
Health History Update 

NAME   _______________________________________________                      

DATE    _____________________________ 

MEDICAL DOCTORS’ NAME 
______________________________________________________________________ 

Have there been any changes in your health since your last visit?  (For example: any 
heart condition or murmur, pregnancy, allergy, medications or operation?)     YES / NO 

If yes, please explain 
______________________________________________________________________ 

______________________________________________________________________ 

Are you taking any medications, either prescription, non-prescription, supplements or 
vitamins?      YES / NO 

Please list: 
______________________________________________________________________ 

______________________________________________________________________  

______________________________________________________________________ 

Are you allergic to any medications or materials?   YES / NO 

Please list: 
______________________________________________________________________ 

______________________________________________________________________ 

Signature _____________________________________________           

BP _______/________            Pulse _________ 


