










Patient Health History Form

Patient Label:

Height: ____________   Weight: _____________ 
Office Use: BP:___________  HR:____________

 Phone: (425) 823 - 4000     Fax: (425) 821 - 3550

Male:a    Female:a    (Pregnant: No  a     Yes a     Unsure a) 

Referring Physician: __________________________________________________________________________________ 
Primary Care Physician: _______________________________________________________________________________ 
What are you being seen for today? ______________________________________________________________________ 

MEDICATIONS 
Please list ALL medications and doses that you are CURRENTLY taking (this includes birth control pills, 
hormones, IUDs, vitamins and herbal supplements):

Medication Dose/ Strength # Pills per Day Reason

�� ___________________________ __________________ _________________ _____________________

�� ___________________________ __________________ _________________ _____________________

�� ___________________________ __________________ _________________ _____________________

�� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

��� BBBBBBBBBBBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBB

ALLERGIES

a  I have no allergies to medication.

Medication Reaction Medication Reaction

1) _____________________ _______________________

2) _____________________ _______________________

3) _____________________ _______________________

4) _____________________ _______________________

5) _____________________ _______________________

6) _____________________ _______________________

Latex allergy?  a No     a Yes

Food allergy?  a No     a Yes, type____________________

Please list below any pain medications you do not tolerate.

________________________________________________

Have you ever had KLVWRU\ RI DQHPLD RU blood GLVRUGHU?  a No  a Yes, H[SODLQ__________________________ 
Have you or any relatives had problems with anesthesia?  a  No     a  Yes, explain ______________________ 
+ave you ever had an EKG?  a  No    a  Yes, when/ where? ________________________________________ 
Do you get shortness of breath when climbing more than 2 flights of stairs?  a No     a Yes 
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PAST SURGICAL HISTORY
Please list the surgical procedures you have undergone:

Date of Surgery Type of Surgery Describe the Recovery
�� BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB   BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

PAST MEDICAL HISTORY 
Explain Explain

a $QHPLD a .LGQH\� EODGGHU LQIHFWLRQV

a $UWKULWLV �³ZHDU DQG WHDU´� a .LGQH\ VWRQHV

a $VWKPD a .LGQH\ SUREOHPV� RWKHU

a /LYHU SUREOHPVa %OHHGLQJ SUREOHPV

a /XSXVa %ORRG FORWV

a 056$a &DQFHU

a 2VWHRSRURVLV RU RVWHRSHQLDa &23'� (PSK\VHPD

a 3URVWDWH SUREOHPVa 'HSUHVVLRQ

a 'LDEHWHV a 3V\FKLDWULF SUREOHPV

a 'UXJ RU DOFRKRO SUREOHPV a 5KHXPDWRLG DUWKULWLV

a *(5' � UHIOX[ a 6FROLRVLV

a 6HL]XUHVa *RXW

a 6WURNHa +HDULQJ SUREOHPV

a 7K\URLG SUREOHPVa +HDUW DWWDFN

a 7XEHUFXORVLVa +HDUW GLVHDVH

a 8OFHUDWLYH FROLWLV� &URKQ¶Va +HSDWLWLV

a 8OFHUVa +LJK EORRG SUHVVXUH

a 2WKHU�

Patient Label:

a +,9 SRVLWLYH� $,'6
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FAMILY HISTORY: Please check any conditions associated with your immediate family members

SOCIAL HISTORY
Do you use tobacco products? Current situation?

a <HV� , VPRNHBBBBBSDFNV SHU GD\ a 0DUULHG a 'LYRUFHG

a <HV� , FXUUHQWO\ FKHZ WREDFFR� VQXII a 6LQJOH a :LGRZHG

a 1R� , TXLW VPRNLQJ� FKHZLQJ BBBBB\HDUVBBBBBPRQWKV DJR a 6HSDUDWHG

a 1R� , KDYH QHYHU XVHG WREDFFR SURGXFWV a /Lving with significant other

Do you consume alcoholic beverages (e.g., beer, wine, liquor)? Do you have children?

a 1R     a <HV� W\SH� BBBBBBBBBBBBBDPRXQW� ZHHN� BBBBBBBBB a 1R     a <HV� KRZ PDQ\" BBBBBBBBBBBBBBBBBBBBBB

Do you use illicit drugs?  a 1R     a <HV� W\SH� BBBBBBBBBBBBB

Do you live:  a DORQH     a ZLWK VSRXVH� IDPLO\� DQG� RU IULHQG�V�     a DVVLVWHG OLYLQJ

Have you had a recent change in a significant relationship in the last year or other stress?  a 1R     a <HV
If yes, please explain: ___BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

