Personal Medical History
Name: _______________________________
Current Medications:
Medication:			Strength:			Directions:			Uses: 
__________________             ______________________      _________________                 _________________
__________________             ______________________      _________________                 _________________
__________________             ______________________      _________________                 _________________
__________________             ______________________      _________________                 _________________
__________________             ______________________      _________________                 _________________
Drug Allergies:                                              Reaction:
____________________________	_________________________________________________________________
____________________________	_________________________________________________________________
____________________________	_________________________________________________________________
Surgical/Hospitalization History:
Date: 				Reason:
______________________         ________________________________________________________________________
______________________         ________________________________________________________________________
______________________         ________________________________________________________________________
Home Life:
Military Affiliation: ________________________
Do you see any other Doctors: _________  If yes, who: _____________________________________________________
Living with: ________________________________________________________________________________________
Marital Status: ______________________________________________________________________________________
Occupation: ________________________________________________________________________________________
[bookmark: _Hlk11217734]Tobacco Use:	Yes ________    No ________ 		How many per day: ___________
							Year Started: _________   Year Quit: _________
Alcohol Use:	Yes ________    No ________    		How Often: ___________ # of Drinks/Type: ________________
Drug Use:	Yes ________    No ________    		Type/Amount/How Often _______________________________
Caffeine:	Yes ________    No________    		How many cups per day: ________ Type: __________________
Exercise:	Yes ________    No ________    		How Often/Type: _____________________________________

[bookmark: _GoBack]When Was Your Last:
 Full Physical: __________   Tetanus Vaccine: __________   Pneumonia Vaccine: __________   Flu Vaccine: ___________
