JON R MUNDALL, M D.
111 N. COLUMBI A AVE.
CONNELL, WA 99326

HEALTH QUESTIONNAIRE

~ On behalf of the staff, | would like to welcome you to our
of fice. Pl ease respond to the follow ng questions in as conplete
and honest a manner as possible. Renmenber, your health nmay depend
on the information you furnish to your physician.

Nane: Dat e:

Plgase list all health problens which you would like help wth
t oaay: o
Pr obl em How | ong has it been a probl en?

© ® N O O~ 0 DdRE

If there are nore problens, please |ist on back of page.

Wien was the last tine that you felt normal ?

Have you been treated by aqy ﬁhysician or health practitioner
during the past year for any of the above problens? yes no

|f so, what treatnment was ordered?

In what ways, if any, did it help?

I n your opinion, what needs to be done to solve your problens? __
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What prescription nedications are you taking at present? none

Medi cation and strength: How | ong have you How of ten do you
taken i {7 take it7?
1
2.
3.
4.
5.
6.
Please Tist any additional nedications on back of page.
What nedications, if any, are you allergic to? ___ None.

Have you been di agnosed with any chronic nedical condition?
Di agnosi s: Year: Currently being Wth what?
freated?

H gh bl ood pressure

O her heart problem Y N

___Diabetes Y N

__ _Arthritis Y N

___ _Epilepsy Y N

et
Y N
Y

Please list all operations you have had, starting with the nobst

recent: _
Oper ati on: Dat e:

[T you need additional space, use the back of this page.
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Have you had any surPlcaI nts, prost hetic devices, or other
foreign substancesmﬁ aced in your body? Yes No. i f yes,
descri1 be what and

DENTAL HI STORY: Do you have any "silver"™ fillings in your teeth?
Yes__ No__ .

How old were you when the first fillings were placed?
When was the nost recent filling placed? _ Do you have
any root canals? Y O N . How many? Do you have

dentures? Yes___ No__ . Since when?
NUTRI TI ONAL HI STORY

Do you usually eat: YES NO TYPE OF FOOD:
Br eakf ast
Lunch
Di nner
Bet ween neal s
Bef ore bed

HOW OFTEN DO YOU EAT THE FOLLOWN NG? [Pl ease mark the best answer.]
More than once each

Day: Week: Mont h: Never :

1. MIlk - - - -
2. Dairy Products ___ - _ -
3. Coffee - . - -
4. De-Caff coffee - . - -
5. Sugar - . - -
6. Wite bread - - - -
7. Margarine L o o o
8. Nutrasweet - - - -
9. Soft drinks - . - -
10. Beer,w ne, etc - . - -
11. Fresh vegetables - - -
12. Frozen vege's . o - -
13. Canned vege's o . . -
14. Sal ads - . - -
15. Fresh fruit - . - -
16. Frozen fruit - - - -
17. Beef, lanb o . - -
18. Pork, ham bacon - . - -
19. Fish - . - -
20. Seaf ood

01/ 15/ 02 Connel | Medical Center 3



21. Poultry - . - -
22. Pastries

23. T.V. Dinners

24. ltalian Food

25. Chi nese Food

26. Fast Food

Do any foods seem to make you feel worse? Yes No . If yes,

name them and descri be what synptons are produced.
[ Exanple: M|k = nucus in throat]:

Are you at present on any special diet? Yes No . If yes,

pl ease descri be:

Are you currently taking any vitam n or m neral supplenents?
Pl ease |ist:

Pl ease list any herbal or honeopathic preparations you are taking
at present:

How often do you take the following OIC [over the counter]
medi cati ons?

—
>

Never Qccas. #/ Day-Wek-Mn

1. Acetam nophen or Tyl enol per D W M
2. Aspirin: Anacin,Bufferin per D W M
3. Advil/Alleve or other pain per D W M
4. Anti hi stam nes/al |l ergy per D W M
5. Decongestants: Sudafed,etc per D W M
6. Laxatives/Stool softeners per D W M
7. Antacids: Ml anta, Maal ox per D W M
8. Oher OTC per D W M
BI TS:
Have you ever snoked cigarettes? Yes No . Age started
______ yrs. How many years of your |ife have you snoked?
How many packs per day do you presently snoke? P/ D, how rnuch
were you snoking 1 year ago? P/D. Wen did you stop snoking?
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Why ?

Have you ever snoked cigars? Yes  NO
Have you ever snoked a pipe? Yes  No__
Do you currently chew tobacco? Yes  No_
How many cans per week? . How | ong have you chewed tobacco?
_____ years. Does anyone in your household snmoke? Yes No
If yes, how nmany i ndividual s? .
How often do you chew gun? Never__ Cccasionally___ Frequently_
Nearly constantly_ . If frequent or constantly, for how many years?
_____ years.
How much water, on the average, do you drink each day? cups/ day.
How many cups of coffee do you drink each day? _ . Is that nore
or less than 1 year ago? Mdire___ Less__ . How many gl asses of tea
per day? .
How many (12 oz) cans of Cola (caffeinated) soft drinks per day?
Do you drink regular or Diet soft drinks? Regular _  Diet __
Do you drink al cohol? Yes No
Aver age anmount per week: For how many years?
Beer
W ne
Li quor
Have you ever used al cohol to excess? Yes No
Have you ever been treated for al coholisn? Yes No
Have you ever used recreational or pleasure drugs? Yes_ No
If yes, which? How much, how often, and for how | ong? Current?
____ _Marijuana (pot)

Cocai ne
_ Heroin

Amphet ami nes, Speed
Sedatives, tranquilizers

LSD, nescaline, halluci nogens
[.V. use (mainline)

O her:

<< << =<=<=<=
zzzzzzz2Z

VWhat time of day do you usually go to bed?
How many hours do you usually sl eep? Do you sleep well? Yes__ No

SOC AL HI STORY:

Pl ace of birth: Date of birth
How many brothers did you have? How many sisters? . Wiat was your
position in the famly? . For how many nont hs were you breastfed?

List all states in which you have lived for nore than 1 year:

Have you ever been married? Y__ N __ How many times?

Current marital status: _ Single _ Married _ Divorced _ Wdowed _ Living

t oget her

Education: How many grades have you conpleted? _ 12 (H.S.) _ 16 (COLLEGE)
OTHER [List]:
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