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Medical History 
 
 
PERSONAL 
 
Complete name_________________________________ Birthdate___________ Birthmarks/Scars__________________ 
 
Height_________ Weight __________Eye color __________ Hair color __________ 
 
MEDICATIONS 
 

Name Dosage Frequency Physician 
    
    
    
    
    
    
    

 
Medical Condition Treatment Physician 

   
   
   
   
   
   
   

 
*Include all conditions even those medicated with over the counter medications  
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SURGERIES 

Surgery Date Physician 
   
   
   
   
   
   

 
ALLERGIES to foods, medications, insect bites, etc. 
 
 
VACCINATIONS and IMMUNIZATIONS    Date 
  
  
  
  
  
  

 
 
FAMILY HISTORY include parents, siblings, children and grandparents. If more than one family member has suffered 
include the names of all affected. 

Illness/Disease Relationship Date/Notes 
   
   
   
   
   


