B. MEDICAL HISTORY

To Part 2

Close

(supplemental) 

Site Id:   00

Subject Id:

   10000

Alternative Id:

              001

Name: 

INTERVIEWER: When information from medical records may be relevant to psychiatric condition, 

record physician name, hospital name, city, state, and treatment dates on the Medical Records Information form at the end of the interview. 

No  Yes  Unk 

     1.

Have you ever had any serious physical illnesses or medical problems?

If yes: Specify:

# of times

     2.

How many times have you been in a hospital overnight?

INTERVIEWER:  Exclude psychiatric or substance abuse treatment and pregnancies.

2.a)

How many surgeries have you had? (Including outpatient.)

2.b)

Tell me about the overnight hospitalizations. (Specify below.)

Year

Description of Problem

Name of Hospital

Hospital Location

[THIS QUESTION IS NOT ENTERED INTO DATABASE] 

     3.

Have you had any of the following conditions:

DATA ENTRY: Skip questions 3a-3j, then fill out the rest of this section. Supplemental medical history form should be filled out after this form is completed. 

INTERVIEWER: If YES, probe whether the condition was diagnosed by a physician. Circle 1 if the subject 

reports having the conditions, circle 2 if this was confirmed by a physician's diagnosis. 

Year of

3.a)  Thyroid or Other Hormonal 

Disorders

If yes:

3.a.1) Overactive Thyroid

3.a.2) Underactive Thyroid

3.a.3) Enlarged Thyroid

3.a.4) Cushings Disorder

No Yes DX
Onset
Notes 
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Year of 

No Yes DX

Onset

Notes

3.b) Migraine Headaches? 

3.c) Ulcers or Other Bowel Diseases? 

If yes: 

3.c.1) Peptic Ulcers 

3.c.2) Crohn's Disease 

3.c.3) Ulcerative Colitis 

3.d)

Lupus?

3.e)

Learning Disabilities/

Hyperactivity? 

3.f)

Meningitis/Other Brain

Disorders?

3.g)

Parkinson's Disease/Other

Movement Disorders?

3.h)

Multiple Sclerosis?

3.i)

Huntington's Disease?

3.j)

Stroke or TIA (mini stroke)?

3.k)

Epilepsy/Convulsions/

Seizures?

If yes:

# of times

3.k.1) How many times have you had a seizure?

Age

3.k.2) How old were you the first time? 

No Yes 

3.k.3) Was a cause found for the seizure(s)? 

If yes: Specify: 
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Year of 

No Yes DX

Onset

Notes

3.l)  Serious head injury?

If yes:

# of times

3.l.1) How many times have you had a serious head injury?

No Yes

3.l.2) Did you lose consciousness?

Minutes

Days

If yes: Specify how long:

OR

Age 

3.l.3) How old were you? 

INTERVIEWER:       Code the age of the first episode with unconsciousness if there has 

been more than one injury. 

      4.

Have you ever had any of the following tests:

Year of 

Most Recent 

No Yes

Test

Notes

4.a)  EEG/"Brain wave" tests? 

4.b)  Head CAT scan? 

4.c)  Head MRI? 

No   Yes  Unk 

      5.

Are you currently taking any medications (include aspirin and oral contraceptives)?

Duration of

Medication

Dosage Per Day

Dosage in Wks
B. MEDICAL HISTORY 

No  Yes  Unk 

      6.

Was your own birth or early development abnormal in any way?

Skip to question 7

6.a)

Were there any problems with your mother's health while she was pregnant with

you, or with your birth, such as prematurity or birth complications?

If yes: Specify:

6.b.)

Was your development abnormal in any way, for example did you walk or talk

later than other children?

If yes: Specify: 

INTERVIEWER: For MALES, skip toC1. Modified Mini-Mental Status (page 10) 

No Yes Unk 

      7.

Have you ever been pregnant?

Skip to question 8 

Pregnancies 

7.a)  How many times have you been pregnant including miscarriages, abortions, and still 

births? 

Record response: 

Live Births 

7.b) How many live births? 

Code Response 

7.c)

Have you ever had any severe emotional problems during a pregnancy or

within a month of childbirth?

0.  No 

1.  Yes, during pregnancy only 

2.  Yes, post natal 

3.  Yes, both during pregnancy and post natal 

9.  Unknown 

If yes: Specify: 
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No  Yes  Unk 

      8.

Have you ever noticed regular mood changes in the premenstrual or menstrual

period?

If yes:  Specify:

No  Yes  Unk

      9.

Have you gone through menopause?

9.a)

If yes:  Have you ever had any severe emotional problems associated with

menopause? 

If yes:  Specify: 

To Part 2 (supplemental medical history) 
