
 
 

 
HEALTH HISTORY FORM 

Personal Data 
 
Name: ________________________________________________________________ Date of Birth: _____________________ 
 
Address: _________________________________________________________ Telephone Number: _____________________ 
 
Emergency Contact Name: _____________________________Relationship: ______________ Phone: ____________________ 
 
Health History: 
Check below to indicate whether you have (or had in the past) any of the following: 

Yes No Date Condition: Comments: 
   Anemia (including sickle cell)  
   Asthma  
   Bleeding disorder  
   Blindness (complete or partial)  
   Cancer (including leukemia, Hodgkin’s Disease)  
   Colitis, ulcerative  
   Diabetes  
   Epilepsy or other seizure disorder  
   Hearing loss (complete or partial)  
   Cardiac Pathology  
   High blood pressure  
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PHYSICAL EXAMINATION 

(to be completed by primary provider): 
 
NAME: _________________________________________________________ DOB: ____________________ 
 
ADDRESS: ______________________________________________________ TELEPHONE: _______________ 
 
HEIGHT: ________ WEIGHT: ________ BLOOD PRESSURE: ________ PULSE: _____ RESP: _____ TEMP: _____ 
 
Please indicate any abnormalities in the following and describe findings at right: 

YES NO  YES NO  
  

-0.5 ((-0.5)*'''

 

 


