
Medical History Task Includes: 

Vocabulary

Personal Profile

Medical History Forms

Completed Medical History Form and Questions

Vocabulary:

birthdate

hospital

smoke

drink

alcohol

take

allergic

primary care

doctor

physician

operation

physical examination

insurance

emergency

medication

illnesses

signature

This is John Peters. He is at the hospital for an asthma attack.

[image: image1.wmf]
John’s address is 678 Pine Street, Pittsburg, California, 94565. 

John Peters’ birthdate is July 22, 1978. 
John does not smoke. John does not drink alcohol. He drinks cola and coffee.

He takes one vitamin every day.

He is allergic to eggs.

The name of John’s primary care doctor is Tom Daniel.
.

The address of Dr. Daniel’s office is 1245 Maple Drive in Pittsburg.

Dr. Daniel’s telephone number is 925-555-5555.

John had one operation in the past. He had an appendix operation in 2002 at Pittsburg City Hospital. The name of the doctor was Dr. Matthew Cummings.
In the past, he had asthma, mumps and last year he had chickenpox.

John had a physical examination January 12, 2013.
John has medical insurance. The name of the company is HealthSmart. The group number is 9781234.
In case of an emergency, the hospital should call his wife, Sally Peters. Her telephone number is 925-555-1234.

Please complete the Medical History Form for John Peters.
MEDICAL HISTORY FORM

Name ______________________________  Birthdate _________________ Date_____________
Circle Yes or NO.

Do you smoke? 

Yes  No
Do you drink alcohol?  
Yes  No 

Do you drink cola/coffee?  
Yes  No

List any allergies:

List the medications you take regularly:

______________________________________________________________________________________
Primary Care Physician:    
Name: _________________________________________________________________

Address and City:  ____________________________________________________

Phone: _________________________________________________________________

Please circle any illnesses you had in the past.
Asthma



Ear Infections



Liver Disease
Cancer




Heart Attack



Measles
Chickenpox



High Blood Pressure


Mumps
Diabetes



Influenza



Whooping Cough
Date of last physical examination: 
___________________
List All Operations:

Operation

 
         Year 

Hospital

Doctor

 __________________________     ______  _________________________    _______________________

__________________________     ______  _________________________    _______________________
___________________________________________             ________________________
Signature






Date

MEDICAL HISTORY
Patient’s Name _____________________________________ Today’s Date____________

Address _______________________ City, State Zip  ______________________________
Telephone (____) ___________ Age _____ Sex ______

Insurance____Yes_____No 
Name of Insurance Company_____________________

MEDICATIONS—Please list the name: 

1. ________________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________
ALLERGIES: _______________________________________________________________ 

OPERATIONS



YEAR

DOCTOR
HOSPITAL 

1. ________________________        ____________     ____________    _________________
2.________________________        ____________     ____________    _________________
3. ________________________        ____________     ____________    _________________

4. ________________________        ____________     ____________    _________________ 
Past Illnesses? 

Asthma ___Yes ___No

Diabetes ___Yes ___No
Seizures ___Yes ___No 

Heart attack ___Yes ___No
Strokes ___Yes ___No  
High blood pressure ___Yes ___No Tuberculosis ___Yes ___No 
Pneumonia ___Yes ___No 
Thyroid disorder ___Yes ___No 

Cancer ___Yes ___No 

Chickenpox___Yes ___No
Measles_____Yes_____No
In Case of Emergency:

Name_________________________________ Telephone Number ____________________

___________________________________________             ________________________
Signature






Date

Read the medical history form and answer the questions.

MEDICAL HISTORY FORM (Completed)
Name                 John Peters           Birthdate        July 22, 1978         Date    March 18, 2013        
Circle Yes or NO.


Do you smoke? 

Yes  No


Do you drink alcohol?  
Yes  No 


Do you drink cola/coffee?  
Yes  No

List any allergies:

eggs
List the medications you take regularly:

              Vitamins










  
Primary Care Physician:    

Name: Tom Daniel










 
Address and City:  1245 Maple Drive, Pittsburg







Phone: 925-555-5555











Please circle any illnesses you had in the past.

Asthma



Ear Infections



Liver Disease
Cancer




Heart Attack



Measles


Chickenpox



High Blood Pressure


Mumps

Diabetes



Influenza



Whooping Cough

Date of last physical examination: 
January 12, 2013



List All Operations:

Operation

 
         Year 

Hospital

Doctor

 Appendix


        2002  
Pittsburg City Hospital    Matthew Cummings
__________________________     ______  _________________________    _______________________
 
John Peters

            


         March 18, 2013


Signature






Date
Medical History Form Questions

1. What is John’s birthdate?

2. Does he smoke or drink alcohol?
3. What is he allergic to?
4. What is the name and telephone number of his primary care doctor?

5. What illnesses did he have in the past?

6. Does he have insurance?

