


																			
	

Reviewed	by:	_______________________________																																																				Date:	______________________	
	

Initial	Visit	Medical	History		
	
	
	

Patient’s	Name:	___________________________	Date:	______________	Chart	#:	_________________	
	
Past	Medical	History:	Please	check	each	item	in	the	area	indicated	“YES”	or	“NO”	as	it	relates	to	your	personal	past	medical	history.		

	
	

Please	list	all	past	surgeries	with	the	estimated	date	of	
occurrence.	
Surgery:		 	 																Est.	Date:	
_________________	 	 ____________	
_________________	 	 ____________	
_________________	 	 ____________	
_________________	 	 ____________	

Please	list	all	previous	nonsurgical	hospitalization(s)	
with	the	estimated	dates	of	their	occurrence.		
Hospitalization:		 	 																Est.	Date:	
___________________	 	 ____________	
___________________	 	 ____________	
___________________	 	 ____________	
___________________	 	 ____________	

Family	Medical	History:	Please	check	each	item	in	the	box	indicated	“YES”	or	“NO”	as	it	relates	to	your	family	medical	history.		

	 Y	 N	 	 	 Y	 N	 	 	 Y	 N	
Alcoholism	 	 	 	 Diverticulitis		 	 	 	 Nervous	Breakdown		 	 	

Anemia	 	 	 	 Emphysema		 	 	 	 Osteoporosis	 	 	

Arthritis		 	 	 	 Gall	Bladder	Disease		 	 	 	 Peptic	Ulcers		 	 	

Asthma-	Hay	Fever		 	 	 	 Glaucoma		 	 	 	 Phlebitis		 	 	

Bleeding	Disorder		 	 	 	 Gout	 	 	 	 Pneumonia	 	 	

Cancer		 	 	 	 Heart	Attack	 	 	 	 Prostate	Disease		 	 	

Cataracts		 	 	 	 Heart	Disease		 	 	 	 Psoriasis-	Eczema	 	 	

Chronic	Bronchitis		 	 	 	 Hemorrhoids		 	 	 	 Rheumatic	Fever		 	 	

Colitis	(bowel	inflammation)	 	 	 	 Hepatitis		 	 	 	 Seizures	 	 	

Crohn's	Disease		 	 	 	 Hernia		 	 	 	 Epilepsy	 	 	

Depression	 	 	 	 High	Blood	Pressure		 	 	 	 Sinusitis	 	 	

Diabetes		 	 	 	 High	Cholesterol		 	 	 	 Stroke		 	 	

Year	of	Diagnosis		 	 	 	 Kidney	Infections/Stones		 	 	 	 Thyroid	Disease		 	 	

Type	1	or	Type	2		 	 	 	 Other	Kidney	Disease		 	 	 	 Tuberculosis	 	 	

Date	of	last	eye	exam		 	 	 	 Mental	Illness	 	 	 	 Ulcerative	Colitis		 	 	

Date	of	last	foot	exam		 	 	 	 Migraine	Headaches		 	 	 	 Varicose	Veins		 	 	

	 	 	 	 	 	 	 	 Venereal	Disease		 	 	
	

	 Y	 N	 	 	 Y	 N	 	 	 Y	 N	 	 	 Y	 N	
Anemia		 	 	 	 Depression	 	 	 	 Other	Heart	Disease		 	 	 	 Osteoporosis	 	 	
Arthritis		 	 	 	 Diabetes		 	 	 	 High	Blood	Pressure		 	 	 	 Seizures-	Epilepsy		 	 	
Asthma		 	 	 	 Emphysema		 	 	 	 Kidney	Disease		 	 	 	 Stomach	Ulcers		 	 	
Bleeding	Disorder		 	 	 	 Glaucoma		 	 	 	 Mental	Illness	 	 	 	 Stroke		 	 	
Cancer		 	 	 	 Heart	Attack	 	 	 	 Migraine	Headaches	 	 	 	 Thyroid	Disease		 	 	
	 	 	 	 	 	 	 	 	 	 	 	 Tuberculosis	 	 	
	
Relative	 If	Living	 If	Deceased	 	

Relative	
If	Living	 If	Deceased	

Age	 Health	 Age	of	
Death	

Cause	of	
Death	

Age	 Health	 Age	of	
Death	

Cause	of	
Death	

Father	
Mother	
Brother	
&	Sister	

_______						_________			______				___________	
_______						_________			______				___________	
_______						_________			______				___________	
_______						_________			______				___________	
_______						_________			______				___________	

	
	
Children	

_______						_________			______				___________	
_______						_________			______				___________	
_______						_________			______				___________	
_______						_________			______				___________	
_______						_________			______				___________	

	




