Medical History (WGT/BHRT) 

NAME (Print):_____________________________________________________________________________________

       
        

(Last)
                    


(First)        

DATE OF BIRTH:______/______/________

SS#:_________________________________



PRIMARY CARE PHYSICIAN:________________________________________________________________________  

CURRENT MEDICATIONS (Name & Dosage)

 NONE
_____________________________         _____________________________         _____________________________ 
  _____________________________         _____________________________         _____________________________ 
   

DRUG ALLERGIES

 NONE
Drug Allergies:












CONDITIONS

 No Previous Medical Conditions

 Abnormal Periods    AIDS/HIV    Anorexia/Bulimia    Anxiety    Arthritis    Asthma    Bipolar Disorder                 Bladder Infections    Cancer    Depression    Diabetes–Type I    Diabetes–Type 2    Fibromyalgia    GERD         Glaucoma    Heart Disease    High Blood Pressure    High Cholesterol    Kidney Problems    Seizures                 Sleep Apnea    Stroke    Thyroid-Hypothyroidism    Thyroid-Hyperthyroidism    Ulcers 

 Other:














PREVIOUS MAJOR SURGERIES

 No Major Surgeries  (











 

FAMILY HISTORY



NO
YES






NO
YES

Cancer

 
   
    -- type(s):______________
Depression 

   
    



High Cholesterol
   
    


Diabetes
 
   
    



Stroke


   
    


Heart Disease
 
   
    



Sudden Death < 40 
   
    

High Blood Pressure
   
    



Other:________________________
WOMEN’S HEALTH HISTORY

Date of Last Menstrual Period: ________________
Menopause:    NO    YES 

Is there any possibility that you are pregnant now?      NO    YES

SOCIAL HISTORY
Do you smoke?  (NO  (YES    # packs per day?



# of years?


Do you drink alcohol?   (NO   (YES
How much and how often?





In the past year have there been any changes in your family?

(Marriage
(Divorce
(Birth

(Serious Illness

(Death

(Other




I certify that to the best of my knowledge that the information listed above is complete, true and accurate.  

*PATIENT’S SIGNATURE:__________________________________________________   DATE:__________________
	MEDICAL USE:
Weight: ________                  BP:________               Waist:________              Height:________           Pulse:________

Hips:__________                  Goal Weight:________             BF%:________            Neck:________              STAFF INITIALS________












