
 
 
 
 
 
 

UNIVERSITY OF ARKANSAS 
PAT WALKER HEALTH CENTER 

HEALTH HISTORY 
 

 Name (please print): _________________________________ 

                                  Last                   First                       Middle 

 

Birthdate: _______________________      Gender:    M       F 

Daytime/ Cell Phone #: _______________________________ 

Emergency Contact # _______________Relationship _______ 

Race: ______________    First Language _________________ 

Marital Status:   Single        Married       Partnered 

Spouse’s/Partner’s Name (if applicable): ___________________ 

Allergies (medication): _______________________________ 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

Surgeries/Hospitalizations/Serious Injuries/Disabilities: _____ 

__________________________________________________ 

__________________________________________________

__________________________________________________

ID/SS#: ____________________________  Date: _____________ 

Student?   ⁭Yes   ⁭ No                Year (Jr., Sr., etc.) ___________ 

Major: ________________________________________________ 

Employed:    ⁭Yes   ⁮ No            Company: __________________ 

Occupation: ____________________________________________ 

Hobbies/Recreational Pursuits: _____________________________ 

______________________________________________________ 

Conditions currently being treated or followed: ________________ 

______________________________________________________

______________________________________________________

______________________________________________________ 

Current Medications (include OTC/herbal): ___________________ 

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________ 

 
 
Insurance Information: 
 
Do you have medical insurance?  □ Yes  □ No 
     If yes, please bring a current copy of your medical insurance card with you to your appointment.  
 
 

Release of Information – All Patients Must Read and Sign 
 
I,                                                                                     authorize the Pat Walker Health Center to file a claim with my insurance carrier 
listed above, only for the purpose of collecting benefits. I understand the release of “NECESSARY INFORMATION” applies to 
insurance claims only and may include any of the following: diagnosis, treatment received, pharmaceuticals prescribed, charges, 
laboratory results, radiological findings, pre-existing conditions, details of charges, name of provider/therapist/clinician.  I understand 
that I am responsible for payment of all fees for services rendered regardless of insurance coverage or other responsible parties.  I also 
understand that the Pat Walker Health Center will file an insurance claim for all future visits until I notify them in writing to cease. 
 
All after hour care for mental health emergencies is provided by Counseling and Psychological Services (CAPS). Should you access this 
service, CAPS may share information with your medical provider in the Primary Care or Women’s Clinic of the Pat Walker Health 
Center under these circumstances: 1) danger to self or others; 2) grave disability; or 3) with your verbal permission.   
 
                                                                                                                                  
Patient’s Signature    ___________________________________________________ 
 
            Continue to page 2 → 
 



 
Medical History

 
        Self          Family
   Yes      No  Specify                 Yes         No Relationship/Specify 
    
     □  □       Alcohol/Drug Problem              □         □              
     □  □       Allergies               □         □              
     □  □       Blood Disorders              □         □              
     □  □       Cancer               □         □              
     □  □       Diabetes               □         □              
     □  □       Gastrointestinal Problems             □         □              
         (e.g., hepatitis, colitis, ulcers) 
     □  □       Heart Disease               □         □              
     □  □       High Blood Pressure              □         □              
     □  □       Kidney/Bladder Problems                       □         □              
     □  □       Mental Health Problems (e.g. bipolar,   □         □              
        depression, anxiety, suicide, etc.) 
     □  □       Respiratory Disease              □         □              
        (e.g., asthma, emphysema) 
     □  □       Seizure/Epilepsy              □         □              
     □  □       Skin Problems               □         □              
     □  □       Stroke                □         □              
     □  □       Thyroid Disease              □         □              
     □  □       Tuberculosis               □         □              
     □  □       Other Medical Problems             □         □              
                 

 
Health Risks: Please help us evaluate areas of potential health risks by answering the following: 

   Yes      No 
    □       □ Type and amount of tobacco used (per day):         
    □       □ Number of alcoholic drinks per week:           
    □       □ Has your alcohol use ever interfered or caused problems with your relationships, or job/school performance? 
    □       □ Have you ever used recreational drugs? If yes, specify the type:        
    □       □ Do you usually wear a seatbelt? 
    □       □ Do you have a serious concerns regarding weight/eating disorder? 
    □       □ Have you ever been forced into unwanted sexual activity? 
    □       □ Do you feel sad or anxious most of the time? 
    □       □ Have you seriously considered suicide in the past year? 
   
 
                                          Immunizations:       FEMALES Only:
 
Have you had the chicken pox or the vaccine?    □ Yes    □   No  Last Pap Smear:       
When was your last Tetanus vaccine?                   Ever had an abnormal Pap Smear:         □ Yes      □ No   
Have you ever had a positive       Explain if Yes:      
    Tuberculin (TB) Skin Test?         □ Yes       □  No  Last breast exam*:      
         Last mammogram:      
         Birth control method:      
         Ever been pregnant?      
                                       MALES Only: 
 
Last testicular exam*:       * Monthly self-breast exams and annual gynecology exams  
Last prostate exam:       are recommended for all women.  Women 40 and older  
*Testicular self exams are recommended monthly for all men.  should have annual mammograms (earlier in some  
       circumstances). 
 
 
 

              
                                                                                          Patient’s Signature                                                                             Date     
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