
Patient Name 

Medical History 

Please review this form to ensure that your health information is accurate. You will be able to discuss 
any questions or concerns that you have with your provider during your appointment. 

Medical History 

Check all diseases and conditions that apply. 

DADDorADHD o Developmental or Behavioral Disorders 

o Allergies o Diabetes 

o Anemia o Ear or Hearing Problems 

o Asthma o Eczema, Hives or other skin conditions 

o Bedwetting o Heart Problems 

o Bladder or Kidney Problems o Hospital Admission other than birth 

o Blood Diseases o Muscle, Joint, or Bone Problems 

o Breathing Problems o Reflux/GI 

o Cancer o Seizures/Epilepsy 

o Chicken Pox o Serious Illness or Injuries 

o Congenital Anomalies o Skin Problems 

o Constipation o Thyroid Problems 

o Depression o Vision or Eye Problems 


