Mercy Clinic Infectious Disease




 NEW PATIENT HEALTH QUESTIONNAIRE
621 S. New Ballas Rd.

Suite 7018-B 

Saint Louis, MO, 63141

314-251-4949

Please answer all questions, thank you.

Date: _________________

Patient Last Name____________________ First: ______________________ Middle: _____________________

Primary reason for your visit: __________________________________________________________________

___________________________________________________________________________________________

Allergies to Drugs: Yes____ No____ Please list individual drug(s) and their type(s) of reactions.

Drug (s)


Reaction(s)


Drug(s)


Reaction(s)

________________         ___________________             _________________         ______________________


________________         ___________________
            __________________        ______________________
 
Other Allergies:  Yes_____   No_____   Please list

___________________________________________________________________________________________

___________________________________________________________________________________________

Habits:  Smoking:          Yes___     No ___How many packs per day? ___ If previous smoker, year you quit ____
               Alcohol:            Yes ___   No ___ How many drinks per week? ___ If previous drinker, year you quit____
               IV Drug Use:    Yes ___   No ___ If previous drug user, year you quit ____
               Other Drugs:   Yes ___   No ___ List: ____________________________________________

Medications: Please list individual drug (s) you are taking and dates started.

Drug(s)



Dates Started


Drug(s)

                          Date Started

____________________            ______________________         _____________________           __________________

____________________            ______________________         _____________________           __________________

____________________           ______________________          _____________________           __________________
____________________           ______________________         _____________________            __________________

____________________          ______________________          _____________________           __________________

____________________         _______________________         _____________________          ___________________
Past Surgeries: Please list type and date.

Surgery 



Date



Surgery



Date

___________________________
____________________
_____________________
__________

___________________________
____________________
_____________________
__________

___________________________             ____________________              _____________________            __________

Past Medical History: Please check all that apply and note year diagnosed.
Diabetes   

Yes___    No___   Date: ______________________
Rheumatic Fever             Yes ___   No ___ Date:_____________________
Tuberculosis                     Yes ___ No ___ Date:_____________________
Hepatitis     

Yes ___   No ___ Date: _____________________
Heart Murmur 

Yes ___   No ___ Date:______________________
Endocarditis                     Yes ___  No ___  Date:_____________________
Mitral Valve Prolapse    Yes ___  No ___  Date: _____________________
Sexually Transmitted Diseases:  Please check all that apply and date diagnosed.

Gonorrhea
             Yes ___  No ___  Date:____________________

Syphilis
                            Yes ___  No ___  Date: ___________________

AIDS/HIV
              Yes ___  No ____  Date:___________________

Chlamydia   
              Yes ____ No ___ Date:____________________

Herpes

              Yes ____ No___  Date: ____________________

Venereal Warts               Yes ____ No ____ Date: __________________

Other Diseases:  Please list each one and year diagnosed.

Disease



Year 


Disease



Year

_____________________             _________________    ______________________          _______________________

_____________________
__________________    ______________________         _______________________

_____________________             _________________      ______________________        _______________________

If you are a female, is there a possibility that you are pregnant?  Yes___  No____

Have you ever received blood transfusions?  Yes___  No____
If YES list the year(s) of transfusion(s).
Years: __________________________________________________________________________________________

Immunizations: Please check and list year:

Last Tetanus Shot:
Year:_________

Last Pneumonia Shot:    Year:_________

Last Flu Shot:

Year:__________

Have you had a TB skin test or blood test?  Yes___ No___   

If yes, Positive____ Negative____   What year? __________________

Family History:  Please check if anyone in your family has or has had the following diseases.

Tuberculosis                  Yes___  No___

Immune Deficiency      Yes___ No____

Diabetes                          Yes___ No____

Cancer

            Yes___ No____

Hepatitis
            Yes___  No_____

Sexual History: 

Are you sexually active? Yes___ No ___ 

If yes, do you have? 
one partner, ( 
multiple partners (
Do you have sex with?

 women (
 men (
 both (
Do you engage in anal receptive intercourse? Yes ___ No___

Do you have children?  Yes___  No___

If YES list their sex and age(s):

Sex

Age

Sex

Age

Sex

Age

Sex
           Age

_____

______

_______
_______
______

_______
_____
          _____

_____

______

_______
_______
______    
_______
_____
          _____

Your Occupation:_____________________________________________________________________

Travel: 

In the past year, have you travelled outside Missouri/Illinois area?   Yes___ No___

If YES list all destination(s) (foreign and domestic).
_____________________________________________________________________________________________

Do you have any pets?  Yes ___  No _____  If YES check below

Dog(s) _______  Cat(s) ______  Bird(s) ________ Others list:_____________________________________________

Have you had any significant animal bites or insect bites within the last year?

Yes____ No____   If YES name animal or insect:_______________________________________________________

Other comments which may be helpful to your doctor in evaluating your illness:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

________________________________________________________________              _______________________

Patient’s Signature







          Date

Thank You 



