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Name  DOB  SSN  

Street Address  City  
State/Province  ZipCode  

Allergies 

 

 

 

CURRENTLY UNDER TREATMENT FOR 
DIAGNOSIS DATE OF DIAGNOSIS 

  
  

  
  

  
  

  

  
  

  
  

  

  
  
CURRENT MEDICATIONS 
NAME OF DRUG/TREATMENT DOSE FREQUENCY DATE 

STARTED 
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MEDICAL HISTORY OF (NAME)  DOB  

SOCIAL HISTORY  
Smoking  Currently 

 In the Past 
Never 

Frequency  Second Hand Smoke 

Exposure 
 YES  NO 

Alcohol  Currently 
 In the Past 
Never 

Frequency  Caffeine  YES  NO  NEVER 

Servings 

per Day 
 

Recreational  

Drugs 
 Currently 
 In the Past 
Never 

Frequency  Type  

Sexual 

Activity 
 Currently 
 In the Past 
Never 

Number of 

Pregnancies  

 Number of 

Live Births  

 

Date of Last Pap Smear  
PAST SURGICAL HISTORY 

PROCEDURE DATE 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  
VACCINES (CHILDHOOD AND ADULT) 

TYPE DATE TYPE DATE 
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MEDICAL HISTORY (NAME)  DOB  

FAMILY HISTORY 

Relationship to you Diagnoses Deceased? 

Maternal Grandmother   

Maternal Grandfather   

Paternal Grandmother   

Paternal Grandfather   

Mother   

Father   

Siblings   

   

   

   

   

   

   

   

   

   

   

   

 


