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Past Medical History:    Please check boxes that apply  
 
Name:                                                                           DOB:                                                 Date: 
 
Conditions  Now Past Comments 
Alcohol/drug abuse    
Anorexia/Bulimia    
Anemia    
Anxiety    
Arthritis     
ADHD    
Bladder/Kidney Problems    
Blood Clots    
Breast Lumps    
Cancer (Type)    
Cataracts    
Chicken Pox    
Colon Polyp    
Coronary Artery Disease    
COPD (emphysema)    
Depression    
Diabetes     
Epilepsy (Seizures)    
Fractures (broken bones)    
GERD (Heartburn)    
Gout    
Glaucoma    
Gynecological Conditions    
Heart Attack    
Heart Disease    
Hepatitis A    
Hepatitis B    
Hepatitis C    
High Blood Pressure    
High Cholesterol    
HIV/AIDS     
Irritable Bowel Syndrome     
Kidney Disease    
Kidney Stone     
Liver Disease     
Migraines Headaches    
Tension Headaches    
Tuberculosis or history of exposure     
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Name:             DOB:           
 
Osteoporosis/Osteopenia    
Prostate enlargement or Nodules     
Pacemaker     
Psychiatric Problems     
Skins Conditions (explain)    
Sleep Apnea     
Stomach Ulcer    
Stroke    
Thyroid Issues     
Other (explain)    
 
Surgical and Procedure History-Please check off any procedure or surgeries.  List any abnormal finding, details or 
complications under comments.   
Surgical Procedure Yes Year Comments/ Date of surgery and facility  
Abdominal surgery    
Angiogram    
Appendectomy (Appendix removal)    
Breast Biopsy    
Breast surgery    
Cardiac Ablation     
Cataract surgery    
Cholecystectomy (Gallbladder removal)    
Colonoscopy    
Coronary stent    
C-section    
Echocardiogram    
EGD (Stomach endoscopy)    
Heart surgery    
Hernia Repair    
Hip surgery    
Hysterectomy Partial or total (explain)    
Knee Surgery    
Ovary removal    
Shoulder Surgery    
Spinal Surgery    
Tonsillectomy    
Tubal ligation    
Vasectomy     
Other (explain)    
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