
	

 

Date	completed	__________	

Name	_______________________________________	Date	of	Birth	_____________________	

	

Date of last:  Physical Exam _____________ Any Abnormal Results________________ 
Bone Density Test___________Blood Lipids__________Colonoscopy_______________ 
  
What are your immediate concerns today? ________________________________________________________ 
 

_________________________________________________________________________________________________________ 

 

HEALTH	HISTORY:	Place	a	√	if	you	have	or	have	had	any	of	the	following.		Place	an	×	if	anyone	in	your	immediate	family	
(parents,	brothers,	sisters)	has	had.	

You Family Condition You Family Condition You Family Condition 
  heart   diabetes   headaches 

  anemia   bowel problems   uterine problems 

  stroke   anemia   breast problems 

  vascular problems   gallbladder   abnormal pap smear 

  high cholesterol   eye problems   ovarian problems 

  high blood pressure   cancer   pelvic infections 

  other blood problems   depression   allergies 

  thyroid problems   dizziness/numbness   herpes 

  dermatology/skin   joint/bone   neurological problems 

  seizures   liver disease   osteoporosis 

  surgery   eating disorder   fractures 

  lung problems   arthritis   kidney/UTI 

  other   autoimmune disease    
 
Please explain above answers: ____________________________________________________________________________ 
	

______________________________________________________________________________________________________________	

	

Hospitalizations: __________________________________________________________________________________________ 
	

_____________________________________________________________________________________________________________ 

 

 

 

Medical History Form - Male



LIST CURRENT:   Name:_________________________Date of Birth_______	

	

MEDICATIONS SUPPLEMENTS HERBS 
   
   
   
   
   
   
LIFESTYLE 

 

Do you smoke? _________  If so, how many cigarettes/cigars a week ____________________ 
 
Do you consume alcoholic beverages? __________ If so, how many a week_______________ 
 
Any recreational drug use? __________ If so, how frequently? __________________________ 
 
Describe your exercise in a typical week _______________________________________ 
	

____________________________________________________________________________ 
 
Spiritual Practices______________________________________________________________ 
 
Counseling, chiropractic, acupuncture, or other healthcare providers ___________________ 

 

____________________________________________________________________________ 

 

 
 
Please describe 2 days typical food intake.  Include water, alcohol and other beverages: 
 
 
Day 1 
Breakfast                         Lunch  Snacks   Dinner          
      
 
 
 
 
 
 
Day 2 
Breakfast                         Lunch  Snacks   Dinner  
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