
STP CHC’s Patient’s General Health History Form 
 

Serve the People Community Health Center 
Patient’s General Health History form 

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create 
receive or maintain. Your answers are for our records only and will be kept confidential subject to applicable laws. Please note that you 
will be asked some questions about your responses to this questionnaire and there may be additional questions concerning your health. 
This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.  

Today’s date: 
(MM/DD/YYYY) 

 Primary Care Provider’s 
(PCP) Name: 

 PCP’s 
phone # 

 

Patient’s Last 
Name: 

 Patient’s First 
Name: 

 Patient’s Middle 
Initial: 

 Date of Birth: 
(MM/DD/YYYY) 

 

Primary Pharmacy’s 
Name & phone # 

 Primary Pharmacy’s 
Address: 

 

Medical History  
(please circle your answers) 

Does the patient have any medical condition / history? (YES) (NO)   
 *If yes, please circle the condition(s) the patient has 

AIDS / HIV Cerebral Palsy Headaches Respiratory disease 
Anemia Circulatory Problems Heart Murmur Rheumatic fever 

Arthritis, Rheumatism Congenital Heart Lesions Heart Attack Scarlet fever 
Artificial Heart Valves Cortisone treatments Other Heart Problem Shortness of breath 
Artificial Joints, Pins Cough that does not go away Hemophilia Skin rash 

Autism COPD Hepatitis Sleep Apnea 
**Asthma 

If so, date of last asthma 
attack:____/______/______ 

Cough up blood Hernia Repair Stroke 
Damaged Heart Valves High Blood Pressure Swelling of feet or ankles 

Diabetes 
If so, what’s your most recent 

A1c: ___________ 

High Cholesterol Levels Thyroid Disorder 
Back Problems Kidney Disease Tobacco habit (smoking) 

Bleeding abnormally Developmental Delay Liver Disease Tuberculosis 
Chemical dependency Down Syndrome Multiple Sclerosis Ulcer 

Cancer 
If so, which type: 

Epilepsy / Seizures Mitral Valve Prolapse Venereal disease (STI / STD) 
Eye Trauma Pacemaker Other:  

___________________________ Chemotherapy Fainting Radiation treatment 
Blood Transfusion. If yes, what is the approximate date of the last blood transfusion: ___/____/____ 
**if you are filling this out for your child and your child has asthma, is the asthma medication available in the school nurse’s office? (YES) (NO) 
What are your child’s asthma triggers? Dust Pollen Heat Weather Exercise Other:  

If you’re filling this out for your child and your child has special needs, please list their special needs:  
 

Ocular (Eye) History 
(please circle your answers) 

Does the patient have any eye condition? (YES) (NO) 
*If yes, please circle the eye condition(s) the patient has 

Cataract Macular Degeneration Eye trauma Uveitis 
Glaucoma Eye Turn (Lazy Eye) Retinal Detachment Other: 

Allergies 
(please circle your answers) 

Does the patient have allergies to medications or materials? (YES) (NO) 
*If yes, please circle the allergies the patient has 

Aspirin Local Anesthetic Iodine Other: 
________________________ Barbiturates (sleeping pills) Penicillin Latex 

Codeine Sulfas None. I do not have any allergies. 

Current Medications Is the patient currently taking any medications? (YES) (NO) 
This includes natural supplements, multivitamins, herbal supplements, and eye drops 
If yes, please write down all the medications that the patient is currently taking 

Name of medication Dose Frequency Name of medication Dose  Frequency 
1.   6.   
2.   7.   
3.   8.   
4.   9.   
5.   10.   



