
	
	

 

MEDICAL HISTORY FORM 
 

Date completed  _ 
 
Name       Date of Birth: _____/______/_______ 

Date of Last Physical Exam: _____/_____/_______ 

History of Abnormal  Results: ________________________________________________________________________ 
 
Date of last Colonoscopy: _____/_____/_______ Bone Density Test: ______/_____/_______ Mammogram/PSA: 

_____/_____/_____   

What are your immediate concerns today? 

 

 
HEALTH HISTORY: Place an "X" if you or your family have had any of the following. Family = parent/sibling 

 
You Family Condition You Family Condition You Family Condition 

  Abnormal Pap   Fractures   Ovarian 

  Allergies   Gallbladder   Seizures 
  Anemia   Headaches   Skin 
  Arthritis   Heart   STI/STD 
  Autoimmune Disorder   Herpes   Stroke 
  Blood Issues   High Blood Pressure   Thvroid 
  Bowel   High Cholesterol   Urinary 

Tract   Breast   Joint/Bone   Uterine 
  Cancer   Kidney   Vascular 
  Depression   Liver   Other 
  Diabetes   Lung    
  Dizziness   Mental    
  Eating Disorder   Neurological    
  Eve/Vision   Osteoporosis    

 
Explain any choices above: 
 
 
Describe any surgeries:  
 
 
Women Only: 
Date of last menstrual cycle: ____/____/_____ Birth control: ____/____/______Pap: ____/____/____ 
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