
Medical History Form
Patient Information

Full Name

Date of Birth

Gender

Select

Phone Number

Address

Emergency Contact

Name

Phone Number

Relationship

Medical History
Diabetes

Hypertension

Heart Disease

Asthma

Allergies

Other

If other, please specify



Current Medications

List any allergies (medications, food, etc.)

Family Medical History

Any significant family medical history?

Lifestyle

Do you smoke?

Select

Do you drink alcohol?

Select

Do you exercise regularly?

Select

Additional Information

Please provide any additional information relevant to your health
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