STP CHC’s Patient’s General Health History Form 
 

Surgical History Has the patient had any surgeries? (YES) (NO) 
If yes, please write down the date(s) and type(s) of surgery(ies) 

Date of Surgery Type of Surgery Date of Surgery Type of Surgery 
1.  4.  
2.  5.  
3.  6.  
Ocular (Eye) Surgical History Has the patient had any eye surgery? (YES) (NO) 

If yes, please circle which one(s) 
Glaucoma Cataract Retinal Detachment Retinal Injections Retina Laser Eyelid Surgery Lasik 

Family History Does the patient have any first-degree family members that have been diagnosed with any of the 
below conditions? (YES) (NO)    
 If yes, please write down the family member and check off condition they have 

Family Member 
(mother, father, 
daughter, son, 

sibling, grandparent) 

Type 
1 

DM 

Type 
2 

DM 

High 
Blood 

Pressure 

High 
Cholesterol 

Heart 
Disease 

Cancer Alcoholism Glaucoma Macular 
Degeneration 

Cataract Eye 
Turn 

Night 
Blindness 

 

             
             
             
             
Hospitalization History Has the patient ever been hospitalized? (YES) (NO) 

If yes, please write down the date and reason for the hospitalization. Approximate date is fine. 
Hospitalization = patient was admitted to the hospital and was there for more than 24 hours. 

Date  
(Month / Year) 

Reason for hospitalization Date  
 (Month / Year) 

Reason for hospitalization 

1.  4.  
2.  5.  
3.  6.  
I understand that it is my responsibility to inform my doctor if I, or my minor children, ever have a change in health. I also understand the 
importance of a truthful health history and that my provider and their staff will rely on this information for treating me. By signing this 
form, I certify that to the best of my knowledge the above information is complete and correct. 
 
 
 

 

Name of patient or person filling this form out Relationship to Patient, if other than patient 
 
 
 
 
 

 

Signature of Patient, Parent, Guardian, or Personal Representative Date (mm/dd/yyyy) 
 

 

 

 

 

 

 


	E & S - NP registration forms with consents.pdf
	Patient Registration Form [E].pdf
	As a Federally Qualified Health Center, we strive to provide quality and accessible care to all our patients. In order for us to make such informed decisions, we must gather the following information. Please understand that you have the option not to respond. This information will not affect your eligibility to any services with Serve the People Community Health Center (STP CHC) 
	School Event
	Social Media
	How did you hear about STP?
	Date of Birth:
	Today’s Date:
	STP Food Pantry
	Community Event
	Sex Assigned at birth:      (Male)        (Female)
	Last Name:
	Other:
	Marital Status: (circle your answer)
	Middle Name:
	First Name:
	Partner
	Married
	Divorced
	Sexual Orientation: (circle your answer)
	Address:
	Legally Separated
	Widowed
	Single
	Bisexual
	Heterosexual
	Lesbian or Gay
	City:
	Preferred Language: (circle your answer)
	Zip:
	State:
	Other:
	Choose not to disclose
	Don’t know
	Other:
	Spanish
	English
	Home phone #:
	Race: (circle your answers)
	Gender Identity: (circle your answer)
	Cell phone #:
	Filipino
	Vietnamese
	Asian Indian
	Choose not to disclose
	Transgender Male
	Male
	E-mail:
	Korean
	Japanese
	Chinese
	Personal Income: (circle your answer)
	Guamanian or Chamorro
	Black / African American
	Other Pacific Islander
	Other:
	Transgender Female
	Female
	General Public Assistance
	Earned (non-agricultural)
	Samoan
	Native Hawaiian
	Other Asian
	Parent / Guardian information:
	Veteran
	*agriculture
	Choose not to disclose
	American Indian / Alaskan Native
	White
	Name:
	Disabled
	Retirement
	Phone #:
	Other:
	None
	Ethnicity: (circle your answers)
	Relation to Patient:
	* = prepare, water, or spray fields, nurseries, orchards; plant, collect, sort, pack, or transport agricultural products; work on farms that produce / handle livestock
	Choose not to disclose
	Not Hispanic, Latino/a, or Spanish Origin
	*Hispanic, Latino/a or Spanish Origin
	Emergency Contact:
	Name:
	Housing Status (circle your answer)
	Phone #:
	Street
	Shelter
	I have housing
	*if you circled Hispanic, please specify:
	Relation to Patient:
	Doubled up (unable to maintain housing & stay with a series of friends / family)
	Permanent Supportive housing
	Transitional housing
	Another Spanish Culture or Origin
	Mexican / Mexican American / Chicano
	If you do not have insurance, are you interested in obtaining help to see if you quality for medical and/or dental insurance?  (YES)   (NO)
	Cuban
	Puerto Rican
	Other:
	 Do you have dental insurance? (YES) (NO) 
	Do you have medical insurance? (YES)  (NO)
	If yes, Dental Insurance name:
	If yes, Medical Insurance name:
	Subscriber name:
	Subscriber name:
	ID#:
	Date of birth:
	ID#:
	Date of birth:
	Date:
	Relation to patient:
	Signature (parent or guardian if minor)

