
PATIENT MEDICAL HISTORY FORM 
PLEASE PRINT: 
PATIENT NAME:________________________________________________GENDER:      MALE        FEMALE  DOB:____________ 
 

Previous Primary Care Physician: 

Name of Doctor: __________________________________________________________________________________________ 

Address: _________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 

Phone: _______________________________ Fax:_____________________________ 
 

Specialist(s):  

Name of Doctor:_______________________________________________Specialty____________________________________ 

Address: _________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code__________________ 

Phone: _______________________________ Fax:_____________________________ 
 

Name of Doctor: _______________________________________________Specialty___________________________________ 

Address:_________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 

Phone: _______________________________ Fax:_____________________________ 
 

Name of Doctor:_______________________________________________Specialty____________________________________ 

Address: _________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 

Phone: _______________________________ Fax:_____________________________ 
 

Primary Pharmacy:        

Pharmacy Name: __________________________________________________________________________________________ 

Address: _________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 

Phone: _______________________________ Fax:_____________________________ 
 

Secondary Pharmacy: 

Pharmacy Name: __________________________________________________________________________________________ 

Address:_________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 

Phone: _______________________________ Fax:_____________________________ 
 

Primary Insurance:        

Insurance Company: _______________________________________________________________________________________ 

Subscriber's Name:______________________________________________________________DOB_______________________ 

Address: _________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 
 

Secondary Insurance: 

Insurance Company: _______________________________________________________________________________________ 

Subscriber's Name:______________________________________________________________DOB_______________________ 

Address: _________________________________________________________________________________________________ 

City/Town:_______________________________________________State__________________Zip Code___________________ 


