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Patient Health History Form

Today’s date: ______________ What is the reason for your visit today: ________________________________________
__________________________________________________________________________________________________
Were you sent here by a physician:  _______ If yes please specify: ____________________________________________ 

Do you have any medication allergies: _______ Please list: __________________________________________________
PAST MEDICAL HISTORY

	
	
	Yes
	No
	
	
	Yes
	No

	Asthma 
	 
	 
	 
	High Cholesterol
	 
	 
	 

	Chest Pain
	 
	 
	 
	HIV/AIDS
	 
	 
	 

	Congestive Heart Failure
	 
	 
	 
	Kidney Disease
	 
	 
	 

	COPD
	 
	 
	 
	Kidney Stones
	 
	 
	 

	Coronary Artery Disease
	 
	 
	 
	Liver Disease
	 
	 
	 

	Depression
	 
	 
	 
	Osteoporosis
	 
	 
	 

	Diabetes
	 
	 
	 
	Peripheral Vascular Disease
	 
	 
	 

	Headaches
	 
	 
	 
	Seizures
	 
	 
	 

	Heart Attack
	 
	 
	 
	Stroke
	 
	 
	 

	High Blood Pressure
	 
	 
	 
	Thyroid Disease
	 
	 
	 


Surgical History:
Procedure


When



Where

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social History:

□ Non-smoker (never)
□ Ex-smoker

□ Current smoker - # of packs per day _________

□ No alcohol

□ Occasional alcohol
□ Frequent alcohol
□ Illicit drug use

Marital Status:  □ Single    □ Married    □ Divorced      Occupation: ____________________________________________

Family History:  please list any known medical conditions

□ Father _______________________________________  □ Mother___________________________________________

□ Siblings ______________________________________  □ Grandparents______________________________________
□ Unknown:____________________________________

Pg 2 – Patient Health History Form

REVIEW OF SYSTEMS – WHAT SYMPTOMS ARE YOU EXPERIENCING?  IF YES PLEASE CIRCLE ANY CURRENT POSITIVE FINDINGS OR WRITE IN
	Constitutional
	Yes/No
	Weight loss   Weight gain   Fever   Poor appetite   Fatigue   Insomnia  
 Night sweats   

	Eyes
	Yes/No
	Blurry vision   Eye pain   Discharge   Redness   Decrease in vision   Dry eyes   Double vision

	ENT
	Yes/No
	Sore throat   Hoarseness   Ear pain   Hearing loss   Nose bleeds   Tinnitus  
 Sinus problems

	Cardiovascular
	Yes/No
	Chest pain   Palpitations   Rapid heart rate   Swelling in legs or feet   Fainting

	Respiratory
	Yes/No
	Shortness of breath   Chronic cough   Coughing up blood   
History of tuberculosis   Excess sputum production

	Gastro
	Yes/No
	Nausea   Vomiting   Diarrhea   Constipation   Blood in stool  
 Frequent heartburn   Trouble swallowing

	Genitourinary
	Yes/No
	Increased urinary frequency   Blood in urine   Incontinence   Painful urination   Urinary retention   Frequent UTI's

	Musculoskeletal
	Yes/No
	Joint pain   Muscle aches   Frequent leg cramps   Weakness   Bone pain 
 Joint swelling   Back pain

	Skin
	Yes/No
	Rash   Hives   Hair loss   Skin sores or ulcers   Itching   Skin thickening  
 Nail changes   Mole changes

	Endocrine
	Yes/No
	Goiter   Heat intolerance   Cold intolerance   Increased thirst   Excess sweating

	Neurological
	Yes/No
	Seizures   Tremors   Migraines   Numbness   Dizziness   Loss of balance 
 Slurred speech   Stroke

	Hem/Lymphatic
	Yes/No
	Low blood count   Easy bruising   Swollen lymph nodes   Transfusions   Prolonged bleeding   Blood clots

	Allergy/Immun
	Yes/No
	Allergic reactions   Hay fever   Frequent infections   Hepatitis   HIV positive   Positive tb test

	Psychiatric
	Yes/No
	Anxiety   Depression   Panic attacks   Use of anti-depressants


□ All systems reviewed and negative unless indicated above (MD only)
_________________________________                   _______________________________

Signature of patient/Guardian (if under 18)      Date

 Signature of Reviewing Physician                Date
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Patient Name: ___________________________





Date of Birth: ___________________________














Patient Name: ___________________________





Date of Birth: ___________________________
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