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MEDICAL HISTORY

Patient Name: ________________________________

Date of Birth: ______________________

Date Completed: ___________________

Age: _____________________________

Height: ___________________________

Weight: ___________________________
Drug, medication or medical equipment allergies (latex, etc): ____________________________ ____________________________________________________________________________

____ I have no known drug, medication or medical equipment allergies.

Please complete the following questions regarding your current and/or past medical history.  Place a check mark or ‘x’ next to the medical conditions that you have had or have, indicating whether they occurred in the past or are happening presently.  If you have never had trouble with a particular medical condition, leave that row blank.

	Medical Condition
	Past Problem
	Current Problem
	Unsure

	Eye or eyelid infection
	
	
	

	Glaucoma
	
	
	

	Other eye problems
	
	
	

	Ear condition
	
	
	

	Deafness
	
	
	

	Thyroid problems
	
	
	

	Strep Throat
	
	
	

	Bronchitis
	
	
	

	Emphysema
	
	
	

	Pneumonia
	
	
	

	Allergies, hayfever
	
	
	

	Asthma
	
	
	

	Nosebleed
	
	
	

	Tuberculosis
	
	
	

	Other lung problems
	
	
	

	Breathing problems
	
	
	

	High blood pressure
	
	
	

	High cholesterol
	
	
	

	Arteriosclerosis
	
	
	

	Heart attack
	
	
	

	Congestive heart failure
	
	
	

	Chest pain
	
	
	

	Irregular heart beat
	
	
	

	Heart murmur
	(past)
	(current)
	(unsure)

	Other heart problems
	
	
	

	Stomach/duodenal ulcer
	
	
	

	Nausea
	
	
	

	Vomiting
	
	
	

	Weight loss
	
	
	

	Weight gain
	
	
	

	Trouble swallowing
	
	
	

	Diverticulosis
	
	
	

	Colitis
	
	
	

	Other bowel problems
	
	
	

	Blood in stools
	
	
	

	Diarrhea
	
	
	

	Hemorrhoids
	
	
	

	Fatigue
	
	
	

	Hepatitis
	
	
	

	Liver problems
	
	
	

	Gallbladder problems
	
	
	

	Hernia
	
	
	

	Kidney disease
	
	
	

	Bladder disease
	
	
	

	Prostate problems 
	
	
	

	Ovarian problems 
	
	
	

	Menstrual problems 
	
	
	

	Pregnancy problems
	
	
	

	Uterine problems
	
	
	

	Sexual functioning problems
	
	
	

	Sexual drive problems
	
	
	

	Venereal disease
	
	
	

	Genital herpes
	
	
	

	HIV/AIDS
	
	
	

	Breast disease
	
	
	

	Nipple drainage
	
	
	

	Headaches
	
	
	

	Head injury
	
	
	

	Stroke
	
	
	

	>1 Concussion
	
	
	

	Stroke
	
	
	

	Convulsions/seizures
	
	
	

	Blackouts
	
	
	

	Dizziness
	
	
	

	Arthritis
	
	
	

	Gout
	
	
	

	Cancers or tumors
	(past)
	(current)
	(uncertain)

	Bleeding tendency
	
	
	

	Diabetes I or II
	
	
	

	Measles
	
	
	

	German measles/ rubella
	
	
	

	Polio
	
	
	

	Mumps
	
	
	

	Scarlet fever
	
	
	

	Chicken pox
	
	
	

	Plague
	
	
	

	Mononucleosis
	
	
	

	Eczema
	
	
	

	Skin rash
	
	
	

	Muscle stiffness
	
	
	

	Muscle weakness
	
	
	

	Muscle pain
	
	
	

	Bone fracture
	
	
	

	Bone stiffness
	
	
	


Other medical issues not listed above: ________________________________________________ ______________________________________________________________________________ ______________________________________________________________________________
Auto accidents: __________________________________________________________________ ______________________________________________________________________________

Hospitalizations:

	Where
	When
	Reason

	
	
	

	
	
	

	
	
	

	
	
	


List all medications, supplements, and herbals that you take on a daily basis: 
	Medication/supplement
	Amount
	Prescribed by:
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