
MEDICAL HISTORY FORM

PATIENT: __________________________________DATE: __________

REASON FOR TODAY’S VISIT: _________________________________

PHARMACY NAME: __________________________________________

PHARMACY ADDRESS: ______________________________________

LIST ALL MEDICATIONS  YOU ARE CURRENTLY TAKING:

1. _________________________ 3. ________________________

2. _________________________ 4. ________________________

ARE YOU ALLERGIC TO ANY MEDICATIONS?_____________________

IF YES, PLEASE LIST:

1. _________________________ 3. ________________________

2. _________________________ 4. ________________________

DO YOU HAVE A FAMILY HISTORY OF MELANOMA?________________

DO YOU HAVE A BLEEDING DISORDER?_________________________

HAVE YOU HAD OR HAVE YOU BEEN EXPOSED TO HIV?____________

HAVE YOU EVER BEEN DIAGNOSED WITH HEPATITIS?____________

DO YOU HAVE A PACEMAKER?________________________________

ARE YOU A DIABETIC? _______________________________________

SIGNATURE: _______________________________________________


