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NEW PATIENT HEALTH AND LIFESTYLE HISTORY

PATIENT INFORMATION

Name: Date of Birth: / /

Phone Number: Email:

REASON FOR VISIT & HEALTH GOALS

What brings you in today?

Health Goals and Concerns

What are your top health goals (prevention, optimization, longevity, symptom relief, chronic
care management)?

What are your top health concerns/fears (if any)?

Is there anything else you want your provider to know before your visit?
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Past Medical History (check all that apply; mark past/current)

CARDIOVASCULAR(Currento/Pasto)

O Hypertension

O Hyperlipidemia

O Coronary artery disease
O Arrhythmia

O Heart failure

O Stroke/TIA

O Heart attack

O Blood clot in leg

O Pacemaker

O Other:

OI
ENDOCCRINE/METABOLIC (Currentn/

O Diabetes

U Prediabetes

O Thyroid disorder

U PCOS Obesity

U Metabolic syndrome
O Other:

PULMONARY (Currento/Pasto)

O Asthma

O COPD

O Sleep apnea
O Chronic cough
O Emphysema
O Tuberculosis
O Other:

NEUROLOGIC (Current o/Pastno)

O Migraine

U Seizure disorder
U Neuropathy

O Memory concerns
O Other:

MUSCULOSKELETAL (Currento/Pastn)

O Arthritis

O Chronic back pain
O Joint injury

O Osteoporosis

0O Gout

O Other:

GASTROINTESTINAL (Current o/Pasto)

U GERD

O IBS

BD

O Fatty liver

O Hepatitis

O Gallbladder disease
U Liver disease
O Hernia

O Ulcers

O Colitis

O Other:

GENITOURINARY (Currento/Pastn)

O Kidney disease
U Kidney stones

U Recurrent UTIs
U Prostate disorder
O Other:

WOMEN ONLY

O Endometriosis

O PCOS

O Other:

O Abnormal pap smear
If yes, date:

OB History
Number of pregnancies:
Number of children:

OPTHALAMIC (Currento/Pastn)

O Cataracts
O Glaucoma
O Other:

PSYCHIATRIC (Currento/Pasto)

O Depression

O Anxiety

O ADHD

O Bipolar disorder

O PTSD

O Eating disorder

O Chemical dependency

O Other:
HEMATOLOGIC/IMMUNE (Currentn/
O Anemia Pastn)

O Bleeding/clotting disorder
O Autoimmune disease

O Immunodeficiency

O Other:

CANCER HISTORY
(Yeso/Noneno)

Type(s):

Year(s):

Treatment(s):

OTHER CONDITIONS
(Yeso/Nonen)

Please feel free to add any additional information about your past medical history below:




Medical History (continued)

'
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Specialists involved in your care

Specialist Name

Speciality

Reason

Phone Number

Hospitalization History

Reason/diagnosis

Year

Surgical History

Procedure

Reason/diagnosis

Year
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Family Medical History

. State of Health Problems (if deceased, please list age
Relation Age(s) Health and cause)
Mother
Father
Sibling(s)
Children

Extended Family Medical History (if applicable)

State of Health Problems (if deceased, please list age

Relation Age(s) Health and cause)

Please feel free to add any additional information about your family medical history below:
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Social History

Martial status:

Occupation:

Living situation (alone, with partner/spouse, family, etc):

Children (number & ages):

Hobbies & interests:

ALCOHOL USE

Do you drink alcohol? (J Yes (] No

If yes, how often do you consume alcoholic beverages?

Please describe your typical consumption of alcohol:

TOBACCO USE

Please check which of the following best applies to you:

(J Never smoked (] Former smoker (] Current smoker (] Other tobacco user () Former other
tobacco user

If you checked 'current smoker' or 'former smoker,' how long have/did you smoke and about how
many packs daily?

If you checked 'other tobacco user' or 'former other tobacco user,' please describe your tobacco
use:

If you are a former smoker or former other tobacco user, when did you quit smoking or using
tobacco?

COMMUNITY INVOLVEMENT

Are you involved in any community, faith-based, social, or volunteer groups that are
importanttoyou? OYes O No

If yes, please briefly describe your involvement:

OTHER SOCIAL HISTORY

Please feel free to add any additional information that you would like to share with your provider about
your social history below:




Allergy & Medication Profile

N
A
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Pharmacy Information

Pharmacy name:

Phone Number:

Address:

Allergies .

9 (J No Known Drug Allergies

Substance Reaction

Prescriptions

Medication Name Dose/Strength Frequency Reason for Use/Prescriber
OTC Medications & Supplements

Medication/Product Dose/Strength Frequency Reason for Use

If you need additional space for allergies or medications, please print out a second page, attach it behind this

page, and mark here: E]



Review of Systems (check any that apply)
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GENERAL

O Fatigue

O Fever

O Chills

O Weight gain

O Weight loss

O Night sweats

O Sleep difficulties/concerns
O Low energy

O Appetite changes

U Other:
CARDIOVASCULAR
U Chest pain

O Chest pressure

O Palpitations

O SOB with exertion
O SOB at rest

U Edema/swelling

U Dizziness

O Syncope/fainting

O High blood pressure
O Other:

PULMONARY

O Cough

O Wheezing

O Shortness of breath (SOB)
O Chest tightness

O Snoring

O Other:

GENITOURINARY

O Urinary incontinence
O Frequent urination
U Painful urination

O Excessive urination
U Other:

MUSCULOSKELETAL

O Joint pain

O Joint swelling

U Muscle pain
UMuscle weakness
U Muscle stiffness
U Back pain

U Neck pain

O Other:

