Adult Medical History Form

Patient Name:

***Please Complete Both Sides

Date of Birth:

What issues would you like to be addressed at your appointment?

Date of Appointment:

Past Medical History (include date of onset)

OAbdominal Pain
OAllergies
OAnemia

OAsthma

OAnxiety

OArthritis

OAtrial Fibrillation
OBleeding Disorder
OBlood Clot
COBowel Obstruction
OCancer

OChest Pain
OChronic Cough
OChronic Pain
COCOPD/Emphysema
OColitis/Crohn’s
OCongestive Heart Failure
OConstipation
COODementia
ODepression

ODiabetes
ODiarrhea
ODizziness/Vertigo
COEmphysema
OFibromyalgia
OGlaucoma

OGout

OHeadache

OHeart Disease
OHeartburn
COHemorrhoids
OHepatitis

OHernia

OHIv

OHigh Blood Pressure
OHigh Cholesterol
OHigh Triglycerides
OInsomnia
OKidney Failure
OKidney Stones

OLiver Disease

OLupus
COOMononucleosis
OPneumonia

OProstate Problems
ORecurrent Infections
OSkin Problems
OThyroid Disease
OUlcers

OUrinary Tract Infection

Details:

Females Only:
Age of first menses:
Age at menopause:
# of pregnancies:

Date of last menstrual period:

Are you sexually active?
Method of contraception:

Past Surgical History (include dates, facility)

Previous Physicians and Specialists




Medications (include dose and frequency)

Herbs, Supplements and Vitamins

Family History

Age | Living or Deceased?

Medical Issues

Mother

Father

Siblings

Children

Social History

OSingle OMarried ODivorced

O Widowed

Type Quantity Daily

Years of Use

Ever Tried to Quit?

Methods Used

Tobacco

Alcohol

Drugs

Occupation:

Exercise:

Preventive Care

Test Baseline | Colon Skin Lipid PSA Blood Eye Pap Mammo- | Bone
EKG Cancer Exam | Panel Sugar Exam Smear | gram Density
Screening
Date
Where?
Results
Patient Signature Date

Reviewed by a Physician




