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Patient Name  Account No.  DOB  Age  
 
Patient Medical History Form:  Please provide the following medical information to the best of your ability: 
 

Date: List Any Allergies to Medications 
What are your concerns for today’s visit?  
  
  
  
Past Medical History: 
1) Please check the “Yes” or “No” box to indicate whether you have any of the following illnesses: If “Yes”, please explain. 
  Yes No  
 Diabetes    
 Hypertension (high blood pressure)    
 Thyroid Problems    
 Heart Disease    
 Respiratory Problems    
 Stomach or Intestinal Problems    
 Kidney Disorders    
 Neurological Problems    
 Other Medical Diagnosis    
2) Please list any operations (and dates) you have ever had: 
  
  
  
  
3) Please list any medications (and amounts, times per day) you take currently (including aspirin and vitamins): 
  
  
  
  
Social History: 
  Yes No Please list details below: 
 Do you smoke? List how much.    
 If no, did you smoke previously?    
 How often do you drink alcohol?    
 What type of alcohol do you prefer?    
 What is your occupation?    
Family History: 
 Please check the “Yes” or “No” box to indicate whether any relatives have any of the following illnesses: 
 If “Yes”, please indicate which relative(s) have the problem. 
  Yes No  
 Hearing problems    
 Allergy    
 Diabetes    
 Cancer    
 Bleeding disorder    
 Anesthesia problems    
 Heart problems    

     Reviewed by:  

(cont. on back) 
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Review of systems: 
 1) Please check the “Yes” or “No” box to indicate whether you presently have any of the following symptoms: 
 2) For any “Yes” response, please check the “Current” box if this symptom relates to the reason for your visit today. 
  Yes No Current  Yes No Current  
EYES Blurry     Double Vision     
 Dryness     Flashes     
 Floaters     Itchy     
 Pain     Redness     
 Watery          
ALLERGY Sneezing     Post-nasal drip     
 Environmental allergy          
ENT Hearing Loss     Dizziness     
RESPIR Cough     Coughing blood     
 Wheezing     Shortness of breath     
GI Wheezing     Shortness of breath     
NEUR Headache     Passing out     
GENERAL Chills     Weight loss or gain     
 Fatigue     Daytime sleepiness     
ENDO Feel warmer than others     Feel cooler than others     
HEME/LYM Swollen glands     Sweating at night     
 Bleeding problems     Easy bruising     
CARDIAC Chest pain     Palpitations     
MSK Joint aches     Muscle aches     
GU Frequent urination     Painful urination     
SKIN Rash     Hives     
 Itching     Skin or hair changes     
PSYCH Depression     Mental health problems     

 
Height:  Weight:    

 
Comments: 
 
 
 
 
 
 
 
 
 
 
 
 

 


