
PAST MEDICAL HISTORY 
 

Name: ____________________________________  Clinic No: _____________ 
Age:  ___         Date of First Period: _____/_____/_____                 
Menopausal?  Y  /  N 
Interval Between Periods: _______ to _____ days       Length of Periods: ________days 

PREGNANCIES 
         Date                      Weeks         Sex       Vaginal- C/S-D&C         Reason for C/S                   Hospital                 Comments 

1)   ____/____/____     _____wks    M / F   Vaginal /C/S/D&C   ____________________   __________________ ___________________ 

2)   ____/____/____     _____wks    M / F   Vaginal /C/S/D&C   ____________________   __________________ ___________________ 

3)   ____/____/____     _____wks    M / F   Vaginal /C/S/D&C   ____________________   __________________ ___________________ 

4)   ____/____/____     _____wks    M / F   Vaginal /C/S/D&C   ____________________   __________________ ___________________ 

5)   ____/____/____     _____wks    M / F   Vaginal /C/S/D&C   ____________________   __________________ ___________________ 

6)   ____/____/____     _____wks    M / F   Vaginal /C/S/D&C   ____________________   __________________ ___________________ 

DRUG                                     DOSE           FREQUENCY                      REASON PRESCRIBED                                  MD 

PRESCRIBING 

_________________  ________  ____________   ________________________________   __________________ 
_________________  ________  ____________   ________________________________   __________________ 
_________________  ________  ____________   ________________________________   __________________ 
_________________  ________  ____________   ________________________________   __________________ 
_________________  ________  ____________   ________________________________   __________________ 
_________________  ________  ____________   ________________________________   __________________ 
ALLERGIES:___________________________________________________________________________________
_______ 
______________________________________________________________________________________________
_______ 
SURGERIES 
                 Surgery                                                  Date                         Hospital                            Surgeon 
1)    _______________________________   _____/_____/____    ___________________   ________________________ 
2)    _______________________________   _____/_____/____    ___________________   ________________________ 
3)   _______________________________   _____/_____/____    ____________________   ________________________ 
4)   _______________________________   _____/_____/____    ____________________   ________________________ 
5)   _______________________________   _____/_____/____    ____________________   ________________________ 
6)   _______________________________   _____/_____/____    ____________________  ________________________ 

MEDICAL HISTORY 

                                     PERSONAL/FAMILY 
                                                          PERSONAL/ 
FAMILY DESCRIPTION 

1. WT LOSS/GAIN  �  � 13. ANEMIA/BLOOD DISEASE �  �   
2. 
HEADACHES/MIGRAINE  

�  � 14. BL00D TRANSFUSION  �  �   
3. HEART DISEASE   �  � 15. VARICOSE VEINS/PHLEBITIS �  �   
4. HIGH BLOOD 
PRESSURE 

�  � 16. THYROID DISEASE �  �   
5. RESPIRATORY DISEASE 
/LUNG DISEASE    

�  � 17. DIABETES �  �   
6. BREAST DISEASE �  � 18. CANCER   �  �   
7. JAUNDICE/HEPATITIS   �  �  19. EPLEPSY/NEUROLOGIC 

DISEASE  
�  �   

8. GALL BLADDER 
DISEASE   

�  �  20. ARTHRITIS/OSTEOPOROSIS �  �   
9. H. HERNIA/ULCER   �  �  21. SKIN DISEASE  �  �   

 



10.BOWEL DISORDERS  �  � 22. TUBERCULOSIS   �  �   
11.KIDNEY DISEASE  �  � 23. STD �GONOR 

��CHLAMYDIA � 

 

  
12.URINARY 
INCONTINENCE  
/INFECTIONS 

�  � 24. HIV� �HERPES 

SYPHYLIS 

   

  

              


