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Medical History Form 

Personal Information 
Full name: ________________________________________________________________________________ 

Sex: ____      DOB: ______________    SSN: ____________________________________________________  

Address: 

Street:______________________________________City:______________________State______Zip:_______  

U.S. Citizen?  ______   If not, citizen of what country? ______________________________________________ 

Email address:_____________________________________________________________________________  

Contact phone number(s): ___________________________________________________________________ 

Occupation:_______________________________________________________________________________  

Height:_________            Weight:_______              Tobacco user?_______ 

If yes, details and frequency:__________________________________________________________________  

_________________________________________________________________________________________ 

Medical History  
Please list medical doctors (dentists, chiropractors and eye doctors not necessary) who have treated you going 

back 5 years. If any serious illness or disease has occurred within the past 10 years, please list all treating 

physicians.  
Name/Type of Doctor        Address/Phone Number                                                                                       Date Last Seen/Reason for Visit  

Medications and/or medical problems?  

Details:___________________________________________________________________________________

_________________________________________________________________________________________ 

Family History:  

Have any immediate family members (parents, brothers, sisters) died prior to age of 60?   _____Yes* _____No  

*If “yes,“ identify family member(s), cause of and age at death:

_________________________________________________________________________________________

_________________________________________________________________________________________
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