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Medical History Form

Patient Information

MRN:__________________________________________
Name:_________________________________________
Primary Care Physician:___________________________
 Preferred Pharmacy:_____________________________

 Date of Birth:_________________________________________  
 Referring Physician:____________________________________
Pharmacy Phone:______________________________________

Reason for Visit

 Please describe the main reason for your visit. 

ason for 
Personal Cancer History

Date Diagnosed:_____________________________________________Cancer Type:____________________________  
Stage if known:__________________________ 
 Treatments Received, check all that apply 

☐ None ☐ Surgery
☐ Chemotherapy 

☐ Radiation
☐ Immunotherapy / Targeted Therapy 

Details, type and dates 

Current Symptoms
Pain Scale 
☐ 0 None     ☐ 1 Mild     ☐ 2 Moderate     ☐ 3 Severe     ☐ 4 Worst Pain 

Location 
When did it start?: 

What makes it better or worse 

Other Symptoms, check all that apply 
☐Weight loss
☐ Nausea / Vomiting
☐ Pain, other 

☐ Fatigue
☐ Loss of appetite
☐ Shortness of breath
☐ Other 

Medical History
☐ Cancer
☐ Heart Disease
☐ Lung Disease
☐ Thyroid Disorder
☐ Arthritis
☐ Tuberculosis 

☐ Diabetes
☐ High Blood Pressure
☐ Kidney Disease
☐ Asthma
☐ High Cholesterol
☐ Other 



Surgeries & Hospitalizations
Reason Month / Year Surgery 

You may attach a list or bring medication bottles. 

Allergies
Substance Reaction 

For Women Only
Are you currently menstruating?   ☐ Yes     ☐ No If yes, when did your last menstrual period begin 

If you are currently post menopausal, give approximate date:________________________________________________________________________ 
Number of children born alive:_______________________               Number of Miscarriages:_____________________________________________

Are you on hormone replacement therapy?   ☐ Yes     ☐ No Do 

you have abnormal vaginal bleeding?   ☐ Yes     ☐ No 

Fertility: If you are of reproductive age, generally females age 18 to 40 and males age 18 to 50, do you desire to address fertility regarding your 
diagnosis and treatment options?   ☐ Yes     ☐ No 

Family History
Any family history of cancer?   ☐ No     ☐ Yes 

If yes, please explain 

Social History

Marital Status:   ☐ Single     ☐ Married     ☐ Divorced     ☐ Widowed 

Occupation: _________________________________ 

Tobacco Use:   ☐ Never     ☐ Former     ☐ Current 

Packs per day: ___________________ Years: ______________ 

Alcohol Use:   ☐ None     ☐ Occasional     ☐ Moderate     ☐ Heavy 

Substance Use Concerns:   ☐ No     ☐ Yes 

When was your last Flu vaccination? _________________________________




































