to aid in their medical history (doctor’s office, family, clinic, ER). 

4. Students should be given a few days to contact these resources for information to complete their medical histories.   Begin to organize all this information into a format similar to what medical practitioners are most familiar.  Try to be as accurate and detailed as possible.  Use the Personal Medical History Questions handout to guide their writing. 

Teacher Note This form might be too long and complex to complete at one time, you may need to break it into parts or create a checklist or chart for the information.   These questions can be found online at How to Write a Personal Medical History Form. 

5. Once students have a more complete draft of their medical histories, they can peer-edit.  If privacy is an issue for students, peer editing can be eliminated and teacher can edit.  Students can then revise their medical histories to correct any errors. 

They will want to take a copy of this personal medical history with them when they visit a health facility and should keep a paper or computer copy on file at home.  Medical portals are also gaining usage by doctors and insurance agencies.  My Family Health Portrait is an example of such a portal that contains family health history and medical risks where patient health history can be shared with family or health care provider.

6. To check for understanding and completeness, have the students practice filling out a sample medical history form. When ready, provide one of the forms for students to complete as their final assessment.
Teacher Note Teachers may want to acquire actual forms from their local practitioners as well.

7. Students can use their journals to write a 2-3 paragraph response explaining what they discovered about their medical past and what they should be aware of in the future.


	RESOURCES
Chalk/white board OR flip chart paper

Medical Forms. (n.d.). Retrieved from http://www.FreePrintableMedicalForms.com/
Student copies of Personal Medical History Questions handout

(attached)


How To Write A Personal Medical History Form. (n.d.). Retrieved from http://www.essortment.com/write-personal-medical-history-form-34558.html
My Family Health Portrait. (n.d.). Retrieved from https://familyhistory.hhs.gov/FHH/html/index.html
Family History form (attached)

Medical History forms (attached)

Family Information (attached)

Health Symptoms Chart (attached)

Immunization Records form (attached)

Medical Timeline form (attached)

Medication Record form (attached)

Surgery History form (attached)

Social History/Habits form (attached)



	
	DIFFERENTIATION

· Beginning students may need guidance (templates/graphic organizers and DOK leveled questions) to complete the forms and typing up their final draft.  
· Advanced students should be able to complete the assignment themselves with little or no guidance.  
· Students can choose which form(s) they want to complete.  
· Checklist of the standards provides a structure for students to evaluate their competence while completing medical forms.  
· Medical records can be created and updated as time allows and will be ready when needed in an emergency.



	Reflection
	TEACHER REFLECTION/LESSON EVALUATION


	
	ADDITIONAL INFORMATION
Continue with topics of interest generated in last step of this lesson.




Personal Medical History Questions

1. Name, gender, birth date, marital status, religion

2. Spouse name, emergency contact person, health proxy, children’s names and birthdates

3. Address, home phone, work phone, email, fax

4. Insurance company and number

5. Names and phone numbers of significant and recent practitioners seen – primary care doctor, specialists chiropractor, pharmacist

6. Present medical conditions – for example, diabetes, high blood pressure, hay fever, and other conditions that are current or chronic in nature; diseases and illnesses that affect your body often or always

7. Current medications – correct names, doses, when taken, when began, who prescribed, side effects, over-the-counter products, vitamins, herb, etc.

8. Allergies – to medications, foods, chemicals, natural and man-made substances, insects, and anything that causes an unusual reaction to your body; note how you respond to it

9. Past medical history – childhood illnesses, immunization history, pregnancies, significant short term illnesses, longer term conditions and other diseases that affected you in the past and are not mentioned previously

10. Hospitalizations – include in-patient stays, ER visits

11. Surgeries – minor and major, with anesthesia, out-patient, deliveries, invasive procedures, etc.

12. Significant and recent blood tests – most doctors will give you a copy of any blood work that is done; record only the significant values and file lab records.  The important numbers to include: glucose (sugar), fasting cholesterol, while blood cell count, cancer values, kidney function, and other that your practitioner would need

13. Special tests and procedures – examples include x-rays and other radiology tests, EKG, stress test, echocardiogram, colonoscopy, or other similar procedures

