Adult Medical History Form
Name:__________________________________________________________________
Your answers on this form will help me understand your medical concerns and
conditions. If you are uncomfortable with any question, do not answer it. Best
estimates are fine if you cannot remember specific details.
Thank you
PERSONAL INFORMATION:
Preferred name (if different from above): _____________________________________
What language would you prefer to use with us?________________________________
Address
Street:_______________________________________
City/town ____________________________________
State:___________________Zip code:____________________
Home phone:_________________
Work phone:_________________
Cell phone:___________________
Email: _______________________
What is the best way for our office to contact you? Please circle one or more of above.
Emergency contact:
Name:______________________
Relationship:__________________Home phone:______________
Work phone:__________________ Cell phone:________________
Preferred Local Pharmacy Name: _____________________
Telephone Number: ____________________________________
Address: _________________________________________________________
Preferred Mail Order Pharmacy Name: _____________________
Telephone Number: _____________________
Address: _________________________________________________________
If you have a mail order form, please bring a copy so we can scan it into our documents

Current Medications
Name of Medication

Dosage of Medication

Times per day

Name of Medication

Dosage of Medication

Times per day

Additional medications can be listed at the end of this form.
If it is easier, you may bring all of your current medications to the office for our review.
REACTIONS TO MEDICINES FOODS/OTHER AGENTS:
I am not allergic to any medications:
Name of Medication/Food
Type of Reaction
When did the reaction occur

Current or past medical history, please check the boxes:
Diabetes:
Jaundice:
Hypertension:
Elevated cholesterol:
Elevated Triglyceride:
Hepatitis:
Pancreatitis:

Heart Attack:
Stroke:
Cancer:
Tuberculosis:
Atrial Fib:
Acid Reflux:
Osteoporosis:

Surgical History:
Name or type of surgery

Complications

Family History, please check below:
Medical Condition
Mom Dad Sister Brother Child
Alcoholism
Arthritis
Asthma
Bleeding Disorder
Cancer, Breast
Cancer, Colon
Cancer, Melanoma
Cancer, Lung
Colon Polyps
Diabetes
Eczema
Hay fever
Allergies
Heart Attacks
High Blood Pressure
High Cholesterol
Kidney Disease
Lupus
Scleroderma
Rheumatoid Arthritis
Stroke
Tuberculosis
Clotting Diseases
Tobacco:
Never smoked:
Former smoker:
Current smoker:
Have you tried to quit smoking:
Began smoking at age:__________Quit at age:________Average packs per day: _______
Alcohol Use:
Never drink alcohol:
I drink alcohol daily:
I drink alcohol weekly:
I drink alcohol less than once a month:

Number per day: _____
Number per week: _____
Number per month: _____

SOCIOECONOMICS:
Ethnic Background: How would you best describe yourself? (check only one)
Asian
Black
Non-Hispanic
Hispanic Native American
Native Hawaiian
Other Pacific Islander White, Non-Hispanic
Other
Decline to state
Marital status:
Single
Married
Engaged Other

Divorced

Separated

Widowed

Co-habiting

Spouse/Partner's name: __________________________
Number of children: ____________________________
Occupation:________________

Education completed:
Grade school
High school Some college College Post graduate
Trade school
Apprenticeship
EXERCISE
None
Aerobic 2-3 times weekly

Aerobic at least once weekly
Aerobic 4 or more times per week

IMMUNIZATIONS: Please list most recent and give best estimate of month and year
of administration.
Name of Immunization Month Year
Hepatitis A
Hepatitis B
Pneumonia
Shingles
Flu vaccine
Tetanus or TdaP
Other
Review of Systems: Please check if positive
Fevers
Headaches
Eye pain
Loss of vision
Ringing in ears

Chills
Seizures
Double vision
Dry eyes
Bloody noses

Night Sweats
Epilepsy
Glaucoma
Hearing loss
Loss of smell

Weight Loss
Migraines
Cataracts
Hearing aides
Sneezing >5

Nausea
Pancreatitis
Bloody stools
Recent bowel changes
Bad kidney function
Bleeding disorder
Snoring
New lumps
Asbestos exposure
Blood clots to lung

Vomiting
Jaundice
Black Stools
Pain urinating
Depression
Transfusions
Joint Pain
New bumps
Radiation exposure
Blood clots in legs

Vomiting blood
Diarrhea
Constipation
Blood in urine
Suicidal thoughts
Anxiety
Joint swelling
Other
Arsenic exposure
Varicose veins

Hepatitis
Constipation
Hemorrhoids
Kidney stones
Anemia
Insomnia
Rashes
Dust exposure

Other, please describe: __________________________________________________

CARDIOPULMONARY REVIEW: Please check and describe if present
I have shortness of breath at rest . I have shortness of breath with exertion . I have
shortness of breath dressing myself . I have shortness of breath walking . I have
shortness of breath climbing stairs . I have shortness of breath showering or bathing . I
have shortness of breath carrying packages or groceries . I have shortness of breath
changing my bed linens . I have shortness of breath vacuuming . I avoid certain
activities because I am afraid I will become short of breath .
I have a dry cough . I have a productive cough . I cough up white or clear mucus .
I cough up yellow or green mucus . My mucus has blood in it . I cough up over 2
tablespoons of mucus a day . When I wake up in the morning, I usually cough up mucus
.
I sleep flat at night . I sleep propped up at night . If I do not prop myself up at night, I
awaken with shortness of breath . I sometimes awaken at night with shortness of breath
. I have ankle swelling . I wake up more than once each night to urinate .
I have chest pain at rest . I have chest pain with activities or exertion . I have chest pain
when I take a deep breath . The chest pain happens both at rest and with activities . The
chest pain is on the right side of my chest . The chest pain is in the middle of my chest .
The chest pain is on the left side of my chest . The chest pain is not limited to any
specific area of my chest . The chest pain lasts less than one minute or seconds . The
chest pain lasts hours or days . The chest pain lasts several minutes . The chest pain is
related to meals . If I stop and rest, the chest pain goes away .
I had asthma as a child . My parents had asthma . My sisters or brothers had asthma . I
wheeze following colds . I wheeze on exposure to cats or other animals .

I have been diagnosed with several episodes of “bronchitis” every year following colds or
flu like illnesses . I was exposed to cigarette smoke as a child .
STOP –Bang Questionnaire
Snoring? Do you snore loudly (loud enough to be heard through closed doors
or your bed partner elbows you for snoring at night?
Tired? Do you often feel Tired, Fatigued, or Sleeping during daytime (such
as falling asleep during driving?
Observed? Has anyone Observed you Stop Breathing or Choking/Gasping
during your sleep?
Pressure? Do you have or are you being treated for High Blood Pressure?
Body Mass Index more than 35 kg/meter squared?
Age older than 50 years?
Neck size large? (Measured at the Adams apple) Males 17 inches or larger,
Females 16 inches or larger
Gender=Male
Low risk of OSA: Yes to 0-2 questions
Intermediate risk of OSA: Yes to 3-4 questions
High risk of OSA: Yes to 5-8 questions

ADDITIONAL MEDICATIONS:
Name of Medication

Dosage

Times per day

Yes No

