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HEAL甘聞HISTORY

welcome to our practice. As a new patient please即out the infomation below to the best ofyouF

ability. To help us meet a賞l ofyour heaIthcare needs’Please脚out both sides of this form compIetely in

ink. This is a con鮒ential record ofyour medica皿story a皿d wiIl be kept in this o飾ce・

Patie皿七Name B irthdate　　/　I D ate　　/

Past MedicaI職story

Have you ever had the following: (Check寝Yes" o戸No9,)

Yes No Yes No
Migraine Headaches
Tuberculosis
D i abetes
C ancer
Polio
G laucoma
Hemia
BIood/Plasma Transfusions

Back Trouble
High B賞ood Pressure

Low BIood Pressure
Hemorrhoids
Asthma*

Bladder !nfections　　　*Date of Last Chest X-ray

Previous Hospitalizations/SurgeriesISerious I皿esses

Meas les
M umps
Ch ickenpox
Whooping Cough
Scarlet Fever

D iphth eria
Sm′a1 1pox

Pneumon○a

Rheumatic Fever
Hea巾Disease

Arthriti s
Venereal Disease
Anemia

Medications (Please list all medications you are currently taking):
N租mc Ⅲos租ge

Yes No
Hives or Eczema
AIDS or HIV+
Infectious Mono
Bronchitis
S億Oke

Hepatitis
UIcer
Kidney Disease
Thyroid Disease
Bleeding Tendency

_　　_ 、 Epilepsy

Any Other Disease (Please list)

W血c皿　　　Hosp般油, Ci旬, S亀租七e

N租皿e 抄os租ge



A脚gies (Please Iist al胸ods, drug胆C., that you are allergic to):

軸tiem寄S①壷租且醐s亀①Ⅳ:

Use of AIcohol:　　Never

Use of Tobacco:　　Never

Use of Drugs:　　Never

R孤e且y_

Previously, but quit

Type/F requency

Moderate Daily_
Currently (Packs/day)

Excessive Exposure at home to: Funes Dust SoIvents　　#霊

Hobbies:
Exerci s e/Recreati on :

Family Medical History:

Has any blood relative had any ofthe fo11owing: (Please mark “yes’’or “no”)
Tuberculosi s
Heart Disease
S甘Oke
Allergies
Bleeding Tendency

Chronic Lung Disease

Leukemia
Obesity
UIcer
High CholesteroI

Gout
C ataracts
Retinal Problems

Cancer
D iabetes
mgh BIood Pressure

Epil epsy
Anemi a
Ast山肌a

Mental Illness
M igraine Headaches

Thyroid Disease

Depres si on
Kidney Disease
Glaucoma
D「噂l^lc○h01 Pl’Oblem

answered. I understand that

pr。Viding incorrect informinon ca丘be dangerous to my (my child’s) health∴ It is my responsibility to infom

the doctor・s o飾ce of any changes in my (my child,s) medical status. I also authorize the healthcare staffto

perfom the necessary health care services I (my child) may need.

the questions on this fom have been accuratelyTo the best ofmy knowledge,

Signature of Patient/Parent/Guardian

Guardian’s Relationship to Patient:

This Health History has been reviewed in its entirety with the patient.

Signature ofProfessional ’
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