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Medical History Form 

Today’s Date: _______________                                                 Date of Birth: _______________ 
First Name: _________________  Middle Initial: _____  Last Name: ______________________ 
Primary Care Provider: ______________________________ Office Phone: (____)___-_______ 
Primary Care Address:____________________________________________ 
City: ________________________________ State: ________   Zip:_______________________ 
Date of Last Visit:_________________________ Purpose for Last Visit:___________________ 
Current Medications: 

Name of Medication Dose 
  
  
  
  
  
  

Allergies:                                                                     

Medication Allergies Other Allergies 
   
  
  
  
  
  

Major Medical Issues: (Check all that apply): 

 High Blood Pressure  Heart Disease  Diabetes/Pre-Diabetes 
 Asthma  High Cholesterol  Obesity 
 Other:_________________________________ 

Surgeries/Hospitalizations: 

Year Reason Hospital 
   
   
   

 

 

RN Signature: _________________________________________________________________ 
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