
     Patient Past/Family History Form 
          
          Patient 
Name:___________________________________ 
          

DOB:___________________________________________ 
 

Birth History Birth Weight:______________ lb  :______________ oz       Birth Length: ______________ inches 
☐Vaginal delivery  ☐C-Section  ☐Full term ☐Preterm, gestational age in weeks:__________ 
Delivery complications: ☐None _______________________________________________________________________ 
Birth complications: ☐None _______________________________________________________________________ 
 
Allergies  ☐No known drug allergies 
Allergen:___________________________________________ Reaction:__________________________________________ 
Allergen:___________________________________________ Reaction:__________________________________________ 
 
Medications ☐No current medications 
1. ___________________________________  Dosage:___________________________________  Onset date:__________ 
2. ___________________________________  Dosage:___________________________________  Onset date:__________ 
3. ___________________________________  Dosage:___________________________________  Onset date:__________ 
4. ___________________________________  Dosage:___________________________________  Onset date:__________ 
 
 
Hospitalizations/Surgeries ☐None 
Condition:_____________________________________________________________________________  Date:__________ 
Condition:_____________________________________________________________________________  Date:__________ 

 
Past Medical History    ☐None    Family History  (please note family members) 
ADD/ADHD  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Allergic Rhinitis  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Anemia   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Asthma   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Bed Wetting  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Cancer   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Childhood Death  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Constipation  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Deafness   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Depression   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Developmental Issues ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Diabetes   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Frequent Infections  ☐Yes	 ☐No   ☐Yes	 ☐No  
______________________________________ 
Headaches  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Heart Disease  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
High Blood Pressure ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
High Cholesterol  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Kidney Disease  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Mental Illness  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 

 



Sickle Cell Disease  ☐Yes	 ☐No   ☐Yes	 ☐No  
______________________________________ 
Sickle Cell Trait  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Seizures   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Stroke   ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Substance Abuse  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Sudden Death  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Tuberculosis (TB)  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Vision problems  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 
Other conditions  ☐Yes	 ☐No   ☐Yes	 ☐No  ______________________________________ 


