
Patient Health History Form

Patient Label:

Height: ____________   Weight: _____________ 
Office Use: BP:___________  HR:____________

 Phone: (425) 823 - 4000     Fax: (425) 821 - 3550

Male:a    Female:a    (Pregnant: No  a     Yes a     Unsure a) 

Referring Physician: __________________________________________________________________________________ 
Primary Care Physician: _______________________________________________________________________________ 
What are you being seen for today? ______________________________________________________________________ 

MEDICATIONS 
Please list ALL medications and doses that you are CURRENTLY taking (this includes birth control pills, 
hormones, IUDs, vitamins and herbal supplements):

Medication Dose/ Strength # Pills per Day Reason

___________________________ __________________ _________________ _____________________

___________________________ __________________ _________________ _____________________

___________________________ __________________ _________________ _____________________

           

           

           

           

           

           

           

ALLERGIES

a  I have no allergies to medication.

Medication Reaction Medication Reaction

1) _____________________ _______________________

2) _____________________ _______________________

3) _____________________ _______________________

4) _____________________ _______________________

5) _____________________ _______________________

6) _____________________ _______________________

Latex allergy?  a No     a Yes

Food allergy?  a No     a Yes, type____________________

Please list below any pain medications you do not tolerate.

________________________________________________

Have you ever had     blood ?  a No  a Yes, __________________________ 
Have you or any relatives had problems with anesthesia?  a  No     a  Yes, explain ______________________ 

ave you ever had an EKG?  a  No    a  Yes, when/ where? ________________________________________ 
Do you get shortness of breath when climbing more than 2 flights of stairs?  a No     a Yes 
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PAST SURGICAL HISTORY
Please list the surgical procedures you have undergone:

Date of Surgery Type of Surgery Describe the Recovery
  

  

  

  

       

       

       

PAST MEDICAL HISTORY 
Explain Explain

a a   

a    a  

a a   

a  a  

a a  

a a 

a   a  

a  a 

a a  

a    a  

a   a 

a a 

a a  

a  a  

a a  

a   a 

a a   

a 

Patient Label:

a   
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FAMILY HISTORY: Please check any conditions associated with your immediate family members

SOCIAL HISTORY
Do you use tobacco products? Current situation?

a     a a 

a      a a 

a       a 

a       a ving with significant other

Do you consume alcoholic beverages (e.g., beer, wine, liquor)? Do you have children?

a      a     a      a    

Do you use illicit drugs?  a      a   

Do you live:  a      a           a  

Have you had a recent change in a significant relationship in the last year or other stress?  a      a 
If yes, please explain: ___

WORK HISTORY
What is your occupation or previous one if currently not working?
Briefly describe your job:
Name of employer:  Last date worked:

Please mark ONE statement that best describes your current employment situation:

a  a a         

a   a         

a   a     a     

a        a   

Patient Label:
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REVIEW OF SYSTEMS
Please mark the circle next to ANY symptoms you have experienced in the past 6 months:

Constitution Eyes Gastrointestinal Other

a  a  a a  

a a  a a  

a  a   a a  

a a  a  

a a  a Neurological

a a  a a 

a  a  a 

Skin Cardiovascular a  

a a  a  

a a e itouri ar a  

a  a   a  a  

a  a   a 

a   

a   

a  a  

HENT

e tal ealth

a  

Musculoskeletal
a 

a a  

e irator

a  a  

a  a  a  

a a   a  

a  a a  

a  a  a 

a  a  

a I have not had ANY of the above symptoms in the last 6 months.

SIGNATURE

   

   

   

   

Patient Label:

a  

a   

a  

a 

a  

a  

a  

a 

a   

a   

a 

a  

a 

a 

a   

a  

a 

a 

a  

a  
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