
																																																									New	Patient	Medical	History		

Name:	______________________________		Date	of	Birth:	____/____/________					Sex_______	

Address:________________________________________________________________________	

Home	Phone(							)_____________________Ok	to	leave	a	message	YES/NO		

	Cell	(								)___________________________	Ok	to	leave	a	message	YES/NO		

										 If	you	are	on	MyChart	through	your	primary	doctor,	skip	to	Social	and	Education		

										Past	Medical	History	

										Condition	/	Disease	 Year	Began	 										Condition	/	Disease	 	
											Hypertension	 	 Other(s):	 	
											High	Cholesterol	 	 	 	
										Hypothyroidism	(low	thyroid)	 	 	 	
										COPD,	Emphysema,	or	Asthma	 	 	 	
										Diabetes	 	 	 	
										GERD	 	 	 	
									Depression	or	Anxiety	 	 	 	

	Past	Surgical	Procedures/	Hospitalizations/	Serious	injuries	or	Fractures	

		Operation/Hospitalization/Injury	 Month/Year	 Operation/Hospitalization/Injury	 Month/Year	
	 	 	 	
	 	 	 	
	 	 	 	
	 	 	 	

			Medication	or	Food	Allergies	or	Intolerances	

Medication/Food	 Reaction	 Medication/Food	 Reaction	
	 	 	 	
	 	 	 	
	 	 	 	
	 	 	 	
																																											Medications,	Vitamins,	and	Herbal	Supplements	

Medication	 Strength	 Number	of	Pills	taken	&	Frequency	
	 	 	
	 	 	
	 	 	
	 	 	

Social	and	Educational	History	

Marital	Status:	 Age	of	Children,	if	any:	
Work	Status	(Circle	one):	Employed/	Unemployed		
Retired	/		Disabled	

Current	or	Prior	Occupation:	

Highest	level	of	education:	 Hours	Worked	per	week:	

What	type	of	exercises	do	you	perform,	duration	
&	frequency?	

In	what	type	of	residence	do	you	live	(House,	
assisted	living,	nursing	home)?	

Do	you	drink	alcohol?	
If	yes,	what	type	&	how	often?	
	

Are	you	a	current	smoker?	
If	yes,	how	many	packs	per	day?	
	



Are	you	a	former	Smoker?	
If	yes,	what	year	did	you	quit?	
Number	of	years	smoked?	

Are	you	sexually	active?	

	Family	Health	History	

Please	list	below	the	health	history	of	your	blood	(genetic)	first	degree	relatives.	Please	include	any	

history	of	kidney	disease,	kidney	transplant,	or	dialysis.		

Relative	 Living	or	
deceased	

Current	age	or	
age	at	death	

Cause	of	death	 Health	problems	

Father:	 	 	 	 	

Mother:	 	 	 	 	

Brother(s):	 	 	 	 	

Sister(s):	 	 	 	 	

			Review	of	Systems	

	Please	review	the	following	symptoms	and	circle	those	items	that	are	a	problem	for	you	

Activity	Change	 Eye	discharge	 Urinary	Frequency	
Appetite	Change	 Eye	itching	 Chest	tightness	
Chills	 Eye	pain	 Cough	
Fatigue	 Visual	disturbance	 Shortness	of	breath	
Fever	 Cold	intolerance	 Wheezing	
Unexpected	Weight	Change	 Heat	intolerance	 Chest	Pain	
Unusual	Sweating	 Excessive	thirst	 Leg	Swelling	
Palpitations	 Congestion	 Difficulty	Urinating	
Abdominal	Pain		 Dental	problems	 Painful	Urination	
Abdominal	Distention	 Drooling	 Involuntary	Urination	
Blood	in	Stool	 Ear	discharge	 Flank	Pain	
Constipation	 Facial	Swelling	 Blood	in	urine	
Anal	bleeding	 Hearing	loss	 Urine	Decreased	
Diarrhea	 Mouth	sores	 Penile	Pain	
Problems	walking	 Nose	Bleeds	 Penile	Swelling	
Joint	Swelling	 Trouble	Swallowing	 Penile	Discharge	
Back	Pain	 Voice	Change	 Testicular	Pain	
Note:	This	is	a	confidential	record	of	your	medical	history	and	will	be	kept	in	this	office.	Information	here	
will	not	be	released	to	any	person	except	when	you	have	authorized	us	to	do	so.	

To	the	best	of	my	knowledge,	the	questions	on	this	form	have	been	accurately	answered.	I	understand	
that	providing	incorrect	information	can	be	dangerous	to	my	health.	It	is	my	responsibility	to	inform	the	
doctor’s	office	of	any	changes	in	my	medical	status.	I	authorize	the	healthcare	staff	to	perform	the	
necessary	health	care	services	I	may	need.	

Patient	Signature___________________________________																Date_________________					

Physician’s	review	signature____________________________________________			






