MEDICAL HISTORY

Date
_______________________________

Birth Date
_____________________________












Month

Day

Year

Name
_____________________________________________________________________________




Last





First



Middle





FAMILY HISTORY





HAVE YOU OR ANY CLOSE RELATIVE HAD?



Age
Significant Diseases




Yes
No
Relationship
Father


____
________________

Diabetes

____
____
___________

Mother


____
________________

Cancer


____
____
___________

Spouse


____
________________

Anemia

____
____
___________

Brothers & Sisters





Gout


____
____
___________

______________
____
________________

High Blood Pressure
____
____
___________

______________
____
________________

Heart Trouble

____
____
___________

______________
____
________________

Bleeding Disorder
____
____
___________

______________
____
________________

Allergy (Asthma, 

______________
____
________________

Hay Fever, etc)
____
____
___________

Children






Epilepsy

____
____
___________

______________
____
________________

Mental Illness

____
____
___________

______________
____
________________

Rheumatic Fever
____
____
___________

______________
____
________________

Tuberculosis

____
____
___________

______________
____
________________

Kidney Disease
____
____
___________

______________
____
________________

Other


____
____
___________

HAVE YOU EVER BEEN HOSPITALIZED?

When was your last Tetanus?
_________________

Reason



Year



PLEASE LIST MEDICATIONS

______________________
________________

1. _____________________
2.________________

______________________
________________

3. _____________________
4. ________________

______________________
________________

5. _____________________
6. ________________

______________________
________________

__________________________________________

______________________
________________

__________________________________________

HAVE YOU HAD MAJOR SURGERY?


HABITS
AMOUNTS
YEAR BEGAN

Type



Year



Smoking
___________
__________________

_____________________
________________

Alcohol
___________
__________________

_____________________
________________

Caffeine
___________
__________________

_____________________
________________

Sleep

___________
__________________

_____________________
________________

Exercise
___________
__________________

_____________________
________________

Diet

___________
__________________

_____________________
________________

_________
___________
__________________

_____________________
________________

_________
___________
__________________

ALLERGY TO

REACTION



HEALTH SCREENING

1. ___________________
________________




Last Date
Result

2. ___________________
________________

Chest X-Ray

___________
____________

3. ___________________
________________

EKG


___________
____________

4. ___________________
________________

PAP Test

___________
____________

5. ___________________
________________

Sigmoidoscopy
___________
____________









Physical

___________
____________









Other


___________
____________

