
Proud Member of the Alaska Cancer Care Alliance

MEDICAL HISTORY QUESTIONNAIRE

1)   WHAT IS YOUR MAIN REASON FOR COMING HERE?________________________________________________________

Where and when was this diagnosed?______________________________________________________________________  

Please select anything that you may need help with below: 

Housing in Anchorage	 ❑  Yes     ❑  No	 Finances	 ❑  Yes     ❑  No	 Care at Home	 ❑  Yes    ❑  No

Medical Equipment	 ❑  Yes     ❑  No	 Transportation	 ❑  Yes     ❑  No	 Emotional Support	 ❑  Yes    ❑  No

Other (Please Explain) _________________________________________________________________________________	  

2)   LIST ALL PREVIOUS DOCTORS/PHYSICIANS YOU HAVE SEEN, INCLUDING FIRST NAME, CITY, STATE AND PHONE

	 Doctor/Physician	 City/State	 Phone

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

3)   ALLERGIES TO FOOD OR DRUGS

	 Food or Drug				    Reaction

_________________________________       _____________________________________________________________

_________________________________       _____________________________________________________________

_________________________________       _____________________________________________________________

_________________________________       _____________________________________________________________

4)   MEDICINES USED REGULARLY

	 Medication Name	 Dosage	 Used For:

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

_______________________________      ______________________________       _______________________________

5)   PLEASE LIST ANY PREVIOUS CANCER TREATMENTS, INCLUDING RADIATION THERAPY

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

6)   LIST ALL OTHER PREVIOUS SURGERIES (INCLUDE DATE, REASON AND DOCTOR)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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7)     PLEASE LIST ANY PROBLEM(S) YOU MAY HAVE HAD

❑  Heart attack ❑  Arthritis ❑  Difficulty urinating ❑  Circulation problems

❑  Seizures/Epilepsy ❑  Ulcer ❑  Kidney problems ❑  Hepatitis/Jaundice at birth

❑  Gall bladder disease ❑  Change in bowel habits ❑  Mental health problems ❑  Tuberculosis

❑  Liver disease ❑  Cancer ❑  Other lung disease ❑  Pneumonia

❑  Stroke ❑  Diabetes ❑  Chronic bronchitis/Emphysema ❑  High blood pressure

❑  Transfusion ❑  Other ____________________________________________________________________

8)     FOR WOMEN – MENSTRUAL HISTORY

Age period began _______       Cycle _______ days       Is your cycle regular at this time?    ❑  Yes     ❑  No

Any abnormal discharge or bleeding?    ❑  Yes     ❑  No       Birth Control or other hormones?    ❑  Yes     ❑  No

Age at menopause _______       How many children? _______       How many pregnancies? _______       

Age at first term delivery _______      Still Births _______       Abortions _______       Did you breast-feed?    ❑  Yes     ❑  No

9)     SOCIAL HISTORY

Birthplace _________________________________ Do you live alone?    ❑  Yes     ❑  No

Marital Status ______________________________ Name of Spouse ________________________________________

Do you have children?    ❑  Yes     ❑  No Ages of Children ________________________________________

Occupation ________________________________ Unemployed?    ❑  Yes     ❑  No Retired?    ❑  Yes     ❑  No

Have you had any of the following in the last 2 years?

Change of Job?    ❑  Yes     ❑  No Previous occupation _____________________________________

Change of residence?    ❑  Yes     ❑  No Environmental exposures?    ❑  Yes     ❑  No

Loss of spouse, relative or friend?  ❑  Yes   ❑ No       Do you have interests or hobbies that you pursue with any regularity?  ❑  Yes   ❑ No

If yes, what?_______________________________________________________________________________________

_________________________________________________________________________________________________

Have you traveled outside the country?    ❑  Yes     ❑  No If yes, approximate dates _________________________________

