
 

 

 

PATIENT HEALTH HISTORY 

Important: Please review this form carefully and fill out ALL ITEMS.  

Patient’s Last Name:                                                First:                                    MI: 

Sex:   □ Male   □ Female                                          Date of Birth: 

Street Address:  

City/State/ZIP: 

Phones: Cell:                            Home:                                     Work: 

Name of Primary Care Physician: 

Pharmacy Preference & Location: 

PLEASE LIST ALL MEDICATIONS & SUPPLEMENTS BELOW 

Name Dosage How Often Taken 

   

   

   

   

   

   

   

   

   

   

   

ARE YOU ALLERGIC TO ANY MEDICATIONS?  □ YES □ NO.  IF YES, LIST BELOW:                                         

Name                        →                  Reaction Name                        →                  Reaction 
  
  
  
  
  

PLEASE LIST ALL SURGERIES & HOSPITALIZATIONS (WITH YEARS) BELOW:  
  
  
  
  
  
  
  
CURRENT OR MOST RECENT OCCUPATION: 
 


