Intake:  Sample Medical History

Handout #4

Medical History Intake Questionnaire

Name: 
DOB: 


Last, 
First
Middle


 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

1.  Are you allergic to any thing that you are aware of?          Yes          No

Explain:_________________________________________________________________________________________________
2.  Do you have a medical condition that our nurse or staff should be aware of?          Yes          No

Explain:_________________________________________________________________________________________________
3.  Have you ever been in a hospital for an operation?          Yes          No

Explain: ________________________________________________________________________________________________
Health History 

	 Has the juvenile ever been treated by a Doctor for any of the following. 
(Check all items the juvenile answers Yes to)

	
	Appendicitis
	
	Asthma
	
	Chicken Pox

	
	Constipation/Diarrhea
	
	Diabetes
	
	Eye Problems

	
	Ear / Nose / Throat
	
	Fractures
	
	Head Injury / Seizure 

	
	Heart Condition
	
	Hernia
	
	Kidney Problems

	
	Liver Disease
	
	Mononucleosis
	
	Special Diet/Ulcer

	
	Psychiatric Disorder:

□ Depression                   
□ ADHD

□ Schizophrenia             
 □ ADD

□ Anger Problems            

□ Tourettes

□ Bi-Polar

□ Other: _____________________


	
	S. T. D.  ‘s:

□ Chlamydia                  
□ Herpes 

□ Genital Warts            
□ Gonorrhea 

□ Vaginitis “Trich”.     
□ HIV/AIDS

□ Hepatitis B                 
□ Syphilis

□ Pelvic Inflammatory Disease

□ Other: _________________
	
	Eating Disorders: 

□ Anorexia 

□ Bulimia 

□ Other: _________________________


For Female Inmates Only:

Are you pregnant?   Yes or No   If Yes, how long? __________ 
Date of last period? _______________

Have you recently been pregnant or had a miscarriage?       Yes  or     No            :  If Yes, give Explanation: _____________________________________________________________________________________________
At intake the inmate appeared to have the following and needs to be checked by medical: 

 FORMCHECKBOX 
   Lice
      FORMCHECKBOX 
   Nits           FORMCHECKBOX 
   Scabies
Family Medical History:

Does anyone in your family have a medical condition that we should be aware of?          Yes          No

Explain: ______________________________________________________________________________________
________ Cancer        ______ Heart Trouble          ______ Stroke          ________ Psychiatric Disorder

 Signature of officer completing the form _____________________________ Date form completed _____________
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