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2800 Shirlington Rd, Suite 500
Arlington, VA 22206

Health History Form

Name: __________________________________ Select Your Provider:
⁯Christopher Walsh MD

Date of Birth: ____/_____/_____ ⁯Shalini Sitzmann DO
⁯John Charalambopoulos MD

PRIMARY REASON FOR VISIT (10 words of less): _____________________________________________

DRUG ALLERGIES: ___________________________________________________________________

MEDICATIONS MEDICAL CONDITIONS, ILLNESSES, INJURIES,
(Prescription & over the counter medicine) SURGERIES & HOSPITALIZATIONS

PERSONAL & SOCIAL HISTORY
1. Marital status: ⁯Married ⁯Single ⁯Divorced ⁯Widow(er) ⁯Separated
2. Children: ⁯Yes ⁯No

a. gender(s) and age(s)? __________________________________________________
3. Occupation: ________________________________________________________________
4. Do you use cigarettes, pipes, cigars or chew tobacco? ⁯Currently ⁯Former ⁯Never

If currently/former, answer the following:
a. How long have you smoked? _________
b. How many packs per day do/did you smoke? _________
c. Age when you quit? (former only) _________

5. Do you drink alcohol? ⁯Yes ⁯No
a. Average number of alcoholic beverage(s) consumed per week ________________

Problem Date
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /

Medication Dose Frequency
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6. Do you drink coffee, tea, sodas or other caffeinated beverages? ⁯Yes ⁯No
a. Number per day _____ or per week _____

7. Do you think you are at risk for HIV or other sexually transmitted disease? ⁯Yes ⁯No
8. Do you have an Advance Directive? ⁯Yes ⁯No

(Please consider bringing a copy of any POA/Advanced directives for your provider to review)

FAMILY HISTORY

Family Member Age Alive/Deceased Medical History Cause of Death
Mother □ Alive □ Deceased
Father □ Alive □ Deceased
□Brother □Sister □ Alive □ Deceased
□Brother □Sister □ Alive □ Deceased
⁯Brother ⁯Sister □ Alive □ Deceased
⁯Brother ⁯Sister □ Alive □ Deceased
⁯Brother ⁯Sister □ Alive □ Deceased
Maternal Grandmother □ Alive □ Deceased
Maternal Grandfather □ Alive □ Deceased
Paternal Grandmother □ Alive □ Deceased
Paternal Grandfather □ Alive □ Deceased
Other _____________ □ Alive □ Deceased
Other _____________ □ Alive □ Deceased
Other _____________ □ Alive □ Deceased

HEALTH MAINTENANCE: (month/day/year) IMMUNIZATIONS: (month/day/year – last dose)

____________________________ ________
Print Name & Signature Date

Tetanus (Td or Tdap) /           /
Influenza /           /
Pneumonia /           /
Shingles /           /
MMR /           /
Hepatitis B /           /
Chicken Pox /           /
PPD (TB Screening) /           /

Colonoscopy/Sigmoidoscopy /         /
Dental Exam / /
Eye Exam / /
Pap Smear / /
Breast Exam / /
Mammogram / /
Menstrual Period / /
PSA / /
Bone Density (DEXA) / /