14. Family history – limit it to the significant disease of your grandparents, parents, siblings, and children

15. Injuries, accidents, disabilities – what happened and what was done; how it has and does affect you now

16. Review of systems – this is a catch-all section for any problems you may be having or have had in the recent past.  Under each of the following body systems, note any problems, symptoms and signs you experience, recent sicknesses, and other aspects that relate to that particular part of the body:

a. Neurological – brain, nerves, headache

b. Eyes – glasses, vision test results

c. Ears – hearing, infections

d. Nose, Sinus

e. Throat

f. Neck

g. Lungs (respiratory)

h. Heart (cardiac and vascular)

i. Gastrointestinal - esophagus, stomach, intestines, rectum, liver, gallbladder, pancreas

j. Urinary – kidney, bladder

k. Sexual organs – STDs, recently activity and problems, drive

l. Musculoskeletal – spine, bones, joints, muscles

m. Endocrine – glands, hormones, thyroid, diabetic symptoms

n. Blood and lymph glands – anemia, iron deficiency

o. Psychological – depression, anxiety, adverse attitudes, mood swings

p. General – fatigue, weakness, memory loss, confusion, weight changes, appetite, pain

17. Social history and lifestyle – habits, diet, exercise, sports, hobbies, household situation, frequent activities, significant relationships

18. Work history – current jobs, recent and significant, past occupations; particularly if you endured special work hazards, risks, stress, and other factors that affected your health

19. Chronological list of significant practitioner office visits in the past year or two

	FAMILY HISTORY

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Please indicate with a check (√) family members who have had any of the following conditions:
	
	

	□ I do not know my family history.
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medical Condition
	Mom
	Dad
	Sister
	Brother
	Daughter
	Son
	Other close relatives
	
	Medical Condition
	Mom
	Dad
	Sister
	Brother
	Daughter
	Son
	Other close relatives

	Alcoholism
	 
	 
	 
	 
	 
	 
	 
	
	Genetic Diseases
	 
	 
	 
	 
	 
	 
	 

	Anemia
	 
	 
	 
	 
	 
	 
	 
	
	Glaucoma
	 
	 
	 
	 
	 
	 
	 

	Anesthesia problem
	 
	 
	 
	 
	 
	 
	 
	
	Hay fever (Allergies)
	 
	 
	 
	 
	 
	 
	 

	Arthritis
	 
	 
	 
	 
	 
	 
	 
	
	Hearing problems
	 
	 
	 
	 
	 
	 
	 

	Asthma
	 
	 
	 
	 
	 
	 
	 
	
	Heart Attack (CAD)
	 
	 
	 
	 
	 
	 
	 

	Birth Defects
	 
	 
	 
	 
	 
	 
	 
	
	High Blood Pressure
	 
	 
	 
	 
	 
	 
	 

	Bleeding problem
	 
	 
	 
	 
	 
	 
	 
	
	High cholesterol
	 
	 
	 
	 
	 
	 
	 

	Cancer, Breast
	 
	 
	 
	 
	 
	 
	 
	
	Kidney diseases
	 
	 
	 
	 
	 
	 
	 

	Cancer, Colon
	 
	 
	 
	 
	 
	 
	 
	
	Lupus (SLE)
	 
	 
	 
	 
	 
	 
	 

	Cancer, Melanoma
	 
	 
	 
	 
	 
	 
	 
	
	Mental retardation
	 
	 
	 
	 
	 
	 
	 

	Cancer, other skin
	 
	 
	 
	 
	 
	 
	 
	
	Migraine headaches
	 
	 
	 
	 
	 
	 
	 

	Cancer, Ovary
	 
	 
	 
	 
	 
	 
	 
	
	Mitral Valve Prolapse
	 
	 
	 
	 
	 
	 
	 

	Cancer, Prostate
	 
	 
	 
	 
	 
	 
	 
	
	Osteoarthritis
	 
	 
	 
	 
	 
	 
	 

	Cancer (not noted)
	 
	 
	 
	 
	 
	 
	 
	
	Osteoporosis
	 
	 
	 
	 
	 
	 
	 

	Colon Polyps
	 
	 
	 
	 
	 
	 
	 
	
	Rheumatoid Arthritis
	 
	 
	 
	 
	 
	 
	 

	Depression
	 
	 
	 