NEUROLOGIC

U Headache

O Migraine

O Vertigo

O Numbness/tingling

O Weakness

O Tremor

U Memory problems

O Difficulty concentrating
O Balance concerns

O Other:

GASTROINTESTINAL

O Heartburn/indigestion
O Abdominal pain

O Bloating

O Nausea

O Vomiting

O Diarrhea

O Constipation

0O Blood in stool

O Black stools

O Change in bowel habits

ENDOCRINE

O Weight resistance

O Excessive thirst

U Heat/Cold intolerance
O Hair loss

U Other:

VISION & AUDITORY

O Vision changes

O Blurry vision

U Double vision

U Hearing changes

O Ringing in ears (tinnitus)

PSYCHIATRIC

O Depression

O Anxiety

O Panic

O Sleep disturbances
O Brain fog

J Mood changes

O Low motivation

O Other:

HEMATOLOGIC/IMMUNE

0 Anemia

O Bleeding/clotting disorder
O Autoimmune disease

O Immunodeficiency

U Other:

WOMEN ONLY

O Hot flashes

O Bleeding between menses
U Bleeding after menopause
O Other:

Date of:
Last menses:
Last pap smear:
Last mammogram:
Are you currently pregnant: O Yes ONo

Please feel free to add any additional information about your symptoms below:
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Lifestyle Assessment Short Form
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a.
b.
c.
d.

2. OVER THE LAST TWO WEEKS, how many hours of
sleep did you average in a 24-hour period?

a.

Less than 4 hours
4-5 hours

6 hours

7-8 hours

9 or more hours

3. OVER THE LAST TWO WEEKS, how often did you
feel tired or have difficulty staying awake during
routine tasks in the day?

Not at all

Several days

More than half the days
Nearly every day

b
c
d
e

WEIGHT MANAGEMENT

4. What do you think about your current weight?
a.

I want to gain a lot of weight

. Twant to gain a little weight
. ITam happy with my weight
. Twant to lose a little weight
. Iwant to lose a lot weight

Patient Name:

OVERALL HEALTH
1. Please circle your current overall LEVEL of HEALTH. 0 1 2 3 4 5 6 7 8 9 10
Very Excellent
poor health health
SLEEP NUTRITION

5. OVER THE LAST TWO WEEKS, how often have you eaten
fast food, sugary drinks (e.g., soda, sports drinks, juice) or
packaged foods (e.g., chips, candy, crackers, cookies)?

a. Not at all

b. Several days

c. More than half the days

d. Nearly every day
6. ON AN AVERAGE DAY, how many servings of

whole fruits and vegetables do you eat (1 serving
is about a handful and does not include fruit juice)?

a. Less than 2 servings
b. 2-3servings

c. 4-5servings

d.

More than 5 servings

EXERCISE

7. OVER THE LAST TWO WEEKS, how many days did
you exercise at a moderate to strenuous intensity (e.g.,
brisk walking or enough movement to break a light
sweat)?

a. Less than 1 time per week
b. 1-2 times per week
c. 3-4 times per week
d. 5 or more times per week

8. DURING AN AVERAGE SESSION, how many minutes
do you exercise at a moderate to strenuous intensity
(e.g., brisk walking or enough movement to break a
light sweat)?

a. Less than 10 minutes
b. 10-29 minutes
c. 30-49 minutes

d. 50 minutes or more

DOB:

©2019 Loma Linda University Health and the American College of Lifestyle Medicine. All rights reserved. Updated May 2018
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PURPOSE & CONNECTION / MENTAL HEALTH

Not Several More than Nearly
9. Over the past 2 weeks, how often have you... at all days half the days  every day
a. Felt like your life had purpose or meaning? 3 2 1 0
b. Connected with any support network (e.g. community, 3 2 1 0
spiritual, friends/family, nature, yoga, or meditation)?
c. Been bothered by little interest or pleasure in doing things? 0 1 2 3
d. Been bothered by feeling down, depressed or hopeless? 0 1 2 3
e. Been bothered by feeling nervous, anxious or on edge? 0 1 2 3
f. Been bothered by worrying too much about different things? 0 1 2 3
SMOKING/SUBSTANCE USE
Have you used any of the following substances in the past year?
10. NICOTINE (cigarettes, e-cigarettes/vaping, cigars) Yes No
If you marked “YES”, how many cigarettes do you usually use? aday
If you marked “YES”, circle what level of concern you have 0 1 2 3 4 5
regarding nicotine? No Concern High Concern
11. ALCOHOL (beer, wine, liquor) Yes No
If you marked “YES”, how much alcohol do you usually use? aday
If you marked “YES”, circle what level of concern you have 0 1 2 3 4 5
regarding your alcohol use? No Concern High Concern
12.RECREATIONAL DRUGS (cocaine, heroin, meth, etc.) Yes No
If you marked “YES”, how much do you usually use? aday
If you marked “YES”, circle what level of concern you have 0 1 2 3 4 5
regarding your recreational drug use? No Concern High Concern
13. MARIJUANA Yes No
If you marked “YES”, how much marijuana do you usually use? aday
If you marked “YES”, circle what level of concern you have 0 1 2 3 4 5
regarding your marijuana use? No Concern High Concern

MOTIVATION

14. Please rank the top THREE areas you are most motivated to change in order to improve your current overall
LEVEL OF HEALTH (1 being most motivated).

Sleep Exercise Weight Management Nutrition
Substance Use Purpose & Connection Mental Health

What motivates you to be healthier?

Patient Name: DOB:
©2019 Loma Linda University Health and the American College of Lifestyle Medicine. All rights reserved. Updated May 2018




