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Last Name   First Name 

Medical History Form Continued 

         
         

         

       
  

 
 

 

 

 

 
 

 
 

Personal/Biological Family Medical History 
Do you or a member of your immediate family have/had any of the following? (Immediate family: father, mother, brothers, sisters) 

Respond to every item.  For items marked “Y” make comments below. 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

 

 

   YOU       FAMILY      RELATIONSHIP             YOU      FAMILY      RELATIONSHIP 
Have you had? Yes   No Yes   No     Have you had? Yes    No     Yes    No 

 

Anemia                         ______________________  High Blood Pressure                         ________________________ 

Anxiety                            ______________________  Heart Murmur                         ________________________ 

Asthma                       _______________________  Hemophilia                          ________________________ 

Back Problems                      _______________________  Hepatitis                          ________________________ 

Blood Disorder                          _______________________     Hernia                          ________________________ 

Cancer                       _______________________  HIV/AIDS                          ________________________ 

Chronic Fatigue                      _______________________  Joint Problems                         ________________________ 

Depression                       _______________________  Kidney Disease                         ________________________ 

Diabetes                       _______________________  Learning Disability                         ________________________ 

Ear, Nose, Throat Probs.                      _______________________  Mental Health Disorder                         ________________________ 

Eating Disorder                      _______________________  Mononucleosis                         ________________________ 

Eye Disease                       _______________________  Rheumatic Fever                         ________________________ 

Gall Bladder Disease                      _______________________  Seizure Disorder                         _______________________ 

Gastrointestinal Disease                       _______________________  Sickle Cell Trait                         _______________________ 

Genetic Disorder                      _______________________  Stomach Probs.                         _______________________ 

Handicaps                       _______________________  Substance Abuse                            _______________________  

Hay Fever/Environment/                      _______________________  Surgery(describe below).                         _______________________     

 Allergies       Tuberculosis                         _______________________ 

Headache/Migraine                      _______________________  Urinary Tract Infection                         _______________________ 

      

Head Injury/Concussion                      _____________________   Sexually Transmitted                          _______________________ 

         Disease 

Heart Disease                                        ______________________  Do You Smoke?                              

Menstrual Irregularity               Female/Age of Menstruation_________  Do You Use Alcohol?          

    

Do You Use Drugs?             

 

Comment on all positive answers, include dates, below: 

 

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

            

              

 Age State of Health Occupation Age at Death Cause of Death 

Father      

Mother      

Sibling      

Sibling      

Sibling      

Sibling      

Sibling      

 


