
♥ Health History Form ♥ 
 

 
 

 
 

 
 

Name: ________________________________________________     Date of Birth: _____________________________ 

Social Security: _____________________________________     Age: _______________________________________ 

Phone Number (Home): _____________________________     Marital Status: ____________________________ 

Occupation: _________________________________________     Work phone number: _____________________ 

 
 

 
Have you ever been diagnosed with any of the following? 

     
     PATIENT HISTORY   FAMILY HISTORY 
 

High Blood Pressure   ___Yes ___No    ___Yes ___No 
Diabetes Mellitus   ___Yes ___No    ___Yes ___No 

Angina Pectoris    ___Yes ___No    ___Yes  ___No 
Heart Attack    ___Yes ___No    ___Yes ___No 
Blood Clots    ___Yes ___No    ___Yes ___No 

Emphysema (breathing problems) ___Yes ___No    ___Yes ___No 
Asthma     ___Yes ___No    ___Yes ___No 

Hepatitis    ___Yes ___No    ___Yes ___No 
Arthritis     ___Yes ___No    ___Yes ___No 
Cancer *see below   ___Yes ___No    ___Yes ___No 

Anemia (low blood count)  ___Yes ___No    ___Yes ___No  
Ulcers (Bleeding)   ___Yes ___No    ___Yes ___No 

Irregular Heart Beats   ___Yes ___No    ___Yes ___No 
 

Others (please specify): 
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________ 
 
Cancer 

 What kind? _______________________________________   When? ____________________________ 
 What kind? _______________________________________   When? ____________________________ 
 

Past Surgical History 
 What kind? _______________________________________   When? ____________________________ 

 What kind? _______________________________________   When? ____________________________ 
 
 

How were you referred to our office? 

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________ 

 
(PLEASE TURN OVER TO COMPLETE) 

 
 

 
 

Personal Information 

PAST MEDICAL HISTORY 
 



 
 

 
 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

Medicine __________________________________ Dose (Mg) ______________________ How often _______________ 

 

 
 
 

 
Seasonal          ___Yes             ___No         Medications                    ___Yes                  ___No 

  
 
 

 
 

 
Smoking    ___Yes  ___No 
 

How much? _____________________________________  If stopped, how long ago? _________________________ 
 

Alcohol     ___Yes  ___No 
 
How much? _____________________________________  If stopped, how long ago? _________________________ 

 
Substance abuse   ___Yes  ___No 

 
How much? ______________________________________  If stopped, how long ago? _________________________ 
 

Do you exercise regularly?  ___Yes  ___No 
Are you on a special diet?  ___Yes  ___No 

 
What kind? _______________________________________________________________________________________________________________ 
 

Do you need any special assistance? ___Yes  ___No 
 

What kind? _______________________________________________________________________________________________________________ 
 

LIVING WILL 
Please provide a copy, if possible ___Yes  ___No 
 

 
 

 
 
 

_______________________________            _____________________________________________ 

Date             Signature 

CURRENT MEDICATIONS 
 
 

ALLERGIES 

SOCIAL HISTORY 
 


