We recognize the confidential nature of these questions but have concluded that the information they provide is directly relevant to many aspects
of your medical care. We intend these questions to become the basis for honest and open communication between you and your physician.

   MEDICAL HISTORY FORM

	Date Today

          /          /
	Name
	Address (Number & Street)
	(City, State, & Zip)



	Home Phone
	Work Phone
	Occupation
	Place of Employment



	Birth Date
	Place of Birth
	Highest Level in School
	Marital Status (please check)

 FORMCHECKBOX 
Married  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Single

 FORMCHECKBOX 
Separated      FORMCHECKBOX 
Widow/Widower  
	If Married, Spouse’s Name
	Spouse’s Work Phone



	Height
	Weight
	Are you right or left handed?
 FORMCHECKBOX 
Right  FORMCHECKBOX 
Left
	Race


	Who should we contact in case of a medical emergency?


	Phone



	Kin / Closest Relative
	Phone
	Do you live alone?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Religious Preference



	Medical History: List serious illnesses, injuries, operations, and other hospitalizations and indicate year these occurred



	Problem
	Year
	Problem
	Year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	List medicines you take now (including vitamins, birth control pills, aspirin, etc)

	Medicine and Dose, If Known
	Medicine and Dose, If Known

	
	

	
	

	
	

	
	


	
	Yes
	No
	Don’t Know
	
	Yes
	No

	Are you allergic to any medicine? Which?

Describe Reaction:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you considered seeing a psychiatrist in the past year?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	Have you been under a physician’s care for a chronic condition?

If yes, why?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you allergic to eggs?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been rejected for insurance, military service or employment for a medical reason?
If yes, why?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you allergic to insect bites or stings?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	Do you have other allergies?
	 FORMCHECKBOX 


	 FORMCHECKBOX 


	 FORMCHECKBOX 


	Have you ever had an eye exam?

If yes, when was the most recent?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you smoke cigarettes?

If yes, how many packs per day?

How many years?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	
	
	
	Have you ever had a dental exam?

If yes, when was the most recent?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did you ever smoke?

If so, when did you stop?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Do you have a physical handicap?

If yes, describe
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you drink alcohol? (Including beer)

Approximate quantity per week

Is this a problem for you?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Have you traveled outside the United States within the past 5 years?

Where?                                         When?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you use any street drugs?

What?

How often?
	 FORMCHECKBOX 


	 FORMCHECKBOX 


	
	Do you use seat belts regularly?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	Do you participate in regular exercise?

What?                                             How often?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you lost weight recently?

How many pounds?

Were you on a weight reducing diet?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	
	
	
	Have you ever been exposed to hazards at your job?

What hazard?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you gained weight recently?

How many pounds?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Have you ever had radiation treatment of any kind?

(Including to face and neck for acne or tonsil condition)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you ever been treated by a psychiatrist?

If yes, What years?

Did you receive treatment as an inpatient?

If yes, what years?
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

	
	Do you know any condition for which you believe you now need or will need treatment? (Medicine, surgery or pregnancy, etc.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Family History: If any blood relatives have one or more of the following problems, indicate who next to the problem.

	Cancer
	Kidney Disease
	Crippling Arthritis

	Heart Disease
	TB
	Gout

	Stroke
	Glaucoma
	Emotional Disorder

	High Blood Pressure
	Sickle Cell
	Suicide

	Diabetes (sugar)
	Bleeding Tendency
	Alcoholism

	Ulcers
	Gallstones
	Other

	Have you arranged for any organ donations?

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	If yes, which organs?
	To whom are they to be donated?


	Relative
	Age, if Living
	Present Health
	If dead, give age at death and cause

	Mother
	
	
	

	Father:
	
	
	

	Brothers:  No. Living:

                 No. Dead:
	
	
	

	Sisters:     No. Living:

                 No. Dead:
	
	
	

	Children:  No. Living:

                 No. Dead:
	
	
	

	Spouse:
	
	
	

	Please indicate year of most recent immunization.

	Mumps
	
	Pneumovax
	
	
	Year of last chest X-Ray?
	

	Measles
	
	Polio
	
	
	Result
	

	Rubella (2-day)
	
	Other
	
	
	Date of last skin test?
	

	Diphtheria/
Tetanus
	
	
	
	
	Result
	

	If you have had any of the following conditions, please tell when.