	Patient Registration Form [S].pdf
	Como Centro de Salud Calificado Federalmente, nos esforzamos por brindar atención accesible y de alta calidad a todos nuestros pacientes. Para que podamos tomar decisiones informadas, debemos recopilar la siguiente información. Usted tiene la opción de no responder. Esta información no afectara su elegibilidad para los servicios con STP CHC.
	Evento Escolar
	Medios sociales
	¿Cómo te enteraste de STP?
	Fecha de nacimiento:
	Fecha de hoy:
	Sexo asignado al nacer:(Masculino) (Femenino)
	Apellido:
	Otro:
	Despensa de alimentos de STP
	Evento Comunitario
	Estado civil: (circule su respuesta)
	Segundo Nombre:
	Primer Nombre:
	Con pareja
	Casado/a
	Divorciado/a
	Orientación Sexual: (circule su respuesta)
	Dirección:
	Legalmente separado/a
	Viudo/a
	Soltero/a
	Bisexual
	Heterosexual
	Lesbiana o Gay
	Ciudad:
	Idioma Preferido: (circule su respuesta)
	Otro:
	Rehúso divulgar
	No Se
	C.P:
	Estado:
	Otro:
	Español
	Ingles
	# de casa:
	Raza: (circule su respuesta)
	Identidad de Género: (circule su respuesta)
	# de celular:
	Filipino
	Vietnamita
	Indio Asiático
	Rehúso divulgar
	Hombre Transgénero
	Hombre
	Correo electrónico:
	Coreano
	Japonés
	Chino
	Ingreso Personal: (circule su respuesta)
	Guamani  o Chamorro
	Negro / Afroamericano
	Otro Isleño del Pacifico
	Otro:
	Mujer Transgénero
	Mujer
	Asistencia Publica
	Trabajo (No Agrícola)
	Samoano
	Nativo de Hawái
	Otro Asiático
	Información de los Padres / Tutores:
	Veterano/a
	*Agricultura
	Rehúso divulgar
	Indio Americano / Nativo de Alaska
	Blanco
	Nombre:
	Incapacidad
	Pensión
	# de teléfono:
	Otro:
	Ninguno
	Origen Étnico: (circule su respuesta)
	Relación con el paciente:
	* = preparar, regar o rociar campos, viveros, huertos; planta, recolectar, clasificar, empacar o transportar productos agrícolas. Trabajar en granjas que producen / manejan ganado
	Rehúso divulgar
	No hispano, latino, o de origen español
	*De origen hispano, latino, o español
	Contacto de Emergencia:
	Nombre:
	Estado de la vivienda (circule su respuesta)
	# de teléfono:
	Calle
	Refugio
	Tengo vivienda
	*si circulo Hispano, favor de especificar:
	Relación con el paciente:
	Inquilino 
	Vivienda de apoyo permanente
	Vivienda temporal
	(incapaz de mantener la vivienda y se queda con amigos / familia)
	Otra cultura u origen español
	Mexicano / Mexicano Americano / Chicano
	Si no tiene seguro, ¿está interesado en obtener ayuda para ver si califica para un seguro médico y/o dental?  (SI)   (NO)
	Cuban
	Puerto Rican
	Otro:
	 ¿Tiene seguro dental? (SI)   (NO) 
	¿Tiene seguro médico? (SI)   (NO)
	En caso que sí, nombre del seguro dental:
	En caso que sí, nombre del seguro médico:
	Nombre del suscriptor:
	Nombre del suscriptor:
	ID#:
	Fecha de nacimiento:
	ID#:
	Fecha de nacimiento:
	Fecha:
	Relación con el paciente:
	Firma (del padre o tutor, si es menor)
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	Sliding Fee Form [S].pdf
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