
MEDICAL HISTORY FORM 

 
Patient Name:  ________________________________         DOB: _____________ 

 

➢ Allergies:  
________________________________________________________________________

________________________________________________________________________ 

 

➢ Medications: 

(Include strength and Frequency) 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

➢ Medical Diagnoses (ex, Diabetes, Hypertension Hyperlipidemia) 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

➢ Last Colonoscopy (If applicable) ___________________________ 

➢ Last Mammogram (If applicable) ___________________________ 

➢ Last Pap Smear (If applicable)  ___________________________ 

➢ Last Bone Density (If applicable) ___________________________ 

➢ Surgery History 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 



➢ Social History 
Marital Status: _______________________________________________________ 

Children, if so how many: _______________________ 

Occupation: _______________________________________________________ 

Tobacco use: _______________________________________________________ 

Alcohol use: _______________________________________________________ 

 

➢ Family History 

Mother: _______________________________________________________ 

Father: _______________________________________________________ 

 

List of Specialist Providers: (ex. Cardiologist, endocrinologist, Orthopedist) 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

 

 

Date: _____________________ 

 