	Past

Yrs
	Now
	Now under treatment
	
	Past

Yrs
	Now
	Now under treatment
	
	Past

Yrs
	Now
	Now under treatment
	
	Past

Yrs
	Now
	Now under treatment
	

	
	
	
	Excessive

Fatigue
	
	
	
	Deafness
	
	
	
	Vomiting
	
	
	
	Gonorrhea

	
	
	
	Loss of

Appetite
	
	
	
	Other Ear Trouble
	
	
	
	Vomiting Blood
	
	
	
	Syphilis

	
	
	
	Night Sweats
	
	
	
	Bleeding Gums
	
	
	
	Diarrhea
	
	
	
	Herpes

	
	
	
	Fever with Chills
	
	
	
	Sore Tongue
	
	
	
	Constipation
	
	
	
	Painful Joints

	
	
	
	Rash
	
	
	
	Breast Lumps
	
	
	
	Bloody Bowel Movements
	
	
	
	Swollen Joints

	
	
	
	Skin Troubles/

Changes
	
	
	
	Breast Discharge
	
	
	
	Black Bowel Movements
	
	
	
	Arthritis

	
	
	
	Anemia (low Blood Count)
	
	
	
	Hayfever
	
	
	
	Stomach Cramps/Pain
	
	
	
	Gout

	
	
	
	Sickle Cell Disease
	
	
	
	Shortness of Breath
	
	
	
	Ulcer
	
	
	
	Leg Cramps

	
	
	
	Easy Bleeding/

Bruising
	
	
	
	Frequent Colds
	
	
	
	Bloating
	
	
	
	Back Pain

	
	
	
	Transfusions
	
	
	
	Pneumonia
	
	
	
	Belching
	
	
	
	Slipped Disc

	
	
	
	Varicose Veins
	
	
	
	Bronchitis
	
	
	
	Colitis
	
	
	
	Neck Pain

	
	
	
	Enlarged Glands
	
	
	
	Emphysema
	
	
	
	Hemorrhoids
	
	
	
	Increased Thirst

	
	
	
	Frequent Headaches

	
	
	
	Asthma or Wheezing

	
	
	
	Gallstones
	
	
	
	Diabetes (sugar)


	If you have had any of the following conditions, please tell when.

	Past

Yrs
	Now
	Now under treatment
	
	Past

Yrs
	Now
	Now under treatment
	
	Past

Yrs
	Now
	Now under treatment
	
	Past

Yrs
	Now
	Now under treatment
	

	
	
	
	Dizziness
	
	
	
	Constant Coughs
	
	
	
	Hepatitis
	
	
	
	Thyroid Trouble

	
	
	
	Fainting Spells
	
	
	
	Coughing Blood
	
	
	
	Yellow Jaundice
	
	
	
	Depression

	
	
	
	Seizures (Fits)
	
	
	
	TB
	
	
	
	Other Liver Trouble
	
	
	
	Excessive Worry, Anxiety

	
	
	
	Glaucoma
	
	
	
	Chest Pain
	
	
	
	Appendicitis
	
	
	
	Thoughts of Suicide

	
	
	
	Cataracts
	
	
	
	Palpitations
	
	
	
	Painful Urination
	
	
	
	Suicide Attempt

	
	
	
	Other Eye Trouble
	
	
	
	Swollen Ankles
	
	
	
	Frequent Urination
	
	
	
	Sexual Problems

	
	
	
	Sinus Trouble
	
	
	
	Rheumatic Fever
	
	
	
	Urination at Night
	
	
	
	Drug Problem

	
	
	
	Nose Bleeds
	
	
	
	Heart Murmur
	
	
	
	Poor Stream
	
	
	
	Other Emotional Problem

	
	
	
	Persistent Hoarseness
	
	
	
	High Blood Pressure
	
	
	
	Bloody Urine
	
	
	
	Others

	
	
	
	Trouble swallowing
	
	
	
	Heart Attack
	
	
	
	Kidney Stones
	
	
	
	

	
	
	
	Ringing in the ears
	
	
	
	Nausea
	
	
	
	Other Kidney trouble
	
	
	
	


	Males
	Do you have a recurrent sore or discharge from your penis?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Do you have swelling, fullness or change in the size of your testicles?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Do you do regular testicular self examination?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Was your mother on DES (hormones) during pregnancy with you?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


	Females
	How old were you when your periods began?

	How many days do your periods last?
	Is the flow heavy?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	How often do your periods come?
	Do you bleed between periods?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Date of Last Menstrual Period?
               /               /

	If menopausal, has there been any spotting since your periods stopped?

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Do you bleed or spot after intercourse?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Do you have a recurrent vaginal itch or discharge?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Number of Pregnancies?
	Number of Miscarriages?
	Number of Elective Abortions?

	Date of last Pap test?   FORMCHECKBOX 
Normal 

         /               /            FORMCHECKBOX 
Abnormal 
	Do you do regular breast self examinations?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Have you been instructed in breast self examinations?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Was your mother on DES (hormones) during pregnancy with you?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


	Optional
	Are you sexually active?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Are you sexually active with members of
 FORMCHECKBOX 
Opposite Sex  FORMCHECKBOX 
Same Sex  FORMCHECKBOX 
Both


	If sexually active with the opposite sex, do either of you use contraception (Birth Control)?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


	If yes, what forms?


	IMPORTANT – This document is designed for inclusion in your Medical Record.  Either mail the form in the attached self addressed envelop, OR bring it at the time of your appoint.


Additional comments or information you feel might help your doctor: __________________________________________________________
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

PATIENT SIGNATURE: ___________________________________________________ DATE: ____________________________________
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