Medical History

Patient Name_______________________________ Phone# (_____)____________    Date__________

Date of Birth__________________   Age______________         (  Female     (  Male

( Single   ( Married   ( Divorced    ( Widowed   ( Partnered       Children?    Ages ________________    

	Present Complaint in order of importance.
	How Long

D  = days

W = weeks

Y  = years
	Relevant History

of Complaint
	Doctor Use Only

	example:    Headache
	8-D
	Since getting the flu
	

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	

	
	
	
	


List below or back of this page for other problems.

________________________________________________________________________________________________________________________________________________________________________ 

Current Medical Drugs:_________________________________________________________________

____________________________________________________________________________________

Current Natural Supplements:____________________________________________________________

____________________________________________________________________________________

Have you had any of these conditions in the last 5 years?

( Root Canals
( Eye Problems
       ( Recurrent colds        ( Periodontal problems      ( Asthma
     ( Chemical Allergen


( Arthritis
( Digestive Problems    ( Food Allergies          ( Tonsillitis

         ( Eczema
     ( Neck – Back Pain


( Hives/Rash
( Candida
       ( Ear problems            ( Depression
         ( Hay Fever       ( Other

Other____________________________________________________________________________________________________________

Operations (include dental)  + Dates         

Family Health History  (Ailment)

____________________________________  
            Father 
 ________________________________________  ____________________________________                  Mother   ________________________________________  

____________________________________                  Brother   ________________________________________ 
____________________________________                  Sister     ________________________________________

Accidents / major illness + dates                                           Allergies – Food and/or environmental
____________________________________                  ________________________________________________

____________________________________                  ________________________________________________

Your Primary doctors                                                                   Anything else I need to know?

Md/Do________________________________                     ______________________________________________

DC/Acupuncturist______________________                   ______________________________________________

Date of Last Visit_______________________                _______________________________________________
