
MEDICAL HISTORY 
 

 Name:                                                          ALLERGY:   
Address:   
Home Phone:                                                        Cellular Phone:   
Date of Birth:                               Birthplace:                                                               Sex:  M or F 
Health Insurance:   
  

Doctors Names 
Include all you are currently a patient 

of 

Specialty and Address 

    
   

Current Medications  
(include date started/stopped) 

Vitamins and Supplements 

 
 
 
 
 
 

 

Previous Surgeries and Dates Previous Illnesses/Hospitalizations and Dates 
  

Previous Procedures/Tests and Dates 
Include colonoscopy, mammogram, MRI, PSA etc. 

Immunizations 

  

 


