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NEW PATIENT MEDICAL HISTORY 

All questions contained in this questionnaire are strictly confidential and will become part of your medical record. 

Name (Last, First, M.I.): ____________________________________Occupation:_________________ DOB:_____/_____/_____ 

Reason for Visit:  Primary care Physician:  

Referring Physician:  Pharmacy: 

Smoking Status:     Smoker       Current Every day Smoker       Current Some Day Smoker       Former Smoker       Never Smoker 

At what age did you start your Menstrual Cycle: ______________ First day of Last Menstrual Cycle:_____/______/_____ 
Number of Days from the Start of One Period to the Start of your Next Period:____________ 

The Number of Days Your Period Lasts:____ Do You Have Regular Cycles:     Yes      No  Is Your Flow:      Scant      Moderate      Heavy 

What is your Method of Contraception: ____________________ Do you need or desire Contraceptives:         Yes         No 

Date of Last Pap Smear:_____/_____/_____ Date of Last Mammogram:____/_____/_____Year Started Menopause:_________  

Pregnancy History 

Number of Pregnancies:___ Number of Live Births:___ Number of Miscarriages/Abortions:____ Number of Cesarean Sections:___ 

Surgeries 

Year Surgery 

  

  

  

  

  

  

List your prescribed drugs and over-the-counter drugs, such as vitamins, herbal supplements and inhalers 

Name the Drug Strength Frequency Taken 

   

   

   

   

   

   

   

Allergies to Medications or Other 

Name the Drug or Other Reaction You Had 

  

  

  

Please Complete the Second Page 
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Name of Patient: _____________________________________ Check Other Problems Below 

Check if you have, or have had any symptoms in the following areas to a significant degree and briefly explain. 

 Migraine Headaches  Hepatitis  Back Problems 

 Heart Disease  Ulcers  Lung Disease 

 High Cholesterol  High Blood Pressure  Asthma 

 Kidney Disease  Stroke  Blood Clot/Embolism 

 Urinary Problems  Cancer  Sexual or Physical Abuse 

 Liver Disease  Blood Transfusion  Genital Herpes 

 Genital Warts  Pelvic Infection  Abnormal Pap 

 Gallbladder Disease  Bowel Problems  Diabetes 

 Thyroid Disease  Seizures  Depression 

 Substance Abuse  Breast Disease  Skin Problems 

 Varicose Veins  Anemia  Phlebitis 

 Pre-Term Labor  PCOS  Blood Disorder 

Do you Consume Alcohol:          Never          Rarely          Moderate          Heavy 

Are there any Special Diets or Dietary needs that you require: 

Please list any other illnesses, special concerns, explanations or comment below: 

  

  

Family medical history 
 

Illness Father Mother Siblings 
Maternal 

Grandfather 
Maternal 

Grandmother 
Paternal 

Grandfather 
Paternal 

Grandmother 

Breast Cancer        

Ovarian Cancer        

Bowel Cancer        

Heart Disease        

Mental Illness        

Blood Clots in Legs or Lungs        

Heart Attack or Stroke before age 
50 

       

Cystic Fibrosis        

Thyroid or Gland Problems        

Diabetes        

High Blood Pressure        

Blood Disorders        

Kidney Disease        

Birth Defects        

Uterine Cancer        

Osteoporosis        
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