
 
 

 

 



 

MEDICAL HISTORY INFORMATION FORM 
 
 

Name:_______________________________________Date:_________________ 
Date of Birth:_____________Social Security Number:_____________________ 
Primary Care Physician: ________________________Gender: Female Male 
Pharmacy with Location:_____________________________________________ 
Pharmacy Telephone #:______________________ 
Current Medications: Please write the name of all drugs prescribed for you by any 
doctor 
including, the dose and how many times a day that you take them.  Please include any 
herbal supplements that you take.   If you need more space 
write them on the back of this sheet. 
 
MEDICATION NAME       STRENGTH       TIMES PER DAY TAKEN 
Example: Lisinopril 20 mg 1 time daily 
    Humalog 70/30 Insulin 20 units 2 times daily. 
 

 
Allergies:    None ______       Are you allergic to latex?  Yes _____  No _____ 
 
 Medication allergies    Reaction
 
  
 
 
 
 
 

 



 
Immunizations: Please enter the month and year that you last received any of the 
following Immunizations. 
 

Pneumonia _________ 
             Flu ________________ 
             Zostavax ___________ 
             Testanus ___________ 
 
Family History: Enter the relationship under relative, the age if deceased, and any 
significant diseases or conditions known for that relative under Medical Problems. 
 
                                                         Any 
                                        Relative                                    Medical                          If deceased,                
Relative                    Alive or deceased?                      Problems                        age at death
 
Father 
 
Mother 
 
Brothers 
 
Sisters 
 
Sons 
 
Daughters 
  
 
Maternal grandmother 
 
Maternal grandfather 
 
Paternal grandmother 
 
Paternal grandfather 
 
 
Medical History:Enter the year that you were diagnosed with any of the conditions 
listed below.  If not listed please write in specific diagnosis under other and the year you 
were diagnosed. 
 
Condition   Year      Condition   Year  
Anemia        High blood pressure 
Angina         High cholesterol 
Anxiety/panic disorder      Hyperthryroidism 
Arthritis        Hypothyroidism 
Asthma        Kidney failure 
Bursitis         Kidney infection 
COPD/emphysemia      Kidney stone 
Depression        Mental illness 
Diabetes        Migraines 
Diverticulosis        Paralysis 
 

 



Condition   Year     Condition   Year 
 
Epilepsy        Paralysis 
Gonorrhea        Peripheral vascular disease 
Gout         Seizures 
Hay Fever        Sexual problems 
Heart attack        Stomach ulcers 
Heart failure       Stroke 
Heart murmur       Tuberculosis 
Hepatitis       Varicose veins 
Herpes        Cancer    List Type: 
Jaundice 
Reflux        Other 
 
 
Surgical History: Please enter the year and the type of surgery that was done. If your 
surgical procedure is not listed below please write in under other. 
Description Type Year Description Type Year 
Example: Joint Replacement Knee 1992  
 
1.       5. 
2.       6. 
3.       7. 
4.       8. 
 
 
Social History: 
Advanced Directives: 
Do you have a living will or advance directives?  Yes  No 
 
Alcohol Use: 
How do you rate your intake of alcoholic beverages? (Circle one of the following options) 
 
Never      Occasionally       Moderate      Heavy Previous Use Year quit: ___________ 
 
Tobacco Use: 
How do you rate your use of tobacco? (Circle one of the following options) 
 
Non-Smoker     Smoke cigarettes     Smoke a Pipe    Smoke Cigars     Chew Tobacco     Use Snuff 
 
If you do smoke cigarettes, how many packs per day?  ________ 
 
Would you like to quit?  ___________ 
 
Previous Smoker:  what year did you quit? ________  # of years your smoked _________ 
 
Do you, or have you ever taken drugs other than over the counter medications that were not prescribed 
for you? 
 
Yes         No 
 
If yes, please describe: 
 
 
 

 



Caffeine Intake: 
How do you rate your intake of caffeine from any source – Coffee, Tea, Sodas each day? (Circle one of 
the following options) 
None       1-3 Cups/Glasses/Cans      4-6 Cups/Glasses/Cans       More than 6 Cups/Glasses/Cans 
 
Sexual Activity: 
How would you describe your history of sexual activity? (Circle one of the following options) 
 
Have never been sexually active       Currently sexually active      Not currently sexually active 
 
If you use protection or birth control which method do you use: (Circle one of the following options) 
 
Condom      Foam/Jelly      Implants      Sponge      Depo-Provera Shot      Diaphragm 
 
Pill      Rhythm      Partner had vasectomy      Tubal Ligation      Hysterectomy 
 
Risk For Sexually Transmitted Disease: 
Do you feel you are at risk for a sexually transmitted disease?    Yes    No 
 
Exercise History: 
List the type of exercise you do regularly and how often. 
______________________________________________ 
 
Living Situation: 
How would you describe your current living arrangements? (Circle one or more of the following options) 
 
Live Alone      With parents      With relatives      With roommates      With spouse 
 
With caregiver      With domestic partner      In group home      Assisted living facility 
 
Nursing Home      Receive hospice care      Live with someone with TB 
 
Most recent primary occupation: _________________________________ 
 
Gynecological/Pregnancy/Birth History: 
Do you have menstrual periods?   Yes    No 
If no what year did you stop? __________ 
How many times have you been pregnant? _______ 
How many times did pregnancy result in live birth? ______ 
How many times did pregnancy result in one of the following? 
Still born _____ Miscarriage _____ Abortion _____ 
 
Did you have any medical problems with your pregnancies?  Yes _______  No _______ 
If yes, please describe: ___________________________________________________ 
 
Health Maintenance: (Please list date) 
 
Last Pap smear:  
Last mammogram:  
Last bone density scan: 
Last colonoscopy: 
Last prostate exam/PSA blood test:   
Last cholesterol:  
Last blood glucose:  

 



 

 



 

 




