PATIENT HEALTH HISTORY

Name
Height
Weight


Date of Birth
/
/
Place of Birth


Family Doctor (s)


List any medications that you are allergic to and your reaction:


Medication
Reaction
List all medications that you are currently taking (including vitamins and/or food supplements) and their purpose:


Medication
Purpose

Are you taking any birth control pills?

                Do you take any weight loss medications?

 

Do you take any herbal medicines or vitamins?
Which ones?


Do you use any other drugs that affect how you feel, either that you get by prescription, over the counter, or from friends (street/recreational drugs)?___________  If yes, please list them 


List all surgeries or hospitalizations that you have had:


Type of  Surgery
Year
Place
Surgeon

Personal Health History:  (Check any current or past illness/condition.)


 FORMCHECKBOX 

Abnormal Lab Results
 FORMCHECKBOX 

Heart Disease



    Describe

 FORMCHECKBOX 

Hepatitis


 FORMCHECKBOX 

Anemia
 FORMCHECKBOX 

High Blood Pressure


 FORMCHECKBOX 

Arthritis
 FORMCHECKBOX 

HIV Positive


 FORMCHECKBOX 

Asthma
 FORMCHECKBOX 

Kidney Disease


 FORMCHECKBOX 

Bleeding Tendencies
 FORMCHECKBOX 

Lung Disease


 FORMCHECKBOX 

Blood Clots
 FORMCHECKBOX 

Mental Illness/Depression


 FORMCHECKBOX 

Cancer
 FORMCHECKBOX 

Stroke



 FORMCHECKBOX 
  Chemotherapy     FORMCHECKBOX 
  Radiation
 FORMCHECKBOX 

Thrombophlebitis


 FORMCHECKBOX 

Diabetes
 FORMCHECKBOX 

Other



 FORMCHECKBOX 

Drug Addiction





 FORMCHECKBOX 

Epilepsy




Do you smoke?      FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes
How many per day? 
How long?


Do you drink alcohol?
 FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Socially
 FORMCHECKBOX 
  Occasionally
 FORMCHECKBOX 
  Daily
How much?


Family History of Illness:  (Check any illness that has been noted in your blood relatives.)


 FORMCHECKBOX 
  Bleeding Tendencies

 FORMCHECKBOX 
  High Blood Pressure


 FORMCHECKBOX 
  Cancer


 FORMCHECKBOX 
  Stroke


 FORMCHECKBOX 
  Heart Disease

 FORMCHECKBOX 
  Other


Date
/
/


