HEALTH HISTORY

Name: _________________________________   


  Height:  ______feet  ______inches         Weight: ______ pounds

	CONDITIONS -  Check conditions which you have now or had in the past

	· anemia

· asthma

· bleeding disorder

· cancer (site:_________)

· diabetes

· emphysema

· epilepsy

· glaucoma

· gout
	· heart disease

· hepatitis

· high blood pressure

· high cholesterol

· HIV positive or AIDS

· kidney disease

· lupus

· multiple sclerosis

· osteoporosis
	· pacemaker

· pneumonia

· polio

· rheumatic fever

· rheumatoid arthritis

· stroke

· thyroid disease

· tuberculosis

· ulcers

	OPERATIONS - List all previous surgeries

 (   None                (    I am providing a separate list
	MEDICATIONS - List all medicines you take regularly

  (   None                (   I am providing a separate list 

	
	

	
	

	
	

	
	

	
	

	ALLERGIES (To medications or substances)

  (   None            (   I am providing a separate list
	DOMINANT HAND:    (  right      (  left      (  ambidextrous

	
	MARITAL:    (  married      (  single      (  divorced      (  widow/widower

	
	HABITS:    (  tobacco      (  alcohol      (  recreational drugs      (  none

Specify (type, quantity):

	
	

	
	OCCUPATION:

	FAMILY HISTORY - Illnesses that run in your family
· arthritis

· cancer

· diabetes

· heart disease

· high blood pressure

· strokes

· other: _____________________________
	OTHER SIGNIFICANT ILLNESSES, INJURIES, OR SYMPTOMS:

	
	

	
	

	
	

	SYMPTOMS – Check all symptoms you have now or have experienced recently

	· chills

· fatigue

· fever

· unexpected weight gain

· unexpected weight loss

· eye problems

· frequent nosebleeds

· hearing loss

· hoarseness

· ear infection

· sinus trouble

· ringing in ears

· spinning sensation

· chest pain 

· palpitations
	· swelling of ankles

· varicose veins

· coughing blood

· difficulty breathing

· constipation

· diarrhea

· gas/bloating

· vomiting blood

· rectal bleeding

· poor appetite

· depression

· difficulty sleeping

· poor memory

· limp

· severe head injury
	· blackouts

· seizures

· tremor

· cold intolerance 

· heat intolerance

· excessive sweating

· neck lumps

· extreme thirst

· skin abnormalities

· easy bruising or bleeding

· painful urination

· blood in urine

· frequent urination




I attest that this health history is complete and accurate to the best of my knowledge.  I am aware that omitting information may lead to serious health consequences, even death.  

Signature:  ______________________________________________    Date: ________________________