	 
	 
	 
	 
	
	Stroke (CVA)
	 
	 
	 
	 
	 
	 
	 

	Diabetes, Type 1 (child)
	 
	 
	 
	 
	 
	 
	 
	
	Thyroid disorders
	 
	 
	 
	 
	 
	 
	 

	Diabetes, Type 2 (adult)
	 
	 
	 
	 
	 
	 
	 
	
	Tuberculosis
	 
	 
	 
	 
	 
	 
	 

	Eczema
	 
	 
	 
	 
	 
	 
	 
	
	Other:
	 
	 
	 
	 
	 
	 
	 

	Epilepsy (Seizures)
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 
	 


	
	MEDICAL HISTORY


	
	
	
	
	
	
	
	

	
	NAME:_______________________________________
	
	

	
	
	
	
	
	
	
	

	
	Personal Health History
	
	Please check conditions/diseases you have had.

	General
	Head/Ears/Eyes/
	Genital Disorders/
	Musculoskeletal

	□
	Anemia
	Nose/Throat
	Genitourinary
	□
	Arthritis

	□
	Bleeding Disorder
	□
	Chronic Ear Infections
	□
	Hernias
	□
	Fibromyalgia

	□
	Cancer
	□
	Glaucoma
	□
	Kidney Disease
	□
	Scoliosis

	□
	Cerebral Palsy
	□
	Hearing Impairment
	□
	Kidney Stones
	□
	Skeletal Disorder

	□
	Chronic Fatigue
	□
	Nasal Disorders/Trauma
	□
	Menstrual Disorder
	Neurological

	□
	Cystic Fibrosis
	□
	Oral Mouth Disorder
	□
	Urinary Tract Infections
	□
	Congenital/Spinal Cord Injury

	□
	Eating Disorder
	□
	Visual Impairment
	Infectious Diseases
	□
	Migraines

	□
	Lupus
	Gastrointestinal
	□
	Chickenpox (Varicella)
	□
	Multiple Sclerosis

	□
	Obesity
	□
	Celiac Disease
	□
	Hepatitis A
	□
	Seizures

	□
	Sleeping Disorder
	□
	Crohn Disease
	□
	Hepatitis B
	Skin

	Cardiovascular
	□
	Diverticulosis
	□
	Hepatitis C
	□
	Acne

	□
	Blood Clot/Clotting Disorder
	□
	Dyspepsia/Acid Reflux (heartburn)
	□
	HIV
	□
	Eczema

	□
	Congenital Heart Defect
	□
	Gallbladder Disease
	□
	Sexually Transmitted Infection
	□
	Melanoma

	□
	Heart Murmur
	□
	GERD
	Mental Health
	□
	Psoriasis

	□
	Hypertension
	□
	Hemorrhoids
	□
	Anxiety Disorder
	□
	Urticaria (hives)

	Respiratory
	□
	Irritable Bowel Syndrome
	□
	Attention Deficit (ADD/ADHD)
	Endocrine

	□
	Asthma
	□
	Peptic Ulcer Disease
	□
	Bipolar Disorder
	□
	Diabetes Mellitus

	□
	Bronchitis/Pneumonia
	□
	Ulcerative Colitis
	□
	Depression
	□
	Thyroid Disorder

	□
	Tuberculosis
	 
	 
	□
	Mental Health Treatment
	 
	 

	 
	 
	 
	 
	□
	Seasonal Affective Disorder
	 
	 

	ALLERGIES:
	
	
	
	
	
	

	□
	Penicillin
	□
	Sulfa
	□
	Aspirin
	□
	Codeine

	Other drug allergies (specify)_____________________________________________________________________________________________

	
	
	
	
	
	
	
	

	Do you have any of the following problems?
	
	
	
	

	□
	Alcoholism/ other addiction
	□
	Allergies (environmental)
	□
	Atrial fibrillation
	□
	Cholesterol problem

	□
	Chronic low back pain
	□
	Erectile dysfunction
	□
	Osteopenia/Osteoporosis
	□
	Prostate problem

	
	
	
	
	
	
	
	


	Have you ever had any of the following problems?  If so, please provide approximate year:
	
	

	□
	Cancer of ___________________     ________
	□
	Heart attack    ________
	□
	Blood transfusion ________

	
	
	
	
	□
	Stroke (CVA)  ________
	□
	Seizure               ________


	Medical History

	General Information
	
	
	

	Name
	 
	Birth Date
	City

	Height
	Weight
	 
	Hospital Where Born

	Primary Doctor
	 
	Health Ins. Name

	Doctor Address
	 
	Health Ins. No.

