
 
 

 
Physician:  ______________________________________          Date:  __________________________________ 

 
 

(Last Revised 11/1/2008) 

PATIENT HISTORY FORM 

 

Note:  This is a confidential record and will be kept in your doctor’s office.  Information contained here will not be released to anyone without your 
authorization to do so. 

 
 
TODAY’S DATE:  _______/_______/_______ 

 
DATE OF LAST PHYSICAL EXAM:  _______/_______/_______ 
 

 
 
LAST NAME:  ___________________________________  FIRST NAME:  ____________________  DATE OF BIRTH:  _____/_____/_______ 

 
 

OCCUPATION:  ___________________________________      MARITAL STATUS:  □ MARRIED    □ SINGLE    □ DIVORCED    □ WIDOWED   
 
 

CURRENT prescription medicines:    □ NONE 

NAME OF DRUG MG DOSE # TABLETS # TIMES 
PER DAY NAME OF DRUG MG DOSE # TABLETS # TIMES 

PER DAY 

        

        

        

Past Medical, Family & Social History 
 

 

LIST ANY PERSONAL PAST ILLNESS AND / OR 
SURGERIES AND WHEN THEY OCCURRED. 
 

 
LIST ALL CHRONIC HEALTH ILLNESSES IN YOUR IMMEDIATE 

FAMILY.  (EX:  DIABETES, TUBERCULOSIS, BREAST CANCER, HEART 
DISEASE, ETC) 

 

RELATIONSHIP 

ILLNESS or SURGERY DATE    

     

     

     

     

     

SUBSTANCE ABUSE? □YES  □NO  LAST MAMMOGRAM:   _______/_______/_______     LAST PAP:   _______/_______/_______ 

TOBACCO USE? □YES  □NO  LAST PSA or PROSTATE EXAM:   _______/_______/_______ 

IF YES, HOW MUCH? _________  LAST BONE DENSITY:   _______/_______/_______ 

TYPE OF TOBACCO USED:  ARE YOU ON A SPECIAL DIET?  □ YES     □ NO  (IF YES, PLEASE EXPLAIN) 

□ Snuff □ Dip □ Cigarettes □ Cigar  □ Pipe   

   

    

   DO YOU HAVE ALLERGIES?  □ YES     □ NO  (IF YES, PLEASE EXPLAIN) 

    

    

IMMUNIZATIONS  ADVANCED DIRECTIVE? □ YES     □ NO 
(Living Will) 

TATTOOS?  □ YES     □ NO 

FLU _______/_______/_______  HEPATITIS A,B,C   ___ RISKS BLOOD TRANSFUSION PRIOR TO 1992?  □YES    □NO 

PNEU _______/_______/_______  EXPOSURE TO HEPATITIS?  □ YES   □ NO ILLICIT DRUG USE?  □ YES   □ NO 

DT _______/_______/_______  DO YOU USE ALCOHOL?  □ YES   □ NO DO YOU EXERCISE REGULARLY?  □ YES   □ NO 

OTHER _____/_______/_______           If yes, how much? __________ If yes, how much? __________ 

   Type? __________ 

PHYSICIAN USE ONLY (COMMENTS / NOTES): 

 

 

 



REVIEW OF SYSTEMS 
 
 

 

Do you now or have had any problems related to the following systems?  Check YES or NO. 

CONTITUTIONAL SYMPTOMS INTEGUMENTARY 

Fever □ YES   □ NO     Skin Rash □ YES   □ NO     

Chills □ YES   □ NO     Boils □ YES   □ NO     

Headache □ YES   □ NO     Persistent Itch □ YES   □ NO     

Other:  ____________________________________ □ YES   □ NO     Other:  ____________________________________ □ YES   □ NO     

EYES MUSCULOSKELETAL 

Blurred Vision □ YES   □ NO     Joint Pain □ YES   □ NO     

Double Vision □ YES   □ NO     Neck Pain □ YES   □ NO     

Pain □ YES   □ NO     Back Pain □ YES   □ NO     

Other:  ____________________________________ □ YES   □ NO     Other:  ____________________________________ □ YES   □ NO     

ALLERGIC / IMMUNOLOGIC EAR / NOSE / THROAT / MOUTH 

Hay Fever □ YES   □ NO     Ear Infection □ YES   □ NO     

Drug Allergies □ YES   □ NO     Sore Throat □ YES   □ NO     

Other:  ____________________________________ □ YES   □ NO     Sinus Problem □ YES   □ NO     

NEUROLOGICAL Other:  ____________________________________ □ YES   □ NO     

Tremors □ YES   □ NO     GENITOURINARY 

Dizzy Spells □ YES   □ NO     Urine Retention □ YES   □ NO     

Numbness / Tingling □ YES   □ NO     Painful Urination □ YES   □ NO     

Other:  ____________________________________ □ YES   □ NO     Urinary Frequency □ YES   □ NO     

ENDOCRINE Other:  ____________________________________ □ YES   □ NO     

Excessive Thirst □ YES   □ NO     RESPIRATORY 

Too Hot / Too Cold □ YES   □ NO     Wheezing □ YES   □ NO     

Tired / Sluggish □ YES   □ NO     Frequent Cough □ YES   □ NO     

Other:  ____________________________________ □ YES   □ NO     Shortness of Breath □ YES   □ NO     

GASTROINTESTINAL Other:  ____________________________________ □ YES   □ NO     

Abdominal Pain □ YES   □ NO     HEMATOLOGIC / LYMPHATIC 

Nausea / Vomiting □ YES   □ NO     Swollen Glands □ YES   □ NO     

Indigestion / Heartburn □ YES   □ NO     Blood Clotting Problem □ YES   □ NO    

Other:  ____________________________________ □ YES   □ NO     Other:  ____________________________________ □ YES   □ NO     

CARDIOVASCULAR PSYCHOLOGIC 

Chest Pain □ YES   □ NO     Are you generally satisfied with your life? □ YES   □ NO     

Varicose Veins □ YES   □ NO     Do you feel severely depressed? □ YES   □ NO     

High Blood Pressure □ YES   □ NO     Have you considered suicide? □ YES   □ NO     

LAST EYE & DENTAL EXAM SEXUAL HISTORY 

     Last Eye Exam – Date:  ______________________________ Are you sexually active? □ YES   □ NO     

     Last Dental Exam – Date:  ____________________________ Change in sex drive? □ YES   □ NO     

PAIN Sexual Performance satisfactory? □ YES   □ NO     

Are you having Pain? □ YES   □ NO     Other (i.e. Sexual Trauma) □ YES   □ NO     

Is it adequately controlled □ YES   □ NO     

 

Physician use only:  (comments / notes): 
 
 
 
 
 

Physician:  ______________________________________          Date:  __________________________________ 
 

 
(Last Revised 11/1/2008) 
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