
 
Important Medical History 

 
 
Name:  ______________________________________  Birth Date:  _______________ 
 
ALLERGIES: (Include name of medication or food allergy and its allergic reaction) 
 
 
 
MEDICAL HISTORY:   

 
DIAGNOSIS 

DATE 
DIAGNOSED 

 
PHYSICIAN 

 
STATUS 

    
    
    
    
    
    
 
 
SURGICAL HISTORY: 
 

 
PROCEDURE 

DATE 
DIAGNOSED 

 
PHYSICIAN 

 
STATUS 

    
    
    
    
    
    
 