10)   HAVE YOU EVER USED TOBACCO?    ❑  Yes     ❑  No

Type:   ❑  Cigar      ❑  Cigarette      ❑  Pipe      ❑  Snuff      ❑  Chewing Tobacco      How much? ________ How often? _________

Have you quit?  ❑  Yes    ❑  No If yes, when did you quit? ___________________________________________________

11)   HAVE YOU EVER USED ALCOHOL?    ❑  Yes     ❑  No

Are you currently using alcohol?    ❑  Yes     ❑  No What kind (beer, wine, hard liquor)? __________________________

How much? _________________________________ How Often ____________________________________________

12)   DO YOU USE RECREATIONAL DRUGS OF ANY KIND?    ❑  Yes     ❑  No

What Kind? _______________________ How much? ____________________ How often? ____________________
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SYSTEMS REVIEW & FAMILY HISTORY

13)   ARE YOU CURRENTLY EXPERIENCING ANY OF THE FOLLOWING? (Please check any that apply)

Has your weight changed recently?       ❑  Yes     ❑  No       Why?_______________________________________________

Usual weight __________________     Current Weight __________________     Do you exercise regularly?    ❑  Yes     ❑  No

Are you on a special diet?    ❑  Yes     ❑  No     Type?________________________________________________________

Do you have pets?    ❑  Yes     ❑  No     Type of pet(s) ________________________________________________________

14)   CIRCLE OR UNDERLINE ALL THAT APPLY IN THE CHART BELOW:

HEALTH PROBLEM COMMENT (If yes, explain) YES NO

Are you having vision problems? _____________________________________________ ❑ ❑

Are you experiencing any sinus infections  
or nose bleeds? _____________________________________________ ❑ ❑

Are you experiencing headaches or dizziness? _____________________________________________ ❑ ❑

Do you have difficulty swallowing? _____________________________________________ ❑ ❑

Are you experiencing forgetfulness or  
difficulty concentrating? _____________________________________________ ❑ ❑

Do you have any breast changes? _____________________________________________ ❑ ❑

Are you having difficulty breathing? _____________________________________________ ❑ ❑

Have you noticed any bowel changes? _____________________________________________ ❑ ❑

Are you experiencing any bladder changes? _____________________________________________ ❑ ❑

Are you experiencing any fevers or night sweats? _____________________________________________ ❑ ❑

Do you have any lymph node enlargement? _____________________________________________ ❑ ❑

Do you have any skin conditions such as scaling, 
bruising, loss of skin or hair color or nail change? _____________________________________________ ❑ ❑

Are you experiencing any specific aches, pains  
or tenderness? _____________________________________________ ❑ ❑

Do you have any muscular or neurological disorders? _____________________________________________ ❑ ❑

Are you experiencing any sensory changes, ex. 
numbness, weakness, tingling of face or extremities? _____________________________________________ ❑ ❑

Have you or are you currently experiencing 
depression, attempted suicide, mood swings or 
eating disorders? _____________________________________________ ❑ ❑

Do you have any sexually transmitted diseases? _____________________________________________ ❑ ❑

Do you have any congenital diseases or birth defects? _____________________________________________ ❑ ❑

Are you experiencing nausea or vomiting? _____________________________________________ ❑ ❑

ADDITIONAL COMMENTS:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
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15)   PLEASE COMPLETE YOUR FAMILY HISTORY IN THE CHART BELOW

FAMILY MEMBER ALIVE? AGE/AGE AT DEATH LIST ANY HEALTH PROBLEMS

Paternal Grandfather ❑  Yes     ❑  No

Paternal Grandmother ❑  Yes     ❑  No

Maternal Grandfather ❑  Yes     ❑  No

Maternal Grandmother ❑  Yes     ❑  No

Father ❑  Yes     ❑  No

Mother ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

Sibling ❑  Yes     ❑  No

FOR NURSE’S USE
B/P_______________ PULSE_______________ HT_______________ WT_________________ BSA_______________ 
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