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HEALTH HISTORY 
 Please fill in the information below to the best of your ability 

 
 
Name: ______________________________________________________ Age: ________ DOB: ____________________ 
Height: ______________ Weight: ______________             Which hand do you write with: Right ________ Left _______ 
Primary Physician:__________________________________ Referring Physician:_________________________________ 
Additional Physicians:_________________________________________________________________________________ 
Briefly, state the problem you have been referred for: 

PAST MEDICAL HISTORY: (check any of the following that you are presently or in the past have been under treatment for) 
 Measles  Asthma  Irregular Heartbeat 
 Mumps  Seizures  Bladder Problems 
 Chickenpox  Jaundice  Cancer or tumors (list type, area affected) 
 Diabetes  Kidney Disease/Failure   
      

Other Medical Problems: 
 
 
SURGERY: (List type of surgery and date/year) 
 
 
 
 

 
PREVIOUS HOSPITAL OR ER VISIT 
 
 
 
 

 
MEDICATIONS: 
 
 
 
 

ALLERGIES: 

 
Please request any or all information to be sent to our office: 
 
Blood Work     MRI     EEG     CT     Neuro Psychological Evaluation  Other_________________________ 
MMR     DPT     Hepatitis     Flu     Chicken Pox     HIB    Other_________________________
         
 

 
 

PLEASE FILL IN OTHER SIDE 



Review of Systems: Please indicate any personal history below: 
 

 Constitutional Symptoms    Genitourinary    Psychiatric   
 Headaches . . . . . . . . . . . . . . . .  No Yes  Frequent urination. . . . . . . . . . . No Yes  Confusion. . . . . . . . . . . . . . . . No Yes
 Fever . . . . . . . . . . . . . . . . . . . .  No Yes  Burning or painful urination. . . . . No Yes  Nervousness. . . . . . . . . . . . . . No Yes
 Developmental Delay. . . . . . . . .  No Yes  Blood in urine. . . . . . . . . . . . . . . No Yes  Depression. . . . . . . . . . . . . . . No Yes
 Behavioral Problems. . .  . . . . . . No Yes      Insomnia. . . . . . . . . . . . . . . . No Yes
 School Problems . . . . . . . . . . . .  No Yes   Musculoskeletal       
     Joint pain. . . . . . . . . . . . . . . . . . No Yes  Endocrine   
 Ears/Nose/Mouth/Throat    Weakness of muscles or joints. . . No Yes  Glandular or hormone problem.. No Yes
 Hearing loss or ringing. . . . . . . . No Yes  Difficulty in walking. . . . . . . . . . . No Yes  Diabetes. . . . . . . . . . . . . . . . . No Yes
 Earaches or drainage. . . . . . . . . No Yes         
 Nose bleeds. . . . . . . . . . . . . . . . No Yes  Integumentary (skin)    Hematologic/Lymphatic   
     Rash or itching. . . . . . . . . . . . . . No Yes  Slow to heal after cuts. . . . . . . No Yes
 Cardiovascular        Bleeding or bruising tendency. . No Yes
 Heart trouble. . . . . . . . . . . . . .  No Yes  Neurological   Anemia. . . . . . . . . . . . . . . . . . No Yes
 Palpitation. . . . . . . . . . . . . . . .  No Yes  Frequent or recurring headaches. .No   Yes     
     Lightheaded or dizzy. . . . . . . . . . No   Yes  Allergic/Immunologic   
 Respiratory    Convulsions or seizures. . . . . . . . No Yes  History of skin reaction or other   
 Chronic or frequent coughs. . . . . No Yes  Numbness or tingling sensations. . No Yes  adverse reaction to:   
 Shortness of breath. . . . . . . . . .  No Yes  Tremors. . . . . . . . . . . . . . . . . . No Yes    Penicillin or other antibiotics. . No Yes
 Wheezing. . . . . . . . . . . . . . . . .  No Yes  Paralysis. . . . . . . . . . . . . . . . . . No Yes    Novocain or other anesthetics..No Yes
     Head Injury. . . . . . . . . . . . . . . . No Yes    Tetanus antitoxin or other   
 Gastrointestinal    Loss of consciousness . . . . . . . . No Yes    Serums. . . . . . . . . . . . . . . . . No Yes
 Change of appetite. . . . . . . . . . . No Yes       Other drugs/medications: ___________  

 ________________________________ 
 Known food allergies: _______________
 _________________________________

   Environmental allergies: _____________

 Nausea or vomiting. . . . . . . . . . . No Yes  Eyes    
 Pain in bowel movements or    Eye disease or injury. . . . . . . . .  No Yes  
 constipation. . . . . . . . . . . . . . . . No Yes  Wear glasses/contact lenses. . . . No Yes  
 Frequent diarrhea . . . . . . . . . . .  No Yes  Blurred or double vision. . . . . . . No Yes  
 
Family Medical History (Seizures, developmental delay, miscarriage) 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
Who Lives in Home With The Patients? 
Name:______________________________________________________Relationship:______________________________ 
Name:______________________________________________________Relationship:______________________________ 
Name:______________________________________________________Relationship:______________________________ 
 
Developmental History (Check all that apply) 
 
Birth Weight _______    Full Term    Premature    Vaginal    Forceps    Jaundice     C-Section  
 
Problems During Pregnancy, Labor, or Delivery: ________________________________________________________ 
____________________________________________________________________________________________________ 
 
Current Level of Schooling: ___________________________________________________________________________ 
 
What specific question(s) do you have (if any) for the Doctor? ___________________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 

 
To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing 
incorrect information can be dangerous to my health.  It is my responsibility to inform the doctor’s office of any changes in 
my medical status.  I also authorize the healthcare staff to perform the necessary services I may need. 
 
___________________________________________________________      ______________________________________ 
Signature of Patient or Guardian                                                                 Date 

 
__________________________________________________________ 
Signature of Doctor 
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Please list all medications that you are currently taking, including over the counter medications, 
vitamins, minerals and supplements: 
 
MEDICATION:       DOSAGE: 
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________ 
 
 
 
Please list all medications that you are allergic to below: 
 
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________ 
 
 
PATIENTS NAME:____________________________________________ DATE:_________________ 




