
ADULT 

COMPREHENSIVE HEAL TH HISTORY 

Patient Date of Birth: 

Date Com leted: 

As part of routine healthcare, we encourage every person over 18 to have an advance directive. To be useful, this document 

should name someone you trust to make decisions for you if you are ever unable to make decisions for yourself. 

Do you have a healthcare Power of Attorney? D YES D NO 

Do you have an advance directive? D YES D NO If yes, please bring or mail a copy to our office. 

If you do not have an advance directive, please ask your provider for additional information. 

D Alcoholism D Parkinson's Disease

D Anemia D Glaucoma D Peri heral Nerve Disease

D Anxiet D Gout □ Phlebitis

D Arthritis D Headache D Pneumonia

D Asthma D Head Trauma D Prostate Condition

D Atrial Fibrillation D Hearin Loss D Reflux/Heartburn

D Back Problem D Heart Failure D Seizure

D Bleedin Disorder D Sinus Disease

□ Blood Clots D Skin Condition

D Bowel/Rectal Disease

D Incontinence

D Infectious Disease

D Cataracts □ STD

D Chest Pain D Stomach Ulcer

D Chronic Bronchitis D Liver Disease D Stroke

□ COPD D Th raid Disorder

D Tuberculosis

D Valve Problem/Heart Murmur

D Diabetes D Other:

D Other:

D Muscle Disease

D Obesit Last Menstrual Period: 

Have you been hospitalized in the past 12 months? D No □Yes When: 
Reason: 

---------------
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