
Health History Questionnaire

Name: _______________________ DOB: _____________________

Allergies: _____________________________________________________________________________

Medication both prescription and over the counter: __________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Medical problems: _____________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Past surgeries: ________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

□Mechanical Heart Valve □ Pacemaker □ Implants

Family medical history – blood relative mom/dad/grandparents/kids include cancer, strokes, heart attack

and genetic disorder: ______________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Social History:

Do you use any other drugs: _____________________________________________________________

Do you drink alcohol? _____________________ If so, how much: _______________________________

Last lab draw: ___________________________
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