
 
 

 
 PATIENT MEDICAL HISTORY INFORMATION 

 

PATIENT’S NAME:      DOB:    TODAY’S DATE:    
 
Name(s) of Physicians you are currently seeing and telephone number: 

             
             
              

 
Medical Conditions (List with dates and locations): Surgery(s) (List with dates and locations): 
              
              

              
              
 

Allergies: 
             
              

 
Current Medications (name, dosages and time per day): 
 

              
              
              
 

 
Date of last menstrual cycle:    
 

Preferred Pharmacy:      Pharmacy Phone Number:     
 
Are you disabled? □ Yes □ No  If yes, date disability began:       

 

Do you have any outside agencies helping in your home (visiting nurse, clergy, etc)? □ Yes □ No 
 
Name:        Phone:        

 
Name:        Phone:        
 

Re: 1-3-13tj 


