




Past Medical History and Social History 

Name: ___________________________________________ Date: ____________________ 

Occupation: ________________________________________________________________ 

Thank you for taking the time to complete and update your past/social history. This information is used solely by your doctor in evaluating your 
health concerns. This is privileged information and is protected by law. Be as accurate as you can. Please give approximate dates in month/year.  

Current Chronic Conditions 
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________ 

Surgeries/Hospitalizations:       Dates: 

_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________ 

Medications: ______________________   _________________________________   _________________________________   
_________________________________  _________________________________   _________________________________   
_________________________________   _________________________________   _________________________________  

Vitamins/Supplements: __________________________________________________________________________ 

Other providers / Specialists / Ongoing Therapies ____________________________________________________________________________ 

Allergies: ______________________________________________________________________________________ 

Family History: Provide information for your natural relatives only. Unnecessary if you’re over 75 

Condition Father Mother Grandparents Siblings Children 
Allergy/Asthma      
Alcohol Abuse      
Arthritis/Gout      
Bleeding Disorder      
Colon Cancer      
Breast Cancer      
Prostate Cancer      
Glaucoma      
Heart Attack under 65      
Diabetes      
High Cholesterol      
Stroke      
Suicide      
Bipolar Disorder      
Depression      
Anxiety      
Thyroid Disease      
Alzheimer’s      
Kidney Disease      
Osteoporosis      
Age      
Age at Death      
Cause of Death      

Family: Are you presently:      Married            Never Married     Divorced  Widowed 

I’ve been in my current status since: ___   How many marriages: ___ How many divorces: ___ 

Who are you currently living with?   Spouse      Friend      Roommate      Family Member     Alone 

How many children do you have? _____    What states do they live in? ___________________ 

Social History: Hobbies/Interests ____________________________   Exercise ________________ 

Habits:      Nicotine: ____ ETOH (Alcohol): _____ Caffeine: _____ Recreational Drugs: _____ 

Do you have an updated Will?   Yes  No Do we have copies of your Advance Directive? Yes No  

Childbirth: Pregnancies___ Miscarriages ___ Abortions ___ Births ___ 


