WORK HISTORY
What is your occupation or previous one if currently not working?BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Briefly describe your job:BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Name of employer:BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB Last date worked:BBBBBBBBBBBBBBBBB

Please mark ONE statement that best describes your current employment situation:

a FXUUHQWO\ ZRUNLQJ a VWXGHQW a GLVDEOHG� UHWLUHG IURP D KHDOWK SUREOHP �127 IURP DQ

a RQ SDLG OHDYH a KRPHPDNHU      RUWKRSHGLF RU VSLQH SUREOHP�

a RQ XQSDLG OHDYH a GLVDEOHG� UHWLUHG IURP DQ RUWKRSHGLF a UHWLUHG �QRW GXH WR KHDOWK�

a XQHPSOR\HG      DQG�RU VSLQH SUREOHP a RWKHU� SOHDVH VSHFLI\BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Patient Label:
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REVIEW OF SYSTEMS
Please mark the circle next to ANY symptoms you have experienced in the past 6 months:

Constitution Eyes Gastrointestinal Other

a )HYHU a %OXUUHG 9LVLRQ a +HDUWEXUQ a (DV\ %UXLVH�%OHHG

a &KLOOV a 'RXEOH 9LVLRQ a 1DXVHD a (QYLURQPHQWDO $OOHUJLHV

a :HLJKW /RVV a 6HQVLWLYLW\ WR /LJKW a 9RPLWLQJ a 2WKHU BBBBBBBBBBBBBBBBBB

a 0DODLVH�)DWLJXH a (\H 3DLQ a $EGRPLQDO 3DLQ

a 6ZHDWLQJ a (\H 'LVFKDUJH a 'LDUUKHD Neurological

a :HDNQHVV a (\H 5HGQHVV a &RQVWLSDWLRQ a 'L]]LQHVV

a 2WKHU BBBBBBBBBBBBBBBB a 2WKHU BBBBBBBBBBBBBBBBBB a +HDGDFKHV

Skin Cardiovascular a 2WKHU BBBBBBBBBBBBBBBBBBBBB

a 5DVK a &KHVW 3DLQ a 6HQVRU\ &KDQJH

a ,WFKLQJ a 3DOSLWDWLRQV *eQitouriQar\ a 6SHHFK &KDQJH

a 2WKHU BBBBBBBBBBBBBBBB a 6KRUWQHVV RI %UHDWK a 3DLQIXO 8ULQDWLRQ a )RFDO :HDNQHVV

a /HJ &UDPSV a 8UJHQF\ RI 8ULQDWLRQ a 6HL]XUHV

a )UHTXHQF\ RI 8ULQDWLRQ

a %ORRG LQ 8ULQH

a 2WKHU BBBBBBBBBBBBBBBBBB a )ODQN 3DLQ

HENT

0eQtal�+ealth

a (DU 'LVFKDUJH

Musculoskeletal
a 'HSUHVVLRQ

a 1RVHEOHHGV a 6XLFLGDO ,GHDV

5eVSirator\

a 0XVFOH 3DLQ a 6XEVWDQFH $EXVH

a 6SXWXP 3URGXFWLRQ a 1HFN 3DLQ a +DOOXFLQDWLRQV 

a 6WULGRU a 6KRUWQHVV RI %UHDWK a %DFN 3DLQ

a 6RUH 7KURDW a :KHH]LQJ a -RLQW 3DLQ

a ([FHVVLYH 7KLUVW a 2WKHU BBBBBBBBBBBBBBBBBB a )DOOV

a 2WKHU BBBBBBBBBBBBBBBB a 2WKHU BBBBBBBBBBBBBBBBBBBBB

a I have not had ANY of the above symptoms in the last 6 months.

SIGNATURE

3DWLHQW¶V VLJQDWXUH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH� BBBBBBBBBBBBBBB

3OHDVH SULQW QDPH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3K\VLFLDQ¶V VLJQDWXUH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH� BBBBBBBBBBBBBBB

