
Name Date 

Adult Health History Form 
Your answers on this form will help vour health care provider better understand your medical concerns and conditions. If you 
cannot remember specific details, please provide your best guess. Thank You. 

Date of Birth: _____ _ How would you rate your general health? o Excellent □ Good o Fair o Poor 

Main reason for today's visit; -----------------------------------

Other concerns: ----------------------------------------

REVIEW OF SYMPTOMS: Please check any current symptoms you have. 
Constitutional 

__ Unexplained weight loss/gain 
__ Recent fevers/sweats 
__ Unexplained fatigue/weakness 
__ Recent chills/cold sweats 

Cardiology 

__ Chest pains/discomfort 
__ Palpitations 

Decreased exercise tolerance 

Dermatology 

Rash 
__ New or change in mole 

Endocrinology 

__ Cold/heat intolerance 
__ Increase thirst/appetite 

ENT 

__ Change in hearing 
__ Congestion 
__ Sinus pain 

Sore throat 

Hematology/Lymph 

__ Unexplained lumps 
__ Easy bruising/bleeding 

Genitourinary 

__ Painful/bloody urination 
__ leaking urine 
__ Nighttime urination 
__ Discharge: penis or vagina 

Concern with sexual functions 

Gastroenterology 

__ Heartburn/reflux 
__ Bloody stools 
__ Change in bowel movement 
__ Nausea/vomiting/diarrhea 

Pain in abdomen 

Musculoskeletol 

__ Muscle/joint pain 
__ Recent back pain 

Weakness 
__ Swollen joints 

Neurology 

__ Memory loss 
Headaches 

__ Fainting 
__ Numbness/tingling in hands/feet 

loss of balance 

Opthalmology 

__ Change in vision 
__ Eye pain 

Psychology 

__ Anxiety/stress 
__ Sleep problems 

Respiratory 

__ Cough/wheeze 
__ Coughing blood 

Short of breath with exertion 
__ Pain with breathing 

Women 

__ No periods 
__ Heavy periods 
__ Painful periods 
__ Irregular periods 
__ Unusual vaginal bleeding 

Date of last period: ____ _ 
Menopause at age: _____ _ 

In the past month, have you had little interest or pleasure in doing things, or felt down, depressed or hopeless? o Yes o No 

MEDICATIONS: Prescription and nor-prescription medicines vitamins home remedies birth control pills herbs etc ' ' ' 

Medication/Vitamin/Supplement Dose/Strength (e.g., mg/pill) How many times per day 

ALLERGIES: Do you have allergies or reactions to: 
Medications Reaction Foods Reaction 
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