Patient Name:

Patient Health History

Birthdate:

To help us understand any health issues you may have, please fill out the information
below to the best of your ability. All information is confidential.

Today’s Date:

Patient Medical History: Please check if you have ever had any of the following. Leave blank if uncertain.

AIDS or HIV
Anemia
Anxiety/Depression
Arthritis

Asthma

Back Trouble
Bladder Infections
Bleeding Tendency

Bronchitis
Cancer

OOoooooooooo

Blood/Plasma Transfusion

OOoooooooooo

Chicken Pox/Shingles
Chronic Fatigue
COPD/Emphysema
Crohn’s Disease
Diabetes
Diphtheria

Epilepsy
Fibromyalgia
Glaucoma

Head injury

Heart Disease

OO0O0ooOoOoooOoooao

Hemorrhoids
Hepatits A B C
High/Low Blood Pressure
High Cholesterol
Hives or Eczema
IBS/Diverticulitis
Insomnia

Kidney Disease
Liver Disease
Mental lliness
Migraines

Previous Hospitalizations/Surgeries/Serious lllnesses/Traumatic Events:

Osteoporosis
Pneumonia
Prostate Problem
Respiratory Disease
STI

Stroke

Thyroid Disease
Tuberculosis

Ulcer

Other Diseases:

Oooooooooono

When?

Medications and Dosage
(Include supplements and over-the-counter items)

Allergies/Reaction
Include environmental or drug allergies

Last Screening Date

Mammogram: Pap:
Prostate: Vision:
Hearing:

Dental:

Patient Social History:

Exercise:
[ Rrarely

Tobacco Use:
] Never

[ 1-2 days/iweek
[] 3-4 days/week
] Daily

Type:

] Former Use
Year Quit:

] Current Use
Type:

Amount/Day:

Alcohol Use: Caffeine Use: Recreational Drugs:
[ Daily 1 ves I No
] weekly 1 No ] Former
[ Rarely Type: [ ves
[C] Occasionally
Amount/day: :
Amount: y Type:

Family Medical History: Please check if any of the following family members had/has any of these conditions. Please
also indicate the age of onset if known or condition that caused death.

Father

Mother

Sibling

Child

Grandparent

Maternal
Grandparent

Paternal

Allergies/Asthma

Diabetes

High Blood Pressure

Heart Disease

Stroke

Cancer

Other

I

LOOOE0 0

I

o

OOO00O00

LHOE0es
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