3OHDVH SULQW QDPH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Patient Label:

a +HDULQJ /RVV

a 5LQJLQJ LQ (DUV

a (DU 3DLQ

a &RQJHVWLRQ

a 6LQXV 3DLQ

a /HJ 6ZHOOLQJ

a 6OHHS $SQHD

a &RXJKV

a &RXJKLQJ XS %ORRG

a %ORRG LQ 6WRRO

a 0HOHQD

a 2WKHU BBBBBBBBBBBBBBBBBBBBB

a 7LQJOLQJ

a 7UHPRU

a /RVV RI &RQVFLRXVQHVV

a 2WKHU BBBBBBBBBBBBBBBBBB

a 1HUYRXV�$Q[LRXV

a ,QVRPQLD

a 0HPRU\ /RVV

a 2WKHU BBBBBBBBBBBBBBBBBBB


	Group1: Off
	Group2: Off
	Group3: Off
	Group4: Off
	Group5: Off
	Group6: Off
	Group7: Off
	8: Off
	9: Off
	1: Off
	2: Off
	4: Off
	3: Off
	5: Off
	13: Off
	12: Off
	11: Off
	6: Off
	7: Off
	31: Off
	30: Off
	29: Off
	28: Off
	27: Off
	26: Off
	25: Off
	24: Off
	23: Off
	22: Off
	37: Off
	36: Off
	35: Off
	34: Off
	33: Off
	32: Off
	39: Off
	38: Off
	20: Off
	19: Off
	17: Off
	18: Off
	16: Off
	15: Off
	14: Off
	21: Off
	C1: Off
	c2: Off
	c3: Off
	c4: Off
	c7: Off
	c6: Off
	c5: Off
	c9: Off
	c10: Off
	c11: Off
	c12: Off
	c13: Off
	c14: Off
	c15: Off
	c16: Off
	c17: Off
	c18: Off
	c19: Off
	c22: Off
	c21: Off
	c20: Off
	c23: Off
	c24: Off
	c25: Off
	c26: Off
	c27: Off
	c28: Off
	c29: Off
	c30: Off
	c31: Off
	c32: Off
	c33: Off
	c36: Off
	c35: Off
	c34: Off
	c37: Off
	c38: Off
	c39: Off
	c40: Off
	c41: Off
	c42: Off
	c43: Off
	c44: Off
	c45: Off
	c46: Off
	c47: Off
	c50: Off
	c49: Off
	c48: Off
	c51: Off
	c52: Off
	c53: Off
	c54: Off
	c55: Off
	c56: Off
	c57: Off
	c58: Off
	c59: Off
	c60: Off
	c61: Off
	c62: Off
	c63: Off
	c64: Off
	c65: Off
	c66: Off
	c67: Off
	c68: Off
	c71: Off
	c70: Off
	c69: Off
	c72: Off
	c73: Off
	c74: Off
	c75: Off
	c76: Off
	c77: Off
	c78: Off
	c79: Off
	c80: Off
	c81: Off
	c82: Off
	c85: Off
	c84: Off
	c83: Off
	c86: Off
	c87: Off
	c88: Off
	c89: Off
	c90: Off
	c91: Off
	c92: Off
	c93: Off
	c94: Off
	c95: Off
	c96: Off
	c99: Off
	c98: Off
	c97: Off
	c100: Off
	c101: Off
	c102: Off
	c103: Off
	c104: Off
	c105: Off
	c106: Off
	c107: Off
	c108: Off
	c109: Off
	c110: Off
	c113: Off
	c112: Off
	c111: Off
	c114: Off
	c115: Off
	c116: Off
	c117: Off
	c118: Off
	c119: Off
	c120: Off
	c121: Off
	c122: Off
	c123: Off
	c124: Off
	c125: Off
	c126: Off
	c127: Off
	d10: Off
	d11: Off
	d12: Off
	d13: Off
	d14: Off
	d15: Off
	d16: Off
	d17: Off
	Check Box500: Off
	Check Box501: Off
	Check Box503: Off
	504: Off
	505: Off
	506: Off
	507: Off
	508: Off
	509: Off
	510: Off
	514: Off
	515: Off
	516: Off
	517: Off
	518: Off
	519: Off
	520: Off
	521: Off
	522: Off
	523: Off
	524: Off
	525: Off
	526: Off
	527: Off
	528: Off
	529: Off
	530: Off
	531: Off
	532: Off
	533: Off
	534: Off
	535: Off
	536: Off
	537: Off
	538: Off
	539: Off
	540: Off
	541: Off
	542: Off
	543: Off
	544: Off
	545: Off
	546: Off
	547: Off
	548: Off
	549: Off
	550: Off
	551: Off
	552: Off
	553: Off
	554: Off
	555: Off
	600: Off
	601: Off
	602: Off
	603: Off
	604: Off
	605: Off
	606: Off
	607: Off
	608: Off
	609: Off
	610: Off
	611: Off
	612: Off
	613: Off
	614: Off
	615: Off
	616: Off
	617: Off
	618: Off
	619: Off
	620: Off
	621: Off
	622: Off
	623: Off
	624: Off
	625: Off
	626: Off
	627: Off
	628: Off
	629: Off
	f1: Off


