










SCIOTO PAINT VALLEY MENTAL HEALTH CENTER

 -HEALTH FORM-

YES NO

HEART PROBLEMS

0-2 3-4 5-6 7-9 10+

NEVER MONTHLY

WEEKLY DAILY OR ALMOST DAILY

DO YOU HAVE SEX 

W/OUT PROTECTION?

LESS THAN MONTHLY

HOW OFTEN DO YOU HAVE A DRINK 

CONTAINING ALCOHOL? (CIRCLE ANSWER)

2-3 PER WEEK 4+ PER WEEK

MONTHLY OR LESSNEVER

HOW MANY DRINKS CONTAINING ALCOHOL 

DO YOU HAVE IN A USUAL DAY?

HOW OFTEN DO YOU HAVE 6 + DRINKS 

ON ONE OCCASION?

DO YOU SMOKE?

DO YOU EXERCISE?

DO YOU GET A  FLU 

SHOT? DATE?

ALCOHOL/DRUG USE

DEPRESSION

ARTHRITIS

TUMORS

CANCER

THYROID PROBLEM

SEIZURES/EPILEPSY

TB

EMPHYSEMA/COPD

PLEASE LIST YOUR ALLERGIES:

PLEASE LIST YOUR MEDICATION(S):

(PRESCRIPTIONS & OVER THE COUNTER)

ARE YOU 

OVERWEIGHT?

DO YOU HAVE ANY OF 

THESE CONDITIONS 

OR HABITS?

AIDS / HIV

ASTHMA

DIABETES

BLOOD PRESSURE

CHOLESTEROL

HEPATITIS C

HEADACHES

LIVER PROBLEMS

STOMACH ULCER

NAME: CLIENT ID:

PREFERRED PHARMACY:

FAMILY DOCTOR:




























