New Patient Medical History Form
Full Name: ______________________________
DOB: __________________________________
· No Allergies
Allergies
	Allergy
	Reaction

	
	

	
	

	
	


Medications
	Medication
	Dosage
	Times Per Day
	Prescriber

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Health Maintenance Screening Test History
	Colonoscopy
	Date:
	Facility/Dr:
	Abnormal?    Y   or   N

	Mammogram
	Date:
	Facility/Dr:
	Abnormal?    Y   or   N

	Pap Smear
	Date:
	Facility/Dr:
	Abnormal?    Y   or   N

	Bone Density
	Date:
	Facility/Dr:
	Abnormal?    Y   or   N

	Other
	Date:
	Facility/Dr:
	Abnormal?    Y   or   N


Vaccines
	Last Tetanus or Tdap:
	Last pneumovax:

	Last Flu:
	

	Last Shingles:
	


Surgeries
	Type
	Date
	Facility

	
	
	

	
	
	

	
	
	

	
	
	




Personal Medical History
	Disease/Condition
	Current
	Past
	Comments

	Alcoholism/Drug Abuse
	
	
	

	Asthma
	
	
	

	Cancer (type)
	
	
	

	Depression/Anxiety/Bipolar
	
	
	

	Diabetes (type)
	
	
	

	COPD
	
	
	

	Heart Disease
	
	
	

	High Blood Pressure
	
	
	

	High Cholesterol
	
	
	

	Thyroid Disease (type)
	
	
	

	Kidney Disease
	
	
	

	Migraines
	
	
	

	Stroke
	
	
	

	Other


	
	
	


Women’s Health History
	Date of Last Menstrual:
	Age of First Cycle:

	Total Pregnancies:
	Age of Menopause:

	Number of Live Births:
	Birth control method:


Specialists
	Specialist
	Name
	Last visit/Frequency

	Cardiology
	
	

	GI
	
	

	OB/GYN
	
	

	Neurology
	
	

	Pulmonology
	
	

	Other


	
	


Additional Health Information
	Currently sexually active?
	     Yes    or    No

	Past sexual partners?
	    Male     Female     Both

	Traveled out of US in last 30 days?
	     Yes    or    No

	Recent/Past military deployment?
	    Locations-

	Occupation?
	

	Children/How many?
	

	Current tobacco/nicotine use? 
	Start Date-                           Type/amount-


	Past tobacco use? 
	Quit Date-                             # of years-

	Current Alcohol use?
	Type-                                       # per week-

	Recreational Drugs? (including marijuana) 
	Type/Route-                         Frequency-



Family Medical History                       
· No significant family history or unknown
	Check all that apply/
Comments
	Mother
	Father
	Brother
	Sister
	Child
	Grandparent

	Alcohol/Drug Abuse
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Cancer-Type
	
	
	
	
	
	

	COPD
	
	
	
	
	
	

	Depression/Anxiety/
Bipolar
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Early Death
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	Thyroid Disease
	
	
	
	
	
	

	Migraines
	
	
	
	
	
	

	Other: ___________________
	
	
	
	
	
	

	Other: ___________________
	
	
	
	
	
	



Is there anything else you would like us to know about your medical history?______________________________________________________________________________________________________________________________________________________________________
