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PAST MEDICAL HISTORY

Have you ever had any of the following? (Please select all that apply and use comments to elaborate.) 
 

Illnesses:  

   Asthma  

   Autoimmune Disorder (Type) _______                   

  Blood Clots 

  Cancer (Type) ___________________ 

  CVA/TIA (stroke) 

  Diabetes      

  Migraine Headaches 

  Osteoporosis 

  Other: ________________________ 

___________________________

___________________________ 
 

Injuries:  

 Back Injury 

 Broken Bones 

 Head Injury 

  Neck Injury 

  Falls 

  Other: ________________________ 

Hospitalizations: (Non-surgical with Date) 

___________________________

___________________________ 
 

Surgeries: (If yes, provide type & surgery date) 
 

           Cancer ________________________       

  Orthopedic 

         Shoulder – R / L ____________ 

   Elbow/Forearm – R / L ____________ 

      Wrist/Hand – R / L ____________ 

          Hip – R / L ____________ 

       Knee – R / L ____________ 

     Ankle/Foot – R / L ____________ 

  Spinal Surgery 

     Neck: _______________________ 

         Back: _______________________ 
 

  Other: ________________________  

___________________________

___________________________

Medical History Comments: 
___________________________

___________________________ 

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________
 

FAMILY HISTORY (Please mark X to all that apply and use comments to elaborate.)                                           
   

          Unknown        Unremarkable  
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Gender F M             

Age at death (if Deceased)                 

Aneurysms                 

CVA (Stroke)                 

Cancer                 

Diabetes                 

Heart Disease                 

Hypertension                 

Other Family History                 
                                    

 

 

 

Family History Comments: 
____________________________________ 

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________ 

 

SOCIAL AND OCCUPATIONAL HISTORY 
 

Marital Status:  Single  Married   Divorced   Other 
 

Children:  None  1   2   3  4  

Other:________________ 
 

Student Status:  Full Student  Part Student  Non-Student 
 

Highest level of Education:   High School  College Grad.  
    

     Post Grad.  Other: ________________________________ 
 

Employed:   No    Yes (Occupation)  ______________________ 
 

Dominant Hand:    Right     Left      Ambidextrous

Smoking/Tobacco Use:  If current smoker, amount = __________ 

     

     Every Day     Some Days    Former    Never 
 

Alcohol Use:    

 

     Every Day     Weekly    Occasionally   Never 
 

Caffeine Use: 
 

       Coffee     Tea    Energy Drinks    Soda   Never 
 

Exercise frequency: 
 

       Daily     3-4xs/week   2-3xs/week    Rarely    Never

Social History Comments: _________________________________________________________________________ 

 
 

I have answered these questions to the best of my knowledge and certify them to be true and correct. 
 

Patient or Guardian Signature ________________________________________________________ Date______________________ 
 

Print Name: (First MI Last) ____________________________________________________________

 


