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Comprehensive Health History- For an Adult Client

Date and time of history:

Identifying Data
Age

Gender

Marital status

Occupation 

Source of history or referral: (e.g. client, family friend, officer, and consultant) 


Reliability: the client is consistent about the description of her/his symptoms but vague about when began
Chief Complaints 

(when possible in client’s own words)

Present illness: chronological account of the problems for which is seeking care.

Onset of problem

Setting it developed

Manifestations

Treatments

Principle symptoms:

Location


Quality


Quantity/severity


Timing: onset, duration and frequency


Setting in which they occur


Factors that have aggravated/ relieved them


Associated manifestation

Current medication:

Dose and frequency of use

Home remedies, non-prescriptive drugs

Allergies – include specific reaction

Past History

Childhood illness:

Measles, rubella, mumps, whooping cough, chicken pox, rheumatic fever, scarlet fever, polio

Adult illness:


Medical - diabetes, hypertension, hepatitis, asthma, HIV disease


Hospitalization - surgical - include dates, indication and outcome

Obstetric/ gynaecological - menstrual history and obstetrical history, birth control, number and gender of partners, at risk practices

Psychiatric - include dates, diagnoses, hospitalizations, treatments

Accidents, injuries and transfusions - include dates, diagnoses, hospitalizations, treatments  

Current Health Status 

Tobacco: include type used (cigarettes, chewing) 


      Amount and duration of use 


      If quit note for how long 

Alcohol & drugs: type, amount and duration

Exercise and diet:

Frequency of exercise

Usual daily food intake

Dietary supplements/ restrictions

Ask about coffee, tea and other caffeine containing beverages

Immunizations: 

Tetanus

Pertussis 

Diptheria

Polio

Meascles

Rubella

Mumps

Infleunza

Hep B, A

Flu vaccine

Screening tests: dates done & results

TB

Pap smear

Mammograms

Stools for occult

Cholesterol tests 

Safety measures:

Use of seatbelts

Bicycle helmets

Sun block

Smoke detectors

Other devices

Family History 

Age, health, cause of death of each immediate family member

Grandparents 

Parents

Sibling

Spouse

Children

Grandchildren

Note any: Diabetes, heart disease, hypercholesterolemia, high BP, stroke, kidney disease, TB, cancer, arthritis, anemia, allergies, asthma, headaches, epilepsy, mental illness, alcoholism, drug addiction, and symptoms like those of client 

Personal and Social History 

Narrative description that captures the important and relevant information about the client as a person, life style issues that create risk or promote health and health maintenance measures.

Occupation and education:

Home situation: 

Daily life: 

Important to Id base line of function

Sleep patterns

Important experiences: 

Upbringing

Schooling military service

Job history

Financial situation

Marriage

Recreation

Retirement

Leisure activities/ hobbies: may be a clue to environmental exposures 

Religious affiliations/ beliefs:

Review of Systems

General:

Weight, changes in weight, clothes that fit tighter/ looser than before 

Weakness fatigue 

Fever

Skin: rashes, lumps sores, itching dryness, colour change, changes in hair/nails

Head: headache, head injury, dizziness, light-headedness

Eyes: vision, glasses/ contacts, last examination, pain, redness, excessive tearing, double vision, blurred vision, spots, specks, flashing lights, glaucoma, cataracts

Ears: hearing, tinnitis, vertigo, ear aches, infection, discharge, use/nonuse of hearing aids

Nose & sinuses: frequent colds, nasal stuffiness, discharge, itching, hay fever, nose bleeds, sinus trouble

Mouth & throat: condition of teeth, gums, bleeding gums, dentures if any and how fit, last dental examination sore tongue, dry mouth, frequent sore throats, hoarseness

Neck: lumps/swollen glands, goitre, pain, stiffness

Breasts: lumps, pain, discomfort, nipple discharge, self-examination practices

Respiratory: cough sputum, colour quantity, haemoptysis, dyspnea, wheezing, asthma, bronchitis, emphysema, pneumonia, TB, pleurisy, last chest x-ray

Cardiac: heart trouble, high BP, rheumatic fever, heart murmur chest pin, discomfort, palpitations, dysphnea, orthopnea, edema, past electrocardiogram or other heart test results

Gastrointestinal: trouble swallowing, heartburn, appetite nausea, vomiting, regurgitation, vomiting of blood, indigestion, frequency of bowl movements, colour and size of stools, haemorrhoids, constitution, diarrhoea, abdo pain, food intolerance, excessive belching/passing of gas, jaundice, liver or gallbladder trouble, hepatitis

Urinary:  frequency, polyuria, nocturia, burning or pain on urination, hematuria, urgency, reduced calibre or force of stream , hesitancy, dribbling, incontinence,  urinary infections, stones

Genital:

Male -  hernias, discharge from, sores on penis, testicular pain or masses, history of STDs and their treatments, sexual preferences, interest, function, satisfaction, birth control methods, condom use and problems, exposure to HIV infection

Female - age of menarche, regularity, frequency and duration of periods, amount of bleeding, bleeding between periods or after intercourse, LMP, dysmenorrehea, premenstrual tension, age of menopause, menopausal symptoms, post menopausal bleeding, exposure to DES (if born before 1970), discharge, itching, sores, lumps, history of STDs and their treatments, number of pregnancies, number and type of deliveries, number of abortions, complications of pregnancies, birth control methods, sexual preferences, interest, function, satisfaction, birth control methods, condom use and problems, exposure to HIV infection

Peripheral vascular: Intermittent claudification, leg cramps, varicose veins, past clots in veins

Musculoskeltal: muscle or joint pains, stiffness, arthritis, gout, backache

If present describe location and symptoms

Neurologic: fainting, blackouts, seizures, weakness, paralysis, numbness or loss of sensation, tingling, tremors or other involuntary movements 

Endocrine: thyroid trouble, heat/ cold intolerance, excessive sweating, excessive thirst/ hunger 

Psychiatric: nervousness, tension, mood including depression and memory 

[adapted from: Bickley, L., & Hoekleyman, R. (2012). Bates’ guide to physical examination and history taking (11th ed). (pp. 35-39) PHI: Lippincott]
