
     MEDICAL HISTORY

Please complete this form and bring it with you to your appointment.

NAME (please print) DOB:

       Please circle 'yes' or 'no' for the following medical problems
     as they apply to you, past or present, and explain

General Cardiovascular
Yes No Allergy Yes No Pacemaker/Defibrilator 

Reaction: Yes No Heart Problems
Yes No Allergy-LATEX Yes No High Blood Pressure
Yes No Birth Defect Yes No Stroke
Yes No Cancer Gastro-intestinal
Yes No Diabetes Yes No Bowel Disorder
Yes No Diphtheria Yes No Gallbladder Problems
Yes No Emotional Difficulty Yes No Hepatitis / Jaundice
Yes No Epilepsy / Seizures Yes No Liver Problems
Yes No HIV / AIDS Yes No Reflux Disease
Yes No Polio Yes No Ulcer
Yes No Rheumatic Fever Genito-urinary
Yes No Scarlet Fever Yes No Kidney Problems
Yes No Thyroid Disease Yes No Sexually Transmitted Disease

Blood Orthopedic
Yes No Anemia Yes No Arthritis (Degenerative, Rheumatoid)
Yes No Bleeding Tendencies Yes No Arthritis (Lupus, Scleroderma)
Yes No Blood Clot Yes No Fracture (Broken Bone)
Yes No Blood Transfusions Yes No Nerve Compression / Irritation

Respiratory Yes No Osteomyelitis (Bone Infection)
Yes No Asthma Yes No Spinal Disc Problem
Yes No Lung Disease Miscellaneous
Yes No Pneumonia Yes No Hospitalized
Yes No Pulmonary Embolism (Blood Clot in Lung) Yes No Other Medical Problems
Yes No Tuberculosis (TB) Yes No Surgery

Have you taken Cortisone or Steroid type drugs? Yes No
What Dosage When

Do you drink alcoholic beverages? Yes     No
If so, what type of alcohol? Average amount per week?

Do you or have you used tobacco products?Yes     No How Long?
If so, what type of tobacco? Average amount per day?

Do you or have you used street drugs? Yes     No Average amount per week?
If so, what kind?

If your parents, brothers or sisters have had or currently have
any of the following, please circle the appropriate answer and explain.

Yes No Allergy Yes No Tuberculosis (TB)
Yes No Cancer Yes No Heart Problems
Yes No Diabetes Yes No High Blood Pressure
Yes No Epilepsy / Seizures Yes No Kidney Problems
Yes No Anemia Yes No Arthritis
Yes No Bleeding Tendencies Yes No Back or Neck Problems

Patient's Signature    Date
Form 409  12/01

FAMILY HISTORY

PATIENT'S PAST MEDICAL HISTORY

Office Use Only
Chart Number

HT: __________
WT: __________


	Untitled
	Untitled
	Untitled

	Check Box3: Off
	Check Box1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Bo13: Off
	C14: Off
	Check Bo15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	33: Off
	34: Yes
	35: Off
	36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Button134: 


