


GRAHAM HEALTH CENTER 
Health History 

 
 

Name_________________________________________________ 
   
 
G#_____________________________DATE:__________________ 
 
 
Do you smoke? No Yes  

Have you ever smoked?  Quit date: No Yes  

Do you drink alcohol?  Number of drinks a week: No Yes  

Is your use of alcohol a concern for you or for family/friends? No Yes  

Have you ever driven after drinking alcohol? No Yes  

Do you use recreation drugs? No Yes  

Are you currently sexually active? No Yes  

Current or past partners are: Male Female Both 

The last time you had sex was a condom used? Yes No  

Do you want to be tested for sexually transmitted infections? No Yes  

Are you satisfied with your current body weight? Yes No  

How would you rate your diet? Good Fair Poor 

Do you eat at least 5 servings of fruit/vegetables a day? Yes No  

Do you drink more than 2 caffeinated drinks a day? No Yes  

Do you exercise at least 2 ½ hours a week? Yes No  

Do you use a seat belt? Yes No  

Do you wear a helmet when biking/boarding/skiing? Yes No  

Do you use sunscreen? Yes No  

Do you use a tanning bed? No Yes  

Is violence at home a concern? No Yes  

Have you ever been abused (verbally/physically/sexually)? No Yes  

In the past two weeks have you:    

       Felt little or no interest in things you typically enjoy? No Yes  

       Felt depressed of hopeless? No Yes  

Do you have a problem with sleep (too little/too much) Yes No  

What is your stress level?  (low) 1  2  3  4  5  6  7  8  9  10 (high)    

 
 
Date___________________________________  Reviewed By:__________________________ 


