
PAST	MEDICAL	HISTORY	

	
PATIENT	FIRST	NAME________________________	MI___			LAST____________________________	

DATE	OF	BIRTH	________________________________	

	

Drug	allergies?		No/	YES(detail)_____________________________________________________	
	

Food	allergies?	No/	Yes	(detail)_____________________________________________________	

Past	surgical	history?		No/Yes	(list	procedure	and	dates)_________________________________	
_______________________________________________________________________________	

Current	medications	including	dose___________________________________________________	

________________________________________________________________________________	

	

	

Medical	history-			Please	circle	all		current	and	past	medical	issues	and	detail	below.	

	

ASTHMA		 	 	 ALLERGY	 	 	 ECZEMA	

FREQUENT	EAR	INFECTIONS	 SINUS	INFECTIONS	 	 FREQUENT	STREP	

HEART	DISEASE		 	 SEIZURES	 	 	 MIGRAINE	

DIABETES	 	 	 ARTHRITIS	 	 	 CELIAC	DISEASE	

THYROID	ISSUES	 	 GROWTH	ISSUES	 	 INFLAMMATORY	BOWEL	DISEASE	

BLEEDING	DISORDER	 	 CLOTTING	DISORDER	 	 CYSTIC	FIBROSIS	

LEARNING	DISABILITY	 	 AUTISM/ASPERGER’S	 	 DEPRESSION	

ANXIETY	 	 	 ADD/	ADHD	 	 	 OTHER	MENTAL	ILLNESS	

OTHER	PAST	MEDICAL	HISTORY	

#1	CURRENT/RESOLVED_________________________________________________________	

#2CURRENT/	RESOLVED_________________________________________________________	

#3	CURRENT/	RESOLVED	________________________________________________________	

#4	CURRENT/RESOLVED	________________________________________________________	

	


