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ADULT PATIENT HISTORY 
 

Patient Name: _______________________________   Date: __________________   Sex:         M       F Birthdate: ______________________ 
 

MEDICATION: (Including over-the-counter medications and herbal supplements)           ALLERGIES:  
____________________________________________________________ ________________________________________________ 
____________________________________________________________ ________________________________________________ 
____________________________________________________________ ________________________________________________ 
____________________________________________________________ Latex/tape allergy         YES                  NO 
 
MEDICAL PROBLEMS:       FAMILY HISTORY: 
____________________________________________________________
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
 
PREVIOUS HOSPITALIZATIONS/SURGERIES: 
(date, reason, hospital/physician) 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
 
SAFTEY: 

1. Do you buckle your safety belt when driving? ___ Yes ___ No   
2. Do you wear a helmet when riding a bicycle or    

motorcycle, etc.?     ___ Yes ___ No                  
3. Do you have current & operational smoke  

Detectors and carbon monoxide detectors    Please indicate the date of your last: 
 in your home?             ___Yes ___No                        

4. Do you have an updated First-Aid Kit in  
your home?     ___ Yes ___No                                  

5. a) Do you feel safe at home?                                  ___ Yes ___ No                        
b) Has anyone ever:                                                                                        
 - hit you?    ___ Yes ___ No 
 - insulted you or put you down? ___ Yes ___ No                        
 - threatened you?   ___ Yes ___ No                       
 - forced sex upon you?  ___ Yes ___ No                        
c) if you answered “yes” to any part of the 
    number 5b, would you like help dealing with  
    this situation?    ___ Yes ___ No 

6. Do you take safety precautions with firearms in  
the home?                                                                    ___ Yes ___ No 

 
 
SOCIAL HISTORY: 
Tobacco use (smoke or chew): ___ Yes ___ No.  If yes, What? __________________ How much? ______________ per day x_______ years. 
Alcohol use: ___ Yes ___ No.  If yes, What? __________________ How much?__________________ per day  _____________ x per week. 
Recreational Drug Use: ___ Yes ___No. If yes, What? _________________ How much? ______________ per day ___________ x per week. 
Caffeine: ___ Yes ___ No. If yes, source __________________ amount ______________ per day. 
Exercise: ___ Yes ___ No. If yes, specify type _____________________ How Often? _________________________. 
Occupation: ____________________________________________ Contact with chemicals or blood/body fluids at work? ___ Yes ___No 
ADVANCED DIRECTIVES:  
Do you have an Advanced Directive, i.e. written instructions for your family and health care provider in the event that you cannot make a 
decision yourself or about yourself?  ___ Yes ___ No 
Would you like information on Advanced Directives? ___ Yes ___ No 

(SEE REVERSE) 

 MOTHER FATHER SIBLING GRANDPARENT 

Diabetes     

Cancer     

Heart 
Disease 

    

Stroke     

High Blood 
Pressure 

    

Seizures     

Glaucoma     

Thyroid 
Disease 

    

Kidney 
Disease 

    

Mental 
Illness 

    

 Date 

Tetanus Shot  

Pneumonia Shot  

MMR Shot  

Hepatitis B Shot  

Eye Exam  

Dental Exam  

TB Test  

PSA Test (Men)  

PAP (Women)  

Mammogram  

Bone Density  
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MEDICAL HISTORY 

(Please check any past/current problems) 
Patient Name ______________________________________  Birthdate__________________________________________ 
Do You? 
Follow low-fat diet: ___ yes ___ no      Use Sunscreen: ___yes ____ no 
Marital Status:  ___ Single ___ Married  ___ Divorced ___ Widowed     Awareness to lead exposure:  ___ yes ___ no ___ not sure 
REVIEW OF SYSTEMS: Check if “Yes,” leave blank if “No.” Circle if specific symptom. 

