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PATIENT’S MEDICAL HISTORY FORM 

Patient’s Name: _______________________________________________ Date: __________________
What is the reason for your visit today? ____________________________________________________
____________________________________________________________________________________
Please list all of your medical problems (current & old) _______________________________________
____________________________________________________________________________________
Please list all of your previous surgeries ___________________________________________________

Do any of these Medical Problems apply to you? Please check box to the right of those that do
	Heart Disease
	
	Diabetes
	
	Depression 
	
	Diarrhea
	

	Chest Pain
	
	Thyroid Disease
	
	Stroke
	
	Constipation
	

	Heart Murmur
	
	Arthritis
	
	Nervous Disorder
	
	Stomach Ulcers
	

	High Blood Pressure
	
	Kidney Stones
	
	Back Pain 
	
	Heartburn
	

	Shortness of Breath
	
	Blood in your urine 
	
	Blood Transfusion
	
	Hernia Repairs
	

	Asthma/Emphysema
	
	Frequent Urination
	
	HIV or Hepatitis
	
	CANCER: list type(s)
	

	Blood with Coughing
	
	Pain with Urination 
	
	Bleeding Tendency 
	
	
	

	Anesthetic Reaction 
	
	
	
	
	
	
	



Please list ALL the MEDICATIONS you are presently taking: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]Do you have any ALLERGIES? (Please list) ________________________________________________________________________________________________________________________________________________________________________
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