	Doctor Phone
	 
	Preferred Hospital

	
	
	
	
	
	
	

	Medications
	
	
	
	
	
	

	List any allergies or medicines you have been advised to avoid

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 

	List any medications that you are currently taking.  Include vitamins and homeopathic products.

	Medicine Name
	Dosage
	 
	Prescribed For
	Usage Direction

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	Medical History

	
	
	
	
	

	Date
	Issue
	 
	Resolution (i.e. surgery, medicine, therapy, etc.)

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


	FAMILY INFORMATION

	
	
	
	
	
	
	

	Mother's Name
	 

	Maiden Name
	 

	Address
	 

	Phone Number
	 

	
	
	
	
	
	
	

	Father's Name
	 

	Address
	 

	Phone Number
	 

	
	
	
	
	
	
	

	Sibling’s Name
	
	
	
	
	
	

	Spouse
	 

	Address
	 

	Phone Number
	 

	
	
	
	
	
	
	

	Sibling’s Name
	 

	Spouse
	 

	Address
	 

	Phone Number
	 

	
	
	
	
	
	
	

	Sibling’s Name
	 

	Spouse
	 

	Address
	 

	Phone Number
	 

	
	
	
	
	
	
	

	Sibling’s Name
	 

	Spouse
	 

	Address
	 

	Phone Number
	 

	
	
	
	
	
	
	


	HEALTH SYPMPTOMS CHART

	Keep track of health concerns with this chart.

	
	

	DATE
	SYMPTOMS/CONCERNS

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	IMMUNIZATION RECORD

	
	
	
	
	
	

	NAME:_______________________________________

	
	
	
	
	
	

	DtaP
	1.
	2.
	3.
	4.
	5.

	DT
	1.
	2.
	 
	 
	 

	Polio
	1.
	2.
	3.
	4.
	 

	HIB
	1.
	2.
	3.
	4.
	 

	Prevnar
	1.
	2.
	3.
	4.
	 

	MMR
	1.
	2.
	 
	 
	 

	Varicella
	1.
	 
	 
	 
	 

	HBV
	1.
	2.
	3.
	 
	 

	TB
	 
	 
	 
	 
	 

	Flu
	 
	 
	 
	 
	 

	Pneumonia
	 
	 
	 
	 
	 

	Other
	 
	 
	 
	 
	 

	Other
	 
	 
	 
	 
	 


Medical History for: __________________________________DOB: ____________
Current and Past Medical Conditions (including childhood and prenatal history)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Past Surgeries (including dates)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Family Medical History

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
Allergies (especially medication allergies)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Current Medication List (including vitamins, supplements and dosages)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Immunizations (including dates)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Specialist Medical Providers (including services provided and contact info)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

	MEDICAL TIMELINE

	
	
	

	NAME:__________________________________________

	
	
	

	DATE
	EVENT
	DESCRIPTION

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	Medication Record

	
	
	
	
	
	

	Name:________________________________________________
	

	
	
	
	
	
	

	Date
	Medication
	Dose    Given
	Frequency (i.e. 2x per day)
	Time
	am    pm

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	SURGERY HISTORY

	
	

	DATE
	 

	DOCTOR
	 

	DETAILS
	 

	 
	 

	 
	 

	 
	 

	 
	 

	DATE
	 

	DOCTOR
	 

	DETAILS
	 

	 
	 

	 
	 

	 
	 

	 
	 

	DATE
	 

	DOCTOR
	 

	DETAILS
	 

	 
	 

	 
	 

	 
	 

	 
	 

	DATE
	 

	DOCTOR
	 

	DETAILS
	 

	 
	 

	 
	 

	 
	 

	 
	 

	SOCIAL HISTORY/HABITS

	
	
	
	
	
	
	
	
	
	

	SUBSTANCES:
	
	
	
	
	
	
	
	
	

