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NEW CONSUMER HEALTH HISTORY 
NAME:                                               ___  
DOB:  __________ 
 
DATE:___________                         
Insurance: __________________________________________________________________
Check boxes to indicate presence of the following illnesses or conditions:
	Current
	Past
	Illness/Condition
	Treating Physician
	Dates
	Family History ( whom, when)

	
	
	Diabetes
	
	
	

	
	
	Arthritis
	
	
	

	
	
	Asthma
	
	
	

	
	
	Hepatitis
	
	
	

	
	
	Jaundice
	
	
	

	
	
	Ulcers
	
	
	

	
	
	HIV/AIDS
	
	
	

	
	
	Sickle Cell
	
	
	

	
	
	Heart Trouble
	
	
	

	
	
	Tuberculosis
	
	
	

	
	
	Emphysema
	
	
	

	
	
	Glaucoma
	
	
	

	
	
	High Blood Pressure
	
	
	

	
	
	Kidney Disease
	
	
	

	
	
	Pneumonia
	
	
	

	
	
	Epilepsy/Seizures
	
	
	

	
	
	Cancer
	
	
	

	
	
	Rheumatic Fever
	
	
	

	
	
	Sexually Transmitted Diseases
	
	
	


Physician/clinic most often used for medical care:  _______________________________  Date last seen:  _______________
Date of last physical examination/diagnostics/lab work:  ________________________________________________________

History of Head Trauma:    No 
    Yes (specify year/type)  ____________________________________________________

_______________________________________________________________________________________________________     

Recent loss of consciousness:    No      Yes (specify)  _________________________________________________________

____________________________________________________________________________________________________________

Rapid Weight Loss or Gain:   No       Yes (specify)  ___________________________________________________________

____________________________________________________________________________________________________________

Insomnia:   No     Yes (specify)  ____________________________________________________________________________

History of chest pain:   No 
 Yes (specify)  _______________________________________________________________

____________________________________________________________________________________________________________

Current pain:   No     Yes (specify)  __________________________________________________________________________

____________________________________________________________________________________________________________

Rate Pain (1=low, 10=high):  __________________________  
Hospitalizations other than psychiatric:    No 
 Yes (specify year/type)  _________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Past Psychiatric Medication:
	Drug Name
	Dosage
	Month/Yr 1st Prescribed
	Reason for D/C

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Medication Prescribed for Health Conditions/Herbal Remedies/Over the Counter/Vitamins:

	Drug Name
	Dosage
	Condition Being Treated
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