MEDICAL HISTORY CHECKLIST
Date completed:  ___________________
     Date of last physical: ____________
Client: ________________________________           DOB:_______________
PRESENT MEDICATIONS: _______________________    PRESCRIBED BY_______________ 

                                                  _______________________  

                  _______________


                                                  _______________________  

                  _______________


                                                  _______________________  

                  _______________

PAST MEDICATIONS         _____________________     SIDE EFFECTS_____________________            




      _____________________

           _____________________


                                             _____________________

           _____________________


FAMILY HISTORY OF MEDICATIONS _________________________________________________

PRIMARY CARE DOCTOR _________________________  SPECIALISTS____________________
                              ADDRESS _________________________         ADDRESS____________________
                               PHONE  # _________________________         PHONE  # ____________________
Do you have concerns or have you had concerns with any of the following?
   Yes    No
 

   ___
___
VISION



   If yes do you wear glasses?  ________________________________________ 
   ___
___
HEARING               
          ________________________________________
   ___
___
NOISE SENSITIVITIES            ________________________________________           

   ___     ___
SPEECH  
                               Are you receiving or have you ever received speech therapy?__________
   ___
___
TACTILE SENSITIVITIES​​​​​​​​​​​​​​​        ________________________________________


   ___
___
BIRTH TRAUMA
           ________________________________________
   ___
___  
HEADACHES
                        ________________________________________
   ___
___
CHRONIC THROAT INFECTIONS _____________________________________
   ___     ___         CHRONIC EAR INFECTIONS        _____________________________________
   ___     ___         CHRONIC RESPIRATORY INFECTIONS  ______________________________
   ___
___   
ASTHMA
     
            ________________________________________     

   ___
___
ALLERGIES (SPECIFY)               ________________________________________
   ___
___
HEART TROUBLE                    ________________________________________                    

   ___
___        HEART MURMER
            ________________________________________
   ___
___
CHEST PAINS
                         ________________________________________
   ___     ___
LOW BLOOD PRESSURE        ________________________________________
   ___     ___
HIGH BLOOD PRESSURE       ________________________________________
   ___
___
STOMACH PROBLEMS           ________________________________________
   ___     ___
ESOPHAGEAL REFLUX          ________________________________________
   ___     ___
HERNIA

            ________________________________________
   ___
___
EATING DISTURBANCE          ________________________________________
 ___   ___
INTENSTINAL PROBLEMS      ________________________________________
 ___   ___
ENCOPRESIS                            ________________________________________      

 ___   ___
ENURESIS 

             ________________________________________   

 ___   ___            KIDNEY/BLADDER PROBLEMS _______________________________________
 ___   ___
BONE INJURIES
             ________________________________________
 ___   ___
HEAD INJURY
                          ________________________________________
 ___   ___
SEIZURE DISORDER                ________________________________________
 ___   ___
LYME DISEASE                        ________________________________________   
 ___   ___
LEAD POISONING                    ________________________________________           
 ___   ___
AGE OF MENSTRUAL ONSET ________________________________________         
 ___   ___
MENSTRUAL DIFFICULTIES    ________________________________________    

 ___   ___
PREGNANCY                             ________________________________________
 ___   ___
SEXUAL INFECTIONS               ________________________________________
 ___   ___
HEREDITARY DISEASES
________________________________________
 ___   ___
SMOKE CIGARETTES (SPECIFY) ________________________________________       

 ___   ___
ALCOHOL USE            (SPECIFY) ________________________________________
 ___   ___
SUBSTANCE USE        (SPECIFY) ________________________________________ 
 ___   ___             CAFFEINE USE            (SPECIFY) _____________________________________________
 ___    ___            OTHER HEALTH CONCERNS:  _________________________________________
IMMUNIZATIONS UP-TO DATE                                       YES   ____     NO ____
SURGERY                                                                         YES   ____      NO ____
                    If yes please indicate where, when and why ____________________________________
MEDICAL HOSPITALIZATIONS                                       YES   ____      NO ____

     If yes please indicate where, when and why_____________________________________  

                    ____________________________________________________________________________
PSYCHIATRIC HOSPITALIZAITONS                               YES  ____      NO ____
    
     If yes please indicate where and when   ________________________________________  

      ____________________________________________________________________________
                    ____________________________________________________________________________
 (FOR STAFF)

______  No Referral:    ______  Last physical exam within two years


           ______   Other (Explain) __________________
_____ Referral for Physical  Exam  

_____   Reviewed by: ___________________________ _____            Date: ______________________
Recommendations (if any): ____________________________________________________________
