




PERSONAL HISTORY FORM 
 

1. Do you smoke?      Yes  No How much?   ___________________ 

2. Do you drink alcohol?   Yes  No How much?  ___________________ 

3. Do you do any recreational drugs?     Yes     No How much?   ___________________ 

4. Do you exercise?     Yes   No   How much?  ___________________ 

5. Are you pregnant, or any chance of being pregnant? (Female Only)    Yes     No     How far along? _____________   

Who have you seen as your primary care/medical doctor? 

____________________________________________________________________________________ 

 

Location: _________________________________________Telephone: __________________________ 

 

 

Past Hospitalizations: (list date and reason) 

 ___/___/___/ ___________________________________ 

___/___/___   ___________________________________ 

___/___/___ ____________________________________  

 

Past Surgeries: (list date and reason) 

 ___/___/___   ___________________________________ 

___/___/___   ____________________________________ 

___/___/___   ____________________________________ 

 

Past Fractures: (list date and reason) 

 ___/___/___   ___________________________________________________ 

___/___/___   ____________________________________________________ 

___/___/___   ____________________________________________________ 

 

List any chronic diseases you may have: _______________________________________________ 

________________________________________________________________________________ 

 

Are you currently taking any prescription drugs? [  ] Y   [   ] N 

Please list: 

___________________________________     ___________________________________________ 

___________________________________     ___________________________________________ 

 

Dr. Signature: ___________________________________________   Date: _________________ 

 

Patient Name: _______________________________________ DoB: _________________ Pt. Acct #:_______ 

 




