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                  MEDICAL HISTORY FORM

Patient: _______________________________________________________ Date: __________________________

Medical History: Please circle all that apply
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Arthritis


Anemia




Asthma



Bronchitis 


Cancer ___________


Cholesterol


COPD



Depression


Diabetes


Epilepsy


Emphysema

Fibromyalgia


High Blood Pressure

HIV/AIDS



Heart Attack


Hepatitis


Irritable Bowel Syndrome

Kidney Disease


Pneumonia


Reflux



Rhinitis



Rheumatic Fever

Seizures

Sinusitis


Stroke/TIA


Thyroid________


Tuberculosis


Sleep Apnea


Other: ____________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

Please list all previous surgeries: __________________________________________________________________
____________________________________________________________________________________________
Do you smoke?    YES     NO    how much: _________________________________________________________

Do you drink any Alcoholic beverages?   YES     NO    How much: ______________________________________
Do you use illicit (illegal) drugs?   YES     NO    How much: ___________________________________________
Have you had a sleep study before?   YES       NO    If yes, where and when: ______________________________

Do you currently use a CPAP machine?   YES
NO
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PATIENT MEDICATION RECORD
Complete the information below regarding all medications including, prescription, non-prescription, 

herbals or supplements you are currently taking. Keep this list updated and with you at all times, 

especially when you visit your physician or are admitted to the hospital. (Please Print) 

 PATIENT INFORMATION
	Last Name:

	First:
	Birthday:

	Primary Care Doctor:
	PCP Phone #:

	Pharmacy:





	Pharmacy Phone #:


CURRENT MEDICATION - PRESCRIPTION AND OVER THE COUNTER


Example:  Reglan




10mg

4 times daily

Stomach Problems

Name of Current Medication(s):

          How much?              How often?            
For treatment of …
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ALLERGIES – MEDICATION, FOOD, ENVIRONMENTAL
	Allergic To:
	Reaction:
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