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                                HEALTH HISTORY FORM

This information is an important step for our medical staff.  It will provide us with a clear understanding of how to bring you the best comprehensive service that will fit your needs.  Please complete this form to the best of your knowledge.  Without this form fully finished, you cannot be scheduled for an appointment at our facility.  There are no exceptions.
Patient Name: ______________________________________________
DOB:  ______________________

Medications:
                     
□ I take NO chronic or routine medications.
Please list all type of medication including over the counter

______________________________

______________________________
______________________________

______________________________
______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

  □ The above list is accurate and complete:  __________________________________________________








            Signature


	Allergies:  
	

	Past Medical History:
	

	

	

	Surgeries:
	

	

	

	By signing this form, it will state that the above information is true and complete to the best of my knowledge.

	Signature:
	
	Date:
	

	Print:
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