EASA NURSING INITIAL HEALTH QUESTIONNAIRE

Name_______________________	Pronouns________________    Date____________
DOB_____________	Age_____	Primary Care Provider______________________	
Allergies____________________________________________________________________
Medications/Supplements___________________________________________________
Medication Side Effects_______________	Medical Issues_______________________
Ht.__________    Wt._____   Temp._____      B/P______   P____   Resp.____  Waist______
AIMS_______    BAR______     Sleep________   Food Security_______ Suicidality_______
Do you smoke cigarettes/pipe, cigars________ If yes how long______
If yes, would you like information on quitting________  
Do your drink alcohol______   If yes, how often________   If yes how much____________
Do you use other substances____   If yes, which substances do you use___________
If yes, which routes do you use________________   Would you like information on quitting___
Please check any of the following that apply to you or close family members:
Headaches___		 Dizziness/fainting___		 Nausea/vomiting___
Diarrhea/constipation___	Heart Disease___			Diabetes___
Kidney Disease___		 Liver Disease___			Thyroid Issues___
High Blood Pressure___	Recent weight loss or gain___	Urinary Issues___
Sexual Issues___		 Current or Recent Pregnancy___	Asthma___
Sleep Issues___		 Teeth or Mouth Concerns___	Hearing Issues___		
Please explain further any conditions you checked above_____________________________



Do you have current questions or concerns regarding your health ________________________
____________________________________________________________________________________
Nursing Observations or Concerns____________________________________________________



