
Relative Age Living 
Father
Mother 
Sibling: 
Sibling: 
Sibling: 
Other: 
Other: 

Type Yes No
Tobacco 
Alcohol 
Illicit Drug Use 

Dose (mg) Times a day

Reason for visit:_________________________________________________________________________________
_______________________________________________________________________________________________

Exercise (what exercise do you do and how often?):__________________________________________________
Occupation (describe your job):_______________________________________________________________

9.

10.

Ordering Physician

3.

Medical Conditions 

5.

6.

7.

8.

List Current Medications or Vitamins

1.

2.

How much? How long? 

4.

Name:_____________________________________________DOB:___________ Today's Date:_______________

_______________________________________________________________________________________________

Place received:____________________________________
Place received:____________________________________

Date of Immunization: ____________________
Date of Immunization: ____________________
Date of Immunization: ____________________Place received:____________________________________



Medical History Form 

6. PREGNANCY

Number of Pregnancies:___________________Number of Deliveries:___________________________

7. SURGERIES 

Surgery Year Location 

8. MEDICAL PROBLEMS

Year of onset:__________ 

Complications: 

���������������������	

Colonoscopy Screening (50-75 years of age) Date of last screening:_________________

Mammogram Screening (41-69 years of age) Date of last screening:_________________

Pap Smear (23-64 years of age) Date of last screening:_________________

Physician use only. 

9. HEALTH MAINTENANCE 

Name:_________________________________________________________________ DOB: __________________

Stroke Bone Disease Kidney Stones Gout Tuberculosis

TIAs (mini strokes) Osteoporosis Prostate Disease Arthritis 

Dementia Asthma Kidney Disease Autoimmune Disease Transfusion

High Cholesterol Emphysema High/Low Potassium Bowel Disease Anemia 

Heart Disease Cancer Liver Disease Stomach Ulcers Blood Clots 

High Blood Pressure Sleep Apnea Diabetes Thyroid Disease Mental Illness 

Type 1 Type 2

Hepatitis

Other Disorder

Eye

Kidney

Nerve




