
PATIENT’S MEDICAL HISTORY 

 

Today’s Date:​ ​ ​ ​  

Patient’s Name:​ ​ ​ ​ ​ Date of Birth:​ ​ ​ ​ ​  

Persons name who is filling out this form:​ ​ ​ ​ ​ ​ ​ ​  

Relationship to Patient:​ ​ ​ ​ ​ ​  

HISTORY OF PRESENT ILLNESS 

Reason for Consultation?​ ​ ​ ​ ​ When did this start?​ ​ ​  

Birth weight of patient? ​ ​ Lb​ ​ oz 

Is the Patient taking any medications?​ ​ ​ ​ ​ ​ ​ ​  

Has the patient ever had any of the following? Please circle all that apply? 

 

HEART MURMUR​ ​ CHEST PAIN​ ​ ​ PALPITATIONS 

FAINTING​​ ​ ​ SHORTNESS OF BREATH​ ​ ASTHMA 

ALLERGIES​ ​ ​ DIABETES​​ ​ ​ OBESITY​  

HIGH CHOLESTEROL​ HIGH BLOOD PRESSURE​  

ABNORMAL EKG      

 

Do Any Family Members Have the Following? ​ 

 

HEART MURMUR ​ ​ DIABETES​​ HIGH CHOLESTEROL 

ALLERGIES​ ​ ​ BRONCHITIS​  ASTHMA  

HIGH BLOOD PRESSURE       CARDIOMYOPATHY 
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