Health History Form Today’s date

Name: Date of Birth:

Thank you for taking the time to fill out this valuable information. This allows us to provide the best care possible to
our patients.

Feel free to use additional people to write any information not included here that you think is important.

A.Current/Past Medical Problems. Ex. (strokes, high blood pressure, heart trouble, high cholesterol,
thyroid problems, eye problems, etc.)
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B. Past Surgeries. Ex. (gallbladder removed, appendectomy, hysterectomy, cataract surgery, prostate
surgery, heart surgery, angioplasty, colonoscopy, etc.) Include date of surgery:

1
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. Resent Hospitalizations in the last 2 years Please provide reason, dates, and name of hospital:

G

D. Reactions to Medications taken in the past. Ex. (rash, swelling, trouble breathing, etc.)

Medication: Reaction:
Medication: Reaction:
Medication: Reaction:

E. current Medications. Please include herbal/vitamin and over the counter medicine. Use
another sheet if needed.

Name of medication Dose taken What date did you start | Reason for drug







