PATIENT HEALTH HISTORY
Name:___________________________________________________DOB:________________________

Marital Status:  ⁮ Single ⁮ Married   ⁮ Separated   ⁮ Divorced   ⁮ Widowed

Primary Care Physician:_________________________________________________________________
Please list any significant medical conditions you have been diagnosed with (Diabetes, High Blood Pressure, etc):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any significant medical conditions in your immediate family: (Parents, Grandparents, and Siblings):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any surgeries or hospitalizations you have had:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently taking any prescription medications:  ⁮Yes  ⁮No

If yes, please list:______________________________________________________________________

Are you allergic to any medications:  ⁮ Yes   ⁮ No  

If yes, please list:  _____________________________________________________________________

Do you drink alcohol:  
⁮Yes    ⁮ No  
 Drinks per week:_________
  

Do you drink caffeine: 
⁮Yes    ⁮ No  
 Coffee/Tea/Cola  Cups per day:_______

Do you exercise: 
⁮Yes    ⁮ No  
 Times per week:__________

Do you smoke:  

⁮Yes    ⁮ No 
 Cigarettes/Cigars/Chew  Times per day:________     

Do you use any illegal drugs ____________if so what_________________________________________
_____________________________________________________
____________________________

Name of person giving history




Relationship to patient

_____________________________________________________
____________________________

Signature






Date

