Southeast Medical Clinic                    Medical History Form

	Name:
	Date:

	Date of Birth:
	Age:


Reason for Today’s visit:​​​​​​​​​​​​​​​​__________________________________________________

	Past Medical History/ Illnesses
	Past Surgical History (operations/ date)

	
	

	
	

	
	

	
	Transfusion History/ When:


	Medications* (name, dose, frequency)
	6

	1
	7

	2
	8

	3
	9

	4
	10

	5
	11


· include aspirin, herbs, vitamins, and over the counter medications

Allergies and Reactions:​​​​__________________________________________________

_______________________________________________________________________

Family History:  Please mark all that apply and WHO has had it   (ie. Diabetes: mother)

	Diabetes:
	Arthritis:

	High blood pressure:
	Allergy/ Asthma:

	Heart disease:
	Kidney Disease:

	Stroke:
	Tuberculosis:

	High Cholesterol:
	Mental Illness/ Suicide:

	Obesity:
	Glaucoma:

	Anemia:
	Thyroid Disease:

	Bleeding disorder:
	Cancer (type):

	Seizures:
	

	Ulcers:
	Other:


Social History:

	Marital Status:
	Street drug use?

	Occupation:
	Tested for HIV? 

	Tobacco use: (type/ frequency/ years)
	Recent travel out of US?

	
	Alcohol use:


Prevention:

	Colonoscopy/ date:
	Cholesterol/ date:


Females:






	Last Menstrual Period:
	Last Pap/ Normal?:

	Cycle length (week)/ Flow(days):
	Last Mammogram?

	Number of Pregnancies:
	Miscarriages/ Abortions:



11/24/03








