
MEDICAL HISTORY 
(Please Print Legibly & Fill In or correct all Fields) 

 
Patient Name: ___________________________________ Age: ______  HT: ______ WT: _____  Date: __________________ 
 
Reason for today’s visit: ______________________________________________________________________  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Do you have now, or have you ever had any of the following diseases or conditions?  
LUNGS:                Yes No  OTHER SYSTEMIC:                       Yes No 
 Bronchitis       □  □  Diabetes       □  □ 
 Emphysema   □  □  Thyroid        □  □ 
 Asthma    □  □  Kidney     □  □ 
 Chronic Cough   □  □  Bladder     □  □ 
 Morning Cough   □  □  Stomach     □  □ 
        Bowel     □  □ 
VASCULAR:        Hepatitis or Yellow Skin  □  □ 
 High Blood Pressure  □  □   Glaucoma   □  □ 
 Chest Pain   □  □  Arthritis / Joint Deformity   □  □ 
 Heart Attack   □  □  Convulsions, Epilepsy or Seizures  □  □ 
 Heart Murmur   □  □  Fainting     □  □ 
 Irregular Heartbeat  □  □   
 Pacemaker   □  □   

 Phlebitis    □  □     
 Cholesterol   □  □ 
SKIN:  
When you are exposed to sun do you:   □ Tan Only  □ Tan and burn  □ Burn 
Have you ever had skin cancer?                □ Yes  □ No  
Has anyone in your family had skin cancer?   □ Yes  □ No    If yes, who? _____________________________ 
Do you have a history of any specific skin diseases?  □ Yes  □ No         If yes, please list: _________________ 
List any other disease or condition we should know about: ____________________________________________________ 
List any surgical procedures you have had done in the last 6 months: ____________________________________________ 
Do you have a tendency to form hypertrophic / keloid scars?   □ Yes □ No 
Are you allergic to any tapes / bandages?  □ Yes        □ No       If yes, please specify ________________________________  
Are you allergic to antibiotic ointment? □ Yes        □ No       If yes, please specify ________________________________ 
 
Please answer the following questions:  
Do you smoke?   □ Yes  □ No    If yes, how much? _______________ 
Do you drink alcohol?  □ Yes  □ No    If yes, how much? _______________ 
Do you use IV drugs?  □ Yes  □ No    If yes, what? ______________________ How Much?________________ 
Have you had or have you been exposed to HIV (AIDS)?  □ Yes     □ No    
Have you ever had dental anesthesia (Novocaine)?  □ Yes     □ No    Any bad reactions?   □ Yes       □ No   
Do you bleed easily?      □ Yes     □ No  
(Women) Are you pregnant?      □ Yes      □ No      Due Date: _________________________ 
Do you have any artifical joints?   □ Yes      □ No    
What is your occupation? _____________________________________________________________________________   
What are your hobbies? _______________________________________________________________________________   
 
 
Completed by:    □ Patient    □ Med. Assistant ___________ Physician Signature: ________________________Date: ___________
  
 
PATIENT SIGNATURE: _________________________________________ DATE:____________________ 

   “I attest that the above information is true and correct to the best of my belief.” 

Are you allergic to any medications?  □ No    □ Yes – If so please list them below 
_____________________________________________        _____________________________________________ 
 
_____________________________________________  _____________________________________________ 
 

List all current medications: (Prescription Medications, Vitamins, Over the Counter) 
_____________________________________________  _____________________________________________ 
 
_____________________________________________  _____________________________________________ 
 
_____________________________________________  _____________________________________________ 
 
_____________________________________________  _____________________________________________ 
 

 


