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MEDICAL INFORMATION FORM

Your name: ___________________________________ Today’s date: _______________

Date of birth: ________________ Age: _______ Weight: _________ Height: _________

Please indicate the name of the referring doctor:_________________________________

1. Why are you here today?

2. Please list your current medications (including over-the-counter, vitamins, aspirin, herbal medications or birth control):                                                                                                                                                                         

3. Please list any allergies to medications, latex or foods:

4. Past or current medical conditions (circle each, Y for yes, N for no):

heart disease  Y / N
high blood pressure  Y / N
high cholesterol     Y / N

asthma
           Y / N
allergies
          Y / N
acid reflux              Y / N

depression      Y / N
stroke

          Y / N
seizures                  Y / N

hearing loss    Y / N
HIV

          Y / N
thyroid problems    Y / N

diabetes          Y / N
bleeding problems     Y / N
anemia                    Y / N

Lyme disease Y / N
arthritis
          Y / N
migraine headache  Y / N

Please list any others:

5.
Please list any surgeries you have had in the past:

6. Social history:

Job description or school grade: _______________________________________

Do you smoke? _____ Packs a day? ____ When did you last smoke? __________

How often and how much alcohol do you drink? __________________________

How much caffeine do you drink in a day? _______________________________

What kind of pets do you have? ________________________________________

Are you pregnant? ______ Have you ever fainted when blood was drawn? ______

7. Please list any medical conditions that run in your family:

Reviewed by: ____________________________________________________________


