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Medical History 
Name_________________________________ Date_______________ DOB_________________ 
If applicable: Preferred Sex________________ Preferred Pronouns:_______________________ 
Reason for Visit_________________________________________________________________ 
PLEASE PROVIDE A COPY OF YOUR MEDICATIONS INCLUDING DOSAGE AND FREQUENCY OR LIST HERE: 
____________________________________              ___________________________________ 
____________________________________              ___________________________________ 
____________________________________              ___________________________________ ____________________________________              ___________________________________ 
PLEASE USE BACK OF FORM IF MORE ROOM IS NEEDED 
Please List any Allergies:  Circle or fill out:     
Sulfa? Reaction__________________           Penicillin? Reaction__________________________ 
Other Allergies?__________________________ Reaction_______________________________ 
______________________________________________________________________________ 
Personal History 
Do you smoke?  Yes       No      If yes, how many cigarettes a day?_________________________ 
If a former smoker, when did you quit?__________ Do you use any other tobacco?__________ 
How much caffeine do you drink per day?______________       Do you drink Alcohol?  Yes     No 
If yes, how often do you have a drink containing alcohol?_____________ 
Do you use illicit street drugs?    Yes       No               If yes, list_____________________________ 
 
Referrals & Specialty Care 
Are you currently under care from a Specialist?  Yes or No. If yes, please list current providers: 
Provider Name_______________________           Reason______________________________ 
Provider Name_______________________           Reason______________________________ 
Provider Name_______________________           Reason______________________________ 
Patient Medical History Circle all that apply 
	Heart Disease  
	Hypertension  
	Hypotension  
	Obesity 

	Hyperlipidemia  
	Seizures 	 
		Stroke  	 
	Diabetes 	 	 	  

	Major Infections 
	Asthma 	 
	Lung Disease  
	Kidney Disease  

	Thyroid Disease 
	Hepatitis 	 
		Arthritis  	 
	Migraine Headaches  

	Anemia 	 
	Tuberculosis  
		HIV/AIDs 	 
	Glaucoma 	 	 

	Back Trouble  
	Depression 	 
		Anxiety 	 
	Ulcers  	Cancer 


List any other diseases_______________    _____________________    ____________________ 
 
Surgical History (List procedure and date) 
_________________________________      __________________________________________ _________________________________      __________________________________________ 
Hospitalizations (List reason and date) 
_________________________________      __________________________________________ _________________________________      __________________________________________ 
 
Family History  
Father: __Diabetes __Heart Disease __Lung Disease __Hypertension __Cancer __Deceased 
Mother: __Diabetes __Heart Disease __Lung Disease __Hypertension __Cancer __Deceased 
(P)Grand Father __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
(P) Grand Mother __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
(M) Grand Father __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
(M) Grand Mother __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
List any immediate relatives who have medical history that we would be relevant_________________________ 
___________________________________________________________________________________________ 
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