Constitutional Symptoms 
___ Good general health  
___ Recent weight changes 
___ Fever, shakes, sweats 
Eyes 
 Eye disease/injury/itching 
 Wear glasses/contact lenses 
 Blurred/double vision/spots 
Ears/Nose/Throat/Mouth 
___ Hearing loss/ringing 
___ Earaches/drainage 
___ Sinus problems/congestion 
___ Nose bleeds  
___ Mouth sores  
___ Bleeding gums 
___ Bad breath/bad taste 
___ Sore throat/voice 
change/hoarseness 
Cardiovascular   
___ Chest pain/angina 
___ Palpitations 
___ Shortness of breath 
___ Swelling feet/ankles/hands 
___ Cold extremities  
___ Leg pain while walking 
___ Varicose veins 
Respiratory  
___ Coughs/phlegm 
___ Coughing up blood  
___ Wheezing 
Gastrointestinal  
___ Loss of appetite 
___ Weight loss  
___ Indigestion/heartburn  
___ Gas-upper, lower  
___ Nausea/vomiting  
___ Trouble swallowing  
___ Diarrhea 
___ Constipation 
___ Change in bowel habits 
___ Black stool 
___ Blood in stool 
___ Abdominal pain 
Musculoskeletal 
___ Joint pain 
___ Joint stiffness 
___ Joint swelling 
___ Weakness of muscles/joints 
___ Muscle pain/cramps 
___ Fractures 
___ Difficulty walking 

Integumentary (skin, breast) 
___ Rash/itching 
___ Moles/warts 
___ Change in skin color 
___ Change in hair/nails 
Gynecological 
___ Vaginal bleeding 
___ Vaginal discharge 
___ Pelvic pain 
___ Pain with periods 
___ Irregular periods 
___ Number of pregnancies 
___ Number of miscarriages 
___ Date of last pap smear 
___ Breast pain/lump/discharge 
___Perform Self Breast Exam 
Endocrine 
___ Glandular/hormone problems 
___ Excessive thirst/urination 
___ Heat intolerance 
___ Cold intolerance 
___ Dry skin 
___ Change in hat/glove size 
Neurological 
___ Headaches 
___ Light headed/dizzy 
___ Passing out 
___ Convulsions/seizures 
___ Numbness/tingling 
___ Tremors 
___ Weakness 
___ Paralysis 
___ Memory loss 
___ Confusion 
___ Head injury 
___ Sleep disturbance 
___ Insomnia/early wakening 
Hematological/Lymnphatic 
___ Slow to heal after cuts 
___ Bleeding 
___ Bruising 
___ Anemia/Low blood count 
___ Past transfusion 
___ Enlarged/swollen glands 
Psychiatric 
___ Depression 
___ Nervousness 
___ Anxiety 
___ Panic 

Genitourinary Infections 
___ Frequent urination 
___ Nighttime urination 
___ Burning/painful urination 
___ Blood in urine 
___ Trouble starting stream 
___ Urgency 
___ Change in force of stream/dribbling 
___ Incontinence/leaking 
___ Sexual difficulty 
___ Testicle pain  
___ Perform Testicular Exam 
Allergic/Immunologic 
History of any reaction to: 
___ Antibiotics/penicillin/sulfa 
___ Morphine/Demerol/Codeine 
___ Novocain/anesthetics 
___ Aspirin/pain remedies 
___ Tetanus/vaccines 
___ Iodine/antiseptics 
___ Other drugs/medications: 
_________________________ 
_________________________ 
_________________________ 
_________________________ 
Sexual: 
Sexual Orientation: 
___ Heterosexual 
___ Bisexual  
___ Homosexual 
___ Other 
Number of partners: 
___ total 
___ last 10 years  
___ current 
Do you practice safe sex? 
___ always 
___ usually 
___ sometimes 
___ rarely 
       Sexual problems        HIV Exposure 
       Sexually Transmitted Disease 
  
HEALTH GOALS:  
_________________________ 
_________________________ 
_________________________ 

            

Patient Signature ____________________________________________            Date __________________________________ 

Physician Signature __________________________________________            Date __________________________________ 


