ADULT HEALTH HISTORY

(Please complete in ink)

Today’s Date: MRN: Date of Birth:

Last Name: First : Middle:

Sex: Race:

Marital Status (Please Circle):  Married Single Divorced Partnered Widow/Widower
What is highest level of education attained: Grade School High School College

Occupation:

What is the primary language of your household?

Do you have an Advanced Directive at WMU School of Medicine? Yes

No

Do you have a durable power of attorney for medical care?
Phone:

If Yes, Name:

Yes

No

MEDICAL HISTORY:
List your medical problems:

SURGICAL HISTORY:
List your surgical procedures:

Name of previous physician(s):

Name of primary care physician:

Name of specialty physician(s):

MEDICATIONS:

List all medications you are taking; including vitamins, herbal preparations and over the counter medications.

Name of Medication: Dosage of Medication:

How often you take the medication/what time of day you
take the medication?
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