
                                 HEALTH HISTORY  
  
 Name:                                                                                                  Height:                          Weight:    
Primary Care Provider: 
FAMILY HISTORY: Has a family member had any of the following conditions? 
 
 

relation Onset 
age 

Died of 
age 

  relation  Onset 
age 

Died of 
age 

Arthritis    Disorder of the thyroid gland    
Asthma    High cholesterol    
Back problem    High blood pressure    
Blood coagulation disorder    Kidney disease    
Stroke    Malignant hyperthermia    
Depression or anxiety    Cancer    
Diabetes Mellitus    Heart disease    
Disorder of cardiovascular    Osteoporosis    
Disorder of lung    Pulmonary embolism    
Disorder of musculoskeletal    Substance abuse    
 

MEDICAL HISTORY:  Have you ever been treated for or had any problems with any of the following?  
Yes  Yes  Yes  
 AIDS/HIV  Hepatitis  Thyroid Problems 
 Anemia  Hernia  Tuberculosis 
 Anxiety/Depression  High Cholesterol  Ulcers 
 Arthritis  Hypertension  Abdominal Pain 
 Asthma  Kidney Disease  Acid Reflux 
 Bleeding Disorder  Liver Disease  Glaucoma 
 Blood Clot  Migraines  Hearing Loss 
 Blood Transfusion  Orthotics  Heartburn 
 COPD  Osteoporosis  Recent weight change 
 Cancer  Pacemaker  Sleep Apnea 
 Coronary Artery Disease  Peripheral Vascular Disease  Emphysema 
 Diabetes  Pulmonary Embolism  Recent Tattoos 
 Gout  Rheumatoid Arthritis  Skin Infections 
 Heart Attack (MI)  Seizures/Epilepsy  Skin lesions 
 Heart Problems  Stroke   
 

PAST SURGICAL HISTORY: Please list all surgeries that you have had. 
1. Date: 4. Date: 

2. Date: 5. Date: 

3. Date: 6. Date: 

 

 



 

MEDICATIONS: 
(Please list over the counter, prescriptions, vitamins, supplements) 

ALLERGIES:  
(Please list food and drug allergies ) 

____ Check if none ____Check if none 
1. For: 1. 

2. For: 2. 

3. For: 3. 

4. For: 4. 

5. For: 5. 

____See attached list ____See attached list 
  
SOCIAL HISTORY:  

 1. Do you smoke tobacco?  ___Never     ___former    ___daily   ___some days  How old were you when you began? ____ 

 2. How much do you smoke? ___1/4PPD   ___1/2PPD   ___1PPD   ___11/2PPD   ___2PPD    ___3+PPD  

 3. Do you use smokeless tobacco (chew, snuff, moist powdered tobacco)? ___No  ___1/day  ___2-4/day  ___5+/day 

 4. Do you vape or use an e-cigarette? ___No    ___Yes 

 5. Do you drink alcohol?   ___No    ___Yes:   ___2 or less/week    ___3-6/week     ___1/day     ___2-3/day     ___ 3+/day 

 6. Do you use recreational drugs?  ___No   ___Yes  

    If yes, what type?____________________________How much?_______  How often?________   How long?________ 

    If you quit using recreational drugs, when did you quit?_____________________ 

  7. Do you live  ___alone  or  ___with others? 

  8. Do you live in a  ___single or  ___multi-level home?  Do you work in a  ___single or ___multi-level home? 

  9. Are you able to care for yourself?  ___No    ___Yes 

10. Do you have an advanced directive?  ___No    ___Yes 

11. Are you currently employed? ___No    ___Yes  

    Employer:_________________________________ Occupation:________________________________ 

12. Is this an automobile related injury?  ___No   ___Yes 

13. Are you blind, or do you have serious difficulty seeing?  ___No    ___Yes 

14. What is your caffeine intake? ___none   ___occasional   ___moderate   ___heavy 

15. Are you deaf, or do you have serious difficulty hearing?  ___No   ___Yes 

16. Your diet: ___regular  ___vegetarian  ___vegan  ___gluten free  ___specific   ___carbohydrate  ___cardiac ___diabetic 

17. Do you have difficulty walking or climbing stairs?  ___No   ___Yes 

18. Your exercise level:  ___none   ___occasional   ___moderate   ___heavy 

19. Your general stress level:  ___low   ___medium   ___high 

20. Your hand dominance:  ___right   ___left   ___bilateral 

 
 

 
Signature of patient or guardian                                                                                                             Date 

 


