
 

 

 
PATIENT INTAKE- MEDICAL HISTORY 

 

PATIENT NAME 
  

DATE of LAST UPDATE 

 

    

CURRENT PHYSICIAN NAME 
  

PHONE 

    

CURRENT PHARMACY NAME 
  

PHONE 

    

CURRENT and PAST MEDICATIONS 

MEDICATION NAME DOSAGE FREQ. PHYSICIAN START  END DATE PURPOSE 

             

              

              

              

              

              

              

              

SURGICAL PROCEDURES 

PROCEDURE PHYSICIAN HOSPITAL DATE NOTES 

          

          

          

          

          

          

MAJOR ILLNESSES 

ILLNESS START  END DATE PHYSICIAN TREATMENT NOTES 

          

          

          



 

 

          

          

          

VACCINATIONS 

NAME DATE 
 

NAME DATE 
 

TETANUS   
 

MENINGITIS   
 

INFLUENZA VACCINE   
 

YELLOW FEVER   
 

ZOSTAVAX   
 

POLIO   
 

OTHER:   
 

OTHER:   
 

 
 
 
 
 

Please indicate if you have a history( S )  or family history ( F ) or if both, ( B ) of any of the following: 
 

Cardiovascular 
 

___ High blood pressure (Hypertension) 
___ Heart attack (Myocardial infarction) 
___ Heart failure 
___ Heart murmur 
__ _Coronary artery disease 
___ High cholesterol 
___ Stroke / TIA (Mini-stroke) 
___ Arrhythmias (A-fib, SVT, etc.) 
___ Peripheral artery disease 
 

Respiratory  
___ COPD / Emphysema 
___ Chronic bronchitis 
___ Tuberculosis 
___ Pulmonary embolism 
___ Sleep apnea 
___ Asthma 
 
Gastrointestinal 
___ Acid reflux / GERD 
___Ulcers 
___ Irritable bowel syndrome (IBS) 
___Crohn’s disease 
___Ulcerative colitis 
___Hepatitis (A, B, C) 
___Gallbladder disease 
 
 
 
 
 
 
 
 
 
 
 

_______________________________________________________________________________________________________________    ________________________________________________________  
____________________________________________________ 

Gastrointestinal 
___ Acid reflux / GERD 
___Ulcers 
___Irritable bowel syndrome (IBS) 
___Crohn’s disease 
___Ulcerative colitis 
___Hepatitis (A, B, C) 
___Gallbladder disease 
 
Psychiatric / Behavioral 
___ Anxiety 
___Depression 
___Bipolar disorder 
___PTSD 
___ADHD 
___Substance use disorder  
Which 
substance_____________________ 
Musculoskeletal 
___ Arthritis (Osteoarthritis / 
Rheumatoid) 
___Gout 
___Fibromyalgia 
___Chronic back pain 
___Osteoporosis 
Genitourinary 
___Kidney stones 
____Chronic kidney disease 
____Prostate disease 
____Urinary incontinence 
____Endometriosis 
 
 
 
 
 



 

 

 
Infectious Diseases 
___HIV 
___COVID-19 
___ MRSA 
___ Recurrent infections 
___Other STD/STI _________________________ 
 
Hematologic / Immune 
___ Anemia 
___Clotting disorders 
___Sickle cell disease 
___ Autoimmune disorders (Lupus, etc.) 
 
Cancer History 
___Skin cancer 
___Breast cancer 
___Prostate cancer 
___Colon cancer 
___Blood cancers (Leukemia, Lymphoma) 
___Other cancers (Specify) 
 
 
Is there anything else you would like us to know? 
 
 
 
 
 
 
____________________________________________________________________________________________ 
 
Signature                                                                  Printed name                      Date 


