














HEALTH MAINTENANCE QUESTIONNAIRE 

Patient Name: __________________________________ (Please Print) Date of Birth: _______________________ 

Date: _____________________      Age: ________________________  

TOBACCO QUESTIONNAIRE: 
Have you ever used Tobacco Products? YES  NO 

  
Are you considering quitting your use of tobacco?      YES   NO 
Have you attempted to quit before?        YES   NO 

If yes: 
When did you attempt to quit?  __________ 
What method did you use?  __________ 
How long were you tobacco free? __________ 

Have you had your FLU SHOT? (Patients 6 months and older)        YES   NO  
When? ___________ Provider? ________________________________ 
*Have you had your PNEUMONIA SHOT? (Patients 65 years and older)      YES   NO     
When? ___________ Provider? ________________________________ 
*Have you had any FALLS in the last year? (Patients 65 years and older)     YES   NO 
*If so, did the FALL result in an injury?         YES   NO 
*What kind of INJURY? ________________________________________ 
*How many FALLS have you had in the last year? _______________     YES  NO 
*Have you had a colonoscopy? (Patients aged 50-75) Date:______________ 
*Have you had a dexa scan? (Patients aged 65-85)  Date:_____________    YES  NO 
*Do you experience any involuntary leakage of urine? (Patients 65 year and older)   YES  NO 
*Have you had a mammogram? (Patients aged 50-74) Date:____________    YES  NO 
DIAGNOSTIC HISTORY 
Have you had any of the following: 
MRI?  YES NO Date:________________ Facility(Name and Location):________________________________________ 

X-Ray YES NO Date:________________   Facility(Name and Location):________________________________________ 

CT YES NO Date:_________________ Facility(Name and Location):_________________________________________ 

Other: ______________________________________________________________________________________________________  

In the last 30 days, have you or someone you lived                
with who has traveled outside the United States?         YES NO 
If so, what country?  ________________________________________________ 

Depression Screening 

Over the last 2 weeks, how often have you been bothered by any of the 
following problems? Please check the most accurate answer. 

Not at all Several 
days 

More than 
half the days 

Nearly 
every day 

1. Little interest of pleasure in doing things                    

2. Feeling down, depressed, or hopeless                                 

 
SIGNATURE: PATIENT (OR PATIENT’S LEGALLY AUTHORIZED REPRESENTATIVE) 

SIGNED __________________________________ PRINTED NAME ___________________________________ 

RELATIONSHIP TO PATIENT ________________________ 




