Joseph Merrell III, ACSW Clinical Social Work Practice     Health Inventory

NAME ______________________________________ TODAY’S DATE: _________________

PERSONAL PHYSICIAN (name/address/phone)_____________________________________

______________________________________________________________________________

DATE OF LAST PHYSICAL EXAM ______________________________________________

PAST ILLNESSES:  (check if you have had any of the following)

_____Allergy

_____Anemia

_____Blood transfusion

_____Cancer, tumor

_____Diabetes

_____Eczema, hives, rashes

_____Eye problems

_____HIV/AIDS

_____Thyroid disease

_____Venereal disease

_____Heart or Blood Vessel Disease

_____Abnormal heart rhythm

_____Cardiac/chest pain

_____High blood pressure

_____Phlebitis

_____Other: ________________

_____Lung disease

_____Chronic bronchitis

_____Emphysema

_____Pneumonia

_____Tuberculosis

_____Other: ________________

_____Digestive System Disease

_____Cirrhosis

_____Hepatitis

_____Gastritis

_____Pancreatitis

_____Ulcer

_____Other: ________________

_____Kidney or Bladder Disease

_____Bone & Joint Disease

_____Arthritis

_____Back injury/pain

_____Osteoporosis

_____Other: ________________

_____Neurologic/Psychiatric Disorder

_____Anxiety (nervous disorder)

_____Bipolar (Manic-Depressive)

_____Depression

_____Epilepsy or seizure

___       Stroke

_____Suicide attempt

_____Other: ________________

HAVE YOU EVER USED IV DRUGS? 
  ___No  ___Yes   Date _____  Result _____

HAVE YOU EVER HAD AN HIV TEST?  ___No  ___Yes   Date _____  Result _____

DO YOU WANT ONE? 


  ___No  ___Yes   

HOSPITALIZATIONS/SURGERY:  List recent illnesses or operations and year.
ARE YOU AWARE OF OR DO YOU BELIEVE THAT ANY OF YOUR PAST OR PRESENT PHYSICAL PROBLEMS ARE ASSOCIATED WITH YOUR CHEMICAL USAGE?  ____Yes ____No 

(If yes, please explain)

DO YOU USE TOBACCO?  ____Yes ____No (If yes please indicate type and amount used)

CURRENT PRESCRIPTION AND OVER-THE COUNTER MEDICATIONS, DOSAGE, AND PRESCRIBING PHYSICIAN:

ALLERGIES/ADVERSE REACTIONS TO MEDICATIONS:
Signed ____________________________________     Date ______________________________

