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MEDICAL HISTORY INFORMATION 
Please Print Clearly          Acct. #___________ Date ________ 
 
Name _____________________________________________________________  DOB: _____________Age ________ 

(Last,    Middle I.    First) 
 
Preferred Pharmacy  Name: __________________________________     Pharmacy Phone#:_____________________ 
 
Last Menstrual Cycle ____/____/____     Last Pap Smear Taken ___/____/_____   Last Mammogram ___/____/____________  
         Facility _______________________________ 
Why are you seeing the Doctor today? _______________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
Who referred you to our practice? __________________________________________________________________________ 
 
Do you have an advance directive or living will? Yes / No 
 
FAMILY HISTORY  
High blood pressure/Heart Disease _________________________________________________________________________ 

Diabetes ______________________________________________________________________________________________ 

Breast Cancer __________________________________________________________________________________________ 

Ovarian Cancer _________________________________________________________________________________________ 

OBSTETRICAL HISTORY 
Total Pregnancies _____ Full Term _____ Premature ____Terminations ____ Miscarriages _____ 
 
Your Pregnancies: 

DOB Weight SEX VAGINAL OR C-SECTION

 
 
Medical ___________________________________________________________________________ 
_________________________________________________________________________________ 
Surgical History _____________________________________________________________________ 
_________________________________________________________________________________ 
Current Medication list & reason for medication _____________________________________________ 
_________________________________________________________________________________ 
Any Known allergies to medications? If so,what? _____________________________________________ 
_________________________________________________________________________________ 
 
I certify that the above information is accurate to the best of my knowledge. 
 
Preferred Contact _______________________________   OK to leave message with results Yes / No 
 
Signature (parent or guardian if patient is minor) ________________________________________ 
 
Print Name ________________________________________ 


