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Page:_____

Name:___________________________________________________________Age:_______ DOB:______/______/______   Date:______/______/_____

Past Medical History: (Please list the medical problems you have been diagnosed with.)

1.) ____________________________________   5.) ______________________________________     9.) ______________________________________

2.) ____________________________________   6.) ______________________________________   10.) ______________________________________ 

3.) ____________________________________   7.) ______________________________________   11.) ______________________________________ 

4.) ____________________________________   8.) ______________________________________   12.) ______________________________________    

Medications (Prescription, Over-the-Counter, Vitamins, Herbs, etc.)    
    Drug Name        Dose        How Taken             Drug Name        Dose        How Taken                Drug Name        Dose        How Taken

___________________________________      ____________________________________      ___________________________________

___________________________________      ____________________________________      ___________________________________

___________________________________      ____________________________________      ___________________________________

___________________________________      ____________________________________      ___________________________________

ALLERGIES TO MEDICATIONS, X-RAY DYES, OR OTHER SUBSTANCES?     �  No     �  Yes    If  yes, please explain.

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

Social History:
Do you exercise regularly?  � No � Yes If yes, how often? _____________________________________________________________________________  

Do you use illegal drugs? � No � Yes  _____________________________________________________________________________________________

Have you ever used nicotine?  � No � Yes If yes, how many packs per week? _____________________  Quit in _________________________________

Do you drink alcohol?  � No � Yes If yes, how much per week?  ___________________________________________________________________

Do you drink caffeine?  � No � Yes If yes, what type (coffee, tea, soda) & how many cups per week? _________________________________________

Family History: Has any member of your family (including parents, grandparents, and siblings) ever had or been diagnosed with any of the following? 

                                      Which family members?     Age when diagnosed 

Cancer (describe type)  _____________________________________________________________  _________________________ 

Hypertension (high blood pressure)  _____________________________________________________________  _________________________

Heart Disease  _____________________________________________________________  _________________________

Diabetes  _____________________________________________________________  _________________________

Strokes or TIA   _____________________________________________________________  _________________________

Mental disease (anxiety, depression)   _____________________________________________________________  _________________________

Drug or alcohol addiction  _____________________________________________________________  _________________________

Glaucoma  _____________________________________________________________  _________________________

Bleeding diseases   _____________________________________________________________  _________________________

Other  _____________________________________________________________  _________________________

Please List and Supply the Dates of:



Name:_____________________________________________________________________________                                       Date:______/______/_____
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MEDICAL HISTORY

Review of Systems 
Please check off � if you are presently  or recently experiencing any of the following: 

  ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________________

� High Blood Pressure

� Diabetes

� Cancer ______________

� Heart Disease

� Chest pain/chest tightness

� Shortness of breath

� Swollen ankles

� Palpitations

� Light headedness

� Frequent urination

� Rheumatic Fever

� Asthma

� Bronchitis

� Pneumonia

� Persistent Cough

� Tuberculosis

� Hay Fever

� Abdominal Discomfort

� Indigestion

� Nausea

� Vomiting

� Constipation

� Diarrhea

� Blood in stool

� Ulcers

� Change in bowel habits

� Unexplained weight gain/loss

� Hemorrhoids

� Gall Bladder Disease

� Colitis

� Hepatitis or jaundice

� Thyroid Disease

� Headaches

� Kidney Disease

� Kidney Stones

� Diffi culty Urinating

� Arthritis

� Low Back Problems

� Skin Disease

� Blood Disorders

� Irregular Vaginal Bleeding

� Sexually Transmitted Disease

� Anxiety

� Depression

� Anemia

� Alcohol Abuse

� Drug Abuse

� Gout

� Impotence or Erectile Dysfunction

� Other: _________________________

 _________________________________

 _________________________________ 

Reviewed by:________________________________

Date:______/______/_____

✓
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