i FIRSTCARE
MEDICAL GROUP

First Name: MI: Last Name:

HEALTH HISTORY FORM

DOB::

CURRENT MEDICATIONS, VITAMINS AND SUPPLEMENTS

Name Dose  Freq Reason
1.
2.
3.
4,
5.
6.
7.
8.
ALLERGIES

ONo [OYes

Allergies to Medications or food? CONo [OYes

Seasonal allergies?

Medication Name /Food reaction type

PAST MEDICAL HISTORY
CINo Significant Past Medical Problems

[JAlcohol/drug abuse  [IKidney disease
OlArthritis ClLiver disease
CJAsthma [JLung disease
[1Depression CIMigraine

[IHigh blood pressure  [INeurologic disease
[IHeart disease [IStroke
LICancer (type)

OOther

FAMILY HISTORY (specify relationship)
father, mother, brother, sister, children only

COCancer
ODiabetes
CIHigh Blood Pressure

2. [Heart Disease
3. [1Stroke
4. CIMental lliness
5. ClAlcohol/drug abuse
6. C10ther
SocIAL HISTORY PAST SURGERIES year

OSingle O Married 00 Widowed 1.
Occupation 2.
Have you ever smoked? CINo 1100+ cigarettes over your lifetime 3.
Current tobacco user? [INo [OCigarettes LIChew [ICigars 4.

per day 5.

Do you drink alcohol? [INo OYes drinks/week 6.
Do you now use drugs? LINo OYes 7.




