
 
 

MEDICAL HEALTH HISTORY 
 

Name: ____________________    Date of Birth: ______________  Today’s Date:__________ 

Past Medical History 

 
 
Past Surgical History 
Please list all prior surgeries. Include name of hospital, dates and any complications.  
 
1._________________________________________________________________________________  
 
2._________________________________________________________________________________ 
 
3._________________________________________________________________________________ 
 
4._________________________________________________________________________________ 
 
Other Hospitalizations, Serious Illnesses, Injuries 
Please list reason for hospitalization, nature of illness or injury, name of hospital, and dates 
 
1._________________________________________________________________________________  
 
2._________________________________________________________________________________ 
 
3._________________________________________________________________________________ 
 
4._________________________________________________________________________________ 
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Do you have an advance directive/living will?    Yes     No     (circle one) 
If yes, please supply the office with a copy for your chart.  If no, would you like one?     Yes     No     (circle one) 

Medications  
List any prescription, herbal or over-the-counter medications that you are currently taking.  

Medication name*  Strength  Dosage/Directions  
Example: Aspirin  325mg  1 tab daily  
   
   
   
   

Please list your preferred pharmacy address and phone number: 
____________________________________________________________________  
 
Do you have allergies to medications?   Yes     or.   No  
If yes, please list drug(s) and reactions(s):  
 
1._________________________________________________________________________________  
 
2._________________________________________________________________________________ 
 
Family History 
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Immunizations  
Please list the last date of the below immunizations. Approximate dates are fine.  

 
 

                                             _______/_____/________ 
 
 
Health Maintenance 

 
 

Health Habits History 

 

 
Patient Name or Representative: _________________________________________________________ 
         Please Print 
 
Signature:_____________________________________________________    Date: ________________ 
                   Patient or Representative  

 
If signed by Representative, relationship to patient:_________________________________________  
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Date of last HepB shot: 

Other vaccines:                              _______/_____/________ 
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Dates of Covid-19 vaccine            _______/_____/________                          None 


