Medicat  #_____________________


UNLV Faculty And Staff Treatment (FAST) Center

Health History Form

Patient Name (print) __________________________________ Date of Birth_______________________
If patient is a minor, your name and relationship______________________________________________

What is your health insurance coverage? ____________________________________________________

What is the best phone number to reach you? ________________________________________________

What is your current address in the event we need to mail correspondence to you?

Address _____________________________________________________________________________
Do you have any allergies/reactions to medications or vaccinations?     Yes               No

If yes, please list_______________________________________________________________________  

Are you currently taking any medications including prescription, over the counter, vitamins, herbal, or home remedies? If yes, please list__________________________________________________________

Pediatric patients: Are immunizations up to date?  All            Some           None  
Were you or any relatives ever diagnosed with the following? If yes, check box:
	Patient
	Relative
	
	Explanation
	
	Patient
	Relative
	
	Explanation

	 
	 
	Diabetes
	 
	
	 
	 
	 Depression/Anxiety
	 

	 
	 
	Heart Disease/Heart Attack
	 
	
	 
	 
	Recurrent Ear Infections
	 

	 
	 
	High Blood Pressure
	 
	
	 
	 
	Urinary Tract Infections
	 

	 
	 
	Elevated Cholesterol
	 
	
	 
	 
	Pneumonia
	 

	 
	 
	Stroke
	 
	
	 
	
	Seizures
	 

	 
	 
	Heart Murmur
	 
	
	 
	 
	Genetic Disorder
	 

	 
	 
	Bleeding or Clotting Disorder
	 
	
	 
	 
	Learning Disability
	 

	 
	 
	Kidney Disease
	 
	
	 
	 
	Hearing Impairment
	 

	 
	 
	Cancer (type/site)
	 
	
	 
	 
	Vision Impairment
	 

	 
	 
	Asthma
	 
	
	 
	
	Tuberculosis
	 

	 
	 
	Allergies (seasonal/food)
	 
	
	 
	 
	Chicken Pox
	 

	 
	 
	Eczema
	 
	
	 
	 
	Rubella
	 

	 
	 
	Anemia
	 
	
	 
	 
	Measles
	 

	 
	 
	Thyroid Disorder
	 
	
	 
	 
	Mumps
	 

	 
	 
	Hepatitis (type)
	 
	
	 
	 
	Meningitis
	 

	 
	 
	Alcoholism/Substance Abuse
	 
	
	 
	 
	Other:
	 

	
	
	Headaches
	
	
	
	
	
	


Have you had any hospitalizations/operations? If yes, please describe and tell us the date. _____________
_____________________________________________________________________________________

Do you have any exposure to carcinogens?   Yes              No

Tobacco use? Yes          No           If yes, packs/chew per day ________ for ________ years.

Do you have any exposure to second hand smoke?     Yes           No  
Are you or have you been in a relationship (child/adult) in which you have been emotionally, physically, or sexually abused or threatened?   Yes            No

Are you in a safe situation at this time?   Yes            No
Patient Signature: ______________________________________ Date: __________________________

Patient or Representative Signature: _______________________________________________________
                                                                                                                                                 Reviewed by Clinical Staff: _________________________     August 2012

