
MEDICAL HISTORY

Client’s name: Today’s date:

Are you allergic to any medication or substance?
If yes, please list:

1. YES NO

Have been a patient in a hospital in the past two years?
If yes, please explain:

2. YES NO

Have you been under the care of a doctor (physician or otherwise) in the 
past two years?
If yes, please explain:

3. YES NO

Are you currently taking any prescription medicines?
If yes, please list:

4. YES NO

Have you taken any prescription medicines in the past two years?
If yes, please list:

5. YES NO

Do you have any medical conditions involving your ears, eyes or nose?6. YES NO

Do you have frequent or severe headaches or head pain?7. YES NO

Do you snore?8. YES NO

Do you have any phobias, unusual fears, severe anxieties, psychoses, a 
history of depression, or similar condition?
If yes, please explain:

9. YES NO

Do you smoke?10. YES NO

If yes, how much (per day)?
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MEDICAL HISTORY

Have you ever had any of the following conditions?12.

heart disease
chest pain
high blood pressure
heart murmur
rheumatic fever

other heart problem
heart surgery

anemia
sickle cell disease
sickle cell trait
HIV / AIDS
leukemia
hemophilia

blood transfusion
other blood problem

bruise easily

radiation treatment
chemotherapy
cancer

kidney problems

ulcer / stomach 
disorder

emphysema
persistent cough
tuberculosis (TB)
asthma
sinus trouble

thyroid problems

diabetes
hypoglycemia
other blood glucose 
problem

artificial joints
arthritis / rheumatism

glaucoma

fever blisters / 
cold sores

hepatitis
other liver problem
drug / alcohol 
addiction

stroke
epilespy / seizures
fainting / dizziness
psychiatric treatment

headaches

allergies / hives
other skin problem

other / notes:

Names of doctors:13.

specialty: phone:

specialty:

specialty:

phone:

phone:

Answer the following questions only if you are female.

Are you taking birth control medication?14. YES NO

Are you pregnant?15. YES NO

If yes, what month are you in?
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Do you drink alcoholic beverages?11. YES NO

If yes, how many (per day)? (per week)?


