Loudoun Medical Care & Wellness
Health History Questionnaire 
Welcome to Loudoun Medical Care & Wellness. We greatly appreciate your choosing us to provide care for you. 

Please answer following questions about your health. Your answers are confidential. 

PERSONAL INFORMATION: 
Name: ____________________________________________________ 
Date of Birth: ________________ Age: _______ 

Occupation: _________________________
 Who else lives in your household? _________________________________ 

MEDICAL INFORMATION: 
When was your last Complete Physical Examination? ______________________________________________________ 

Are you currently under care of a physician for any reason? _________________________________________________ 
Have you ever been hospitalized? _____________________________________________________________________ 

Are you taking any prescription or over the counter medications? Yes □No  □

If yes, list the names and dosages: ____________________________________________________________________ 

________________________________________________________________________________________________ 

Are you allergic to any medication or food? Yes □No  □

If yes, list the name(s): _____________________________________________________________________
Are your immunizations up-to-date? Yes □No  □Date of last tetanus shot: _______________ 

Do you or any of your family members have any of the following conditions? 

Anemia ____________ 


Kidney Disease ___________ 

Allergies/Hay Fever ____________ 

Liver Disease ___________ 



Asthma ____________ 


Osteoporosis ___________ 

Arthritis ____________ 


Respiratory Disease ___________ 

Anxiety/Depression ____________ 

Skin Disease ___________

 Alcoholism ____________ 


Stomach/Colon Disease ___________ Cancer____________ 


Stroke ___________ 

Diabetes,  ______ 



Seizure Disorder ___________ 

High Blood Pressure ____________ 

Thyroid Disease ___________ 

High Cholesterol ____________ 

Heart Disease ____________ 
Other ________________________________________ 

Females Only: Date of Last menstrual period ____________________ Are your periods regular? __________________ 

Number of children ______ Adopted? Yes □No  □Pregnancies _________ Miscarriages/Terminations __________ 

Date of Last Pap smear _______________ 
Date of Last Mammogram _____________ 
SMOKING HABITS: □Non-smoker □Former smoker; Date quit: ______________ □Current smoker 

Number of years smoking: _________________ Number of packs per day: __________ □Cigar, pipe or chewing tobacco 

ALCOHOL USE: Do you drink any alcohol? Yes □No  □

NUTRITION:                                                                                                                                   

Are you on any specific food / dietary plan at this time?   _______________________               Do you take dietary supplements? ________________________________ 

Comments: _____________________________________________________________________________ 
_____________________________________________________________________________ 

Signed: ___________________________________ Date: _________________ 

