



	Medical History Form
	Medical History Form - P2

	Are you taking any medication Yes No If yes please explain: 
	Do you use any tobacco Yes No If yes please explain how often and how long have you been using them: 
	Do you use any controlled substances Yes No If yes please explain what types of substances do you take how often and how long have you been taking them: 
	Do you have any allergies Yes No If yes please explain what you are allergic to and what is the allergic reaction like: 
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	First Name: 
	Last Name: 
	Date of Birth: 
	Gender: 
	Have you had any serious illness not listed above Yes No If yes please explain: 
	Additional Comments: 
	Please list any past surgeries MonthYear Reason HospitalRow1: 
	Please list any past surgeries MonthYear Reason HospitalRow1_2: 
	Please list any past surgeries MonthYear Reason HospitalRow1_3: 
	Please list any past surgeries MonthYear Reason HospitalRow2: 
	Please list any past surgeries MonthYear Reason HospitalRow2_2: 
	Please list any past surgeries MonthYear Reason HospitalRow2_3: 
	Please list any past surgeries MonthYear Reason HospitalRow3: 
	Please list any past surgeries MonthYear Reason HospitalRow3_2: 
	Please list any past surgeries MonthYear Reason HospitalRow3_3: 
	Please list any past surgeries MonthYear Reason HospitalRow4: 
	Please list any past surgeries MonthYear Reason HospitalRow4_2: 
	Please list any past surgeries MonthYear Reason HospitalRow4_3: 
	Please list any past surgeries MonthYear Reason HospitalRow5: 
	Please list any past surgeries MonthYear Reason HospitalRow5_2: 
	Please list any past surgeries MonthYear Reason HospitalRow5_3: 
	Please list any other hospitalization MonthYear Reason HospitalRow1: 
	Please list any other hospitalization MonthYear Reason HospitalRow1_2: 
	Please list any other hospitalization MonthYear Reason HospitalRow1_3: 
	Please list any other hospitalization MonthYear Reason HospitalRow2: 
	Please list any other hospitalization MonthYear Reason HospitalRow2_2: 
	Please list any other hospitalization MonthYear Reason HospitalRow2_3: 
	Please list any other hospitalization MonthYear Reason HospitalRow3: 
	Please list any other hospitalization MonthYear Reason HospitalRow3_2: 
	Please list any other hospitalization MonthYear Reason HospitalRow3_3: 
	Please list any other hospitalization MonthYear Reason HospitalRow4: 
	Please list any other hospitalization MonthYear Reason HospitalRow4_2: 
	Please list any other hospitalization MonthYear Reason HospitalRow4_3: 
	Please list any other hospitalization MonthYear Reason HospitalRow5: 
	Please list any other hospitalization MonthYear Reason HospitalRow5_2: 
	Please list any other hospitalization MonthYear Reason HospitalRow5_3: 
	Parent or Guardian Name If Applicable: 
	Relationship to Patient If Applicable: 
	Date: 
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