
NEW ADULT PATIENT MEDICAL HISTORY 

Please tell us the REASON FOR TODAY’S VISIT or any special concerns you would like to discuss with your 

provider today: 

Please list your CURRENT MEDICATIONS/VITAMINS/SUPPLEMENTS: 

Name Dosage (i.e., MG) How Taken (i.e., 1 tablet daily) 

Please list any ALLERGIES to medications/foods: 

Allergy Type of Reaction (i.e., rash, nausea) 

Please provide your IMMUNIZATION HISTORY: Immunization Preference (circle one): Traditional None

Yes No Date Yes No Date 

Tetanus-Diphtheria Booster Hepatitis A Vaccine 

Influenza Vaccine (Flu Shot) Hepatitis B Vaccine 

Pneumococcal Vaccine Human Papilloma Virus (HPV) 

Tuberculosis (TB) Skin Test Varicella Vaccine 

Name:    Date of Birth:   

Age:______________    Sex: Male________Female___________ 

Today’s Date:   
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Please provide your PAST MEDICAL HISTORY: 
____ Allergies             ____ Blood clots            ____ Gallbladder disease           ____ MI (heart attack) 

____ Anemia                 ____ Cancer, type___________         ____ GERD (reflux)          ____ Osteoarthritis         

____ Angina (chest pain)           ____ CVA (stroke)              ____ Hepatitis C             ____ Osteoporosis          

____ Anxiety            ____ COPD (emphysema)               ____ High cholesterol            ____ Peptic ulcer disease       

____ Arthritis                 ____ CAD (hear disease)                ____ High blood pressure           ____ Renal disease (kidneys)         

____ Asthma                ____ Crohn’s disease              ____ Irritable bowel disease      ____ Seizure disorder      

____ Atrial fibrillation               ____ Depression               ____ Liver disease            ____ Thyroid disease  

____ BPH (enlarged prostate)    ____ Diabetes                 ____ Migraine headaches          ____Other__________ 

PAST OPERATIONS: What operations have you had? 

Type of Operation When it happened Doctor or Hospital 
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