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Medical History 
 

 

Patient Name: _____________________________     Date of Birth: ___________     Date: _____________ 

 

Occupation: ______________________________ 

 

Past Personal Medical History:  (Please check all that apply) 

 

[  ] High Blood Pressure [  ] Asthma  [  ] Colitis  [  ] Breast cancer 

[  ] High cholesterol  [  ] Emphysema [  ] Hepatitis  [  ] Lung cancer 

[  ] Pacemaker   [  ] Tuberculosis [  ] Blood clots [  ] Colon cancer 

[  ] Congestive Heart Failure [  ] Diabetes  [  ] Anemia   [  ] Other cancer _______________ 

[  ] Heart attack (MI)  [  ] Arthritis  [  ] Blood transfusion [  ] Chlamydia  

[  ] Coronary artery disease [  ] Thyroid disorder [  ] Migraines  [  ] Gonorrhea 

[  ] Stroke   [  ] Glaucoma     [  ] Herpes 

                

Other Personal Medical Problems or Hospitalizations:   

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

Past Surgical History:  (Please list type of surgery and approximate date of surgery) 

 

   Type of Surgery     Approximate Date 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

Family History:  (Please check if any family member has had or has the following – check all that apply) 

                                              Family member(s)                                                         Family member(s)                   

 

[  ] Diabetes          _____________________     [  ] Tuberculosis            _____________________  

[  ] Cancer       _____________________     [  ] Stroke             _____________________  

[  ] Heart disease       _____________________     [  ] Kidney Disease            _____________________ 

[  ] Thyroid disorder      _____________________     [  ] Kidney Stones            _____________________ 

[  ] Seizure disorder      _____________________     [  ] Glaucoma            _____________________   

[  ] Osteoporosis      _____________________     [  ] Alcoholism                   _____________________ 

[  ] Rheumatoid Arthritis  _____________________    [  ] Suicide             _____________________ 

[  ] High Cholesterol      _____________________     [  ] Mental Illness               _____________________ 

[  ] High Blood Pressure  _____________________     [  ] Depression/Anxiety      _____________________ 

[  ] Asthma                       _____________________     [  ] Dementia/Alzheimer’s  _____________________ 



[  ] Other       _____________________     [  ] Other   _____________________ 

Vaccination History: 

 

Have you had the German measles (rubella) or the MMR (measles/mumps/rubella) vaccine?      

[  ] Yes    [  ] No     Date: _______________ 

Have you had the Hepatitis B vaccination series?     [  ] Yes     [  ] No                Date(s): _________________ 

Have you had a tetanus booster within the last 10 years?     [  ] Yes     [  ] No     Date: ________________ 

 

 

Allergies:  (List medication, environmental and food allergies as well as allergies to shellfish or x-ray dyes) 

 

    Allergen    Type of Reaction 

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

Medications:  (List all prescribed medications, over the counter medications, vitamins and herbs) 

 

 Name of Medication    Strength   Frequency 

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 


