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HEALTH HISTORY FORM 

 
NAME: TODAY'S DATE: 

 

HEIGHT: WEIGHT: BIRTH DATE: 

 

Chief Complaint:  Why are you seeing the doctor today?   

 

Current problem is a result of:  Check all that apply 
Car accident    Work accident     Accident    Other: 

 
MEDICAL HISTORY:  Check all that apply. 
Are you currently being treated or have you been treated for the following: 

Cancer (Type) ____________ Arthritis Hepatitis High blood pressure  

Tuberculosis  Ulcers Diabetes mellitus  Heart disease  

Stroke HIV/AIDS Heart attack  Psychiatric illness 

Migraines Fibromyalgia Chronic fatigue Claustrophobia 

 

Are you diabetic?  No   Yes   Type? 

 
PLEASE LIST MEDICATIONS YOU ARE CURRENTLY TAKING ON A FREQUENT BASIS INCLUDING 
OVER-THE-COUNTER MEDICATIONS 

 
Are you allergic to any medications?  No  Yes 
List the medication(s) and the reaction it causes:  _________________________________________________________ 
________________________________________________________________________________________________.   
 
Are you on blood thinning medication, i.e., aspirin, Plavix, Coumadin, Pletal? No  Yes  List:  _______________ 
 
Do you take herbal supplements?  No  Yes  List:  ____________________________________________________ 
 
Name:  ______________________________________________  Today's Date:  ______________________________ 

Medication Reason for taking Dosage/ Frequency  For how long Side effects 

     

     

     

     

     

     

     

     

     

     



Do you use a medication patch (transdermal)?   No  Yes  List:  ________________________________________ 

 

 

PRIOR HOSPITALIZATIONS NOT MENTIONED ABOVE: 

 

 

 

 
Have you had general anesthesia?  No   Yes    
Have you had problems with anesthesia?  No  Yes  Describe:  ______________________________ 
 

FAMILY HISTORY:  Check diseases that have occurred in blood relatives: 
Diabetes  Cancer Tuberculosis  Bleeding tendency  Kidney disease  Heart disease  Stroke   Allergy 
High blood pressure  Brain aneurysm Tumors (non-malignant) 

 

SOCIAL HISTORY: 

Current Smoker?  No  Yes  ____ packs per day for _____years.   
     Quit Smoking:  This year   > 1 year  > 5 years  > 10 years 
 
Drink alcohol?  Daily   1-2 x/week   1-2 x/month   1-2 x/year   Never 
Recreational drug use?  No   Yes  List: 
History of substance abuse?  No   Yes  List:  ______________________ 

 
Do you live alone?   No   Yes  Number of children:  ________________ 
 
Exercise:   Daily    Weekly    Monthly    Rarely    Never  
 
ADDITIONAL INFORMATION: 
 
 
Reviewed by:___________________________________________________M.D.  Date:__________________________ 
 
 
Reviewed by:___________________________________________________M.D.  Date:__________________________ 
 
 
Reviewed by:___________________________________________________M.D.  Date:__________________________ 
(For physician use only) 

Are you currently seeing a pain management specialist?  No Yes   Who:    ______________________________ 
Do you have?   Pain pump    Spinal cord stimulator   Metallic fragment   Foreign body   Pacemaker    

 Aneurysm clip or coil 

SURGERIES YEAR COMPLICATIONS / SURGEON 

   

   

   

   

   

Are you on a special diet?  No   Yes  
What type?  ___________________ 
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