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NEW PATIENT MEDICAL HISTORY FORM  

The following information is very important to your health.  Please take the time to fully and completely fill out this important information.  

We are counting on you.  

Patient Name _________________________________Age______ Height _________Birth Date____________   Date_____________  

Chief Complaint:_____________________________________________________________________________________________  

List present medications/supplements: ___________________________________________________________________________  

List all medication allergies: ___________________________________________________________________________________   

Pharmacy Name__________________________Phone#______________________Location________________________________ 
 
Family History  

 

Do you have a Family History of:  

 
 

 

 

 



 

Past Surgical History: 

 

Illness History (Other than Surgical Procedures):  

 

Tests   

 

Menstrual Periods:  

Age Onset______________________  Are you experiencing heavy bleeding with your periods?  Y  /  N 

Date of Last Period_______________  Are you experiencing loss of urine with coughing, laughing, straining, etc.? Y  /  N 

Periods:  Regular ____   Irregular____  Would you like to discuss this with your doctor?  Y  /  N 

Pregnancies:   

# of Children Born Alive _________  # of Cesarean Sections__________  

# of Premature Births _________  # of Stillborns__________  

# of Miscarriages _________  # of Abortions__________  

Your Personal Habits: 

 

My signature indicates that the above information is true and correct to the best of my knowledge.  

Patient Signature_________________________________________________  Date________________________  

 


