
 

PATIENT MEDICAL HISTORY 

 

Date:  _______________ 

 

Last Name     First Name    MI 

Primary Care Physician: ________________  Physician Address: _______________________________ 

Who Recommended this office? __________________________________________________________ 

Why are you seeing the doctor today?____________________________________________________ 

 

PAST MEDICAL HISTORY 

Cancer Diabetes Atrial fibrillation  
Heart Disease Hypertension Hepatitis  
High Cholesterol Asthma   

 

PAST SURGICAL HISTORY 

Operations Year 

  

  

  

  

  

 

Allergies: 

_______________ _______________ _______________ _______________ 

 

Social History: 

Occupation:  _______________________________________________ 

Tobacco:  yes   no    ___ packs for ___ years 

Alcohol:    yes   no   ___ drinks/day 



 

Medications: 

NAME DOSE 

  

  

  

  

  

  

  

  

 

 

 

Family History: 

Cancer Hypertension Stroke  Diabetes Heart Disease 

 

REVIEW OF SYSTEMS 

              System                          Yes/No                          Explain all yes responses 

Eyes, Ears, Nose, Throat Yes/No  

Respiratory 
 

Yes/No  

Gastrointestinal/Digestive Yes/No  

Genitourinary, Bladder Yes/No  

Skin/Rashes Yes/No  

Cardiovascular Yes/No  

Nervous System Yes/No  

Psychiatric Yes/No  

Breast Yes/No  

Hematologic/ Easy Bleeding Yes/No  

 