	Do you use recreational drugs?
	□
	yes
	□
	no
	
	
	
	
	

	Have you ever used needles?
	□
	yes
	□
	no
	
	
	
	
	

	Do you use tobacco?
	□
	yes
	□
	no
	
	
	
	
	

	Alcohol usage?
	□
	yes
	□
	no
	# times per week _____
	Amount per session __________

	Do you exercise?
	□
	yes
	□
	no
	# times per week _____
	
	

	
	
	
	
	
	
	
	
	
	

	SEXUALITY:
	
	
	
	
	
	
	
	
	

	Are you sexually active?
	□
	yes
	□
	no
	□
	not currently
	
	

	If sexually active, do you practice safe sex?
	□
	yes
	□
	no
	□
	NA
	
	
	

	Current sex partner(s) is/are:
	□
	male
	□
	female
	
	
	
	
	

	Have you ever had any sexually transmitted diseases (STDs)?
	□
	yes
	□
	no
	
	
	
	
	

	Are you interested in being screened for sexually transmitted diseases?
	□
	yes
	□
	no
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	SAFETY:
	
	
	
	
	
	
	
	
	

	Do you use seatbelts consistently?
	□
	yes
	□
	no
	
	
	
	
	

	Do you use a bike helmet regularly?
	□
	yes
	□
	no
	
	
	
	
	

	Is violence at home a concern for you?
	□
	yes
	□
	no
	
	
	
	
	

	Are you currently in a relationship?
	□
	yes
	□
	no
	
	
	
	
	

	    If yes, do you feel safe in this relationship?
	□
	yes
	□
	no
	
	
	
	
	

	Do you have a gun in your home?
	□
	yes
	□
	no
	
	
	
	
	

	Other concerns?
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	EXERCISE:
	
	
	
	
	
	
	
	
	

	How active are you?
	
	
	
	
	
	
	
	
	

	□   I get a cardiovascular work-our 3 or more times/week.
	
	
	
	
	

	□   I walk daily but do not work out.
	
	
	
	
	
	
	
	
	

	□   I exercise or walk less than times/week.
	
	
	
	
	
	
	
	

	□   I am not generally active.
	
	
	
	
	
	
	
	
	

	□   (other) _________________________
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	SOCIOECONOMICS:
	
	
	
	
	
	
	
	
	

	Ethnic Background:  How would you best describe yourself?
	
	
	
	

	{check (√) only one}
	
	
	
	
	
	
	
	
	

	
	□
	Asia
	□
	Black, Non-Hispanic
	□
	Hispanic
	

	
	□
	Native American
	□
	Native Hawaiian & Other Pacific Islander
	

	
	□
	White, Non-Hispanic
	□
	Other
	□
	Decline
	

	
	
	
	
	
	
	
	
	
	

	Marital status:
	□
	Single
	
	□
	Married
	
	
	

	
	□
	Separated
	□
	Divorced
	
	
	

	
	□
	Widow
	
	□
	Co-habiting
	
	

	
	□
	Engaged
	□
	Other___________
	

	Spouse/Partner's name: _________________________________________
	
	
	

	
	
	
	
	
	
	
	
	
	

	Number of pregnancies:
	
	 
	
	
	
	
	
	
	

	Number of miscarriages:
	
	 
	
	
	
	
	
	
	

	Number of births:
	
	 
	
	
	
	
	
	
	

	Who lives at home with you? ________________________________________
	

	
	
	
	
	
	
	
	
	
	

	Occupation: __________________________________
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Education completed:
	
	□
	Grade School
	□
	College
	

	
	
	□
	High School
	□
	Graduate school

	EMOTIONS:
	
	
	
	
	
	
	
	
	

	Over the past two weeks, how often have you been bothered by any of the following problems?

	
	
	
	
	
	
	
	
	
	

	
	0 = Not at all
	
	
	
	
	

	
	1 = Several days
	
	
	
	

	
	2 = More than half the days
	
	
	

	
	3 = Nearly every day
	
	
	

	●     Little interest or pleasure in doing things? ______
	
	
	
	
	
	

	●     Feeling down, depressed or hopeless?      ______
	
	
	
	
	

	PREFERRED PHARMACY: _______________________________________________

	
	
	name/address
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