
FAMILY HEALTH HISTORY 
The reason for this form is to assist the doctor by providing past health 

history information for their review. 
 

 

Print Name: __________________________ Date: _____/____/_____ 

Condition Self Spouse Son Daughter Mother Father Grandchildren 

Arm Pain        

Arthritis        

Asthma        

Attention Deficit        

Back Trouble        

Bed Wetting        

Cancer        

Carpal Tunnel        

Deceased        

Diabetes        

Digestive Problems        

Disc Problems        

Ear Infections        

Ear/Nose/Throat        

Fibromyalgia        

Headaches        

Heart Trouble        

High Blood Pressure        

Hip Pain        

Immune Disorders        

Leg Pain        

Migraines        

Neck Pain        

Nervousness        

Pinched Nerve        

Currently Pregnant        

Scoliosis        

Seizures        

Shoulder Pain        

Sinus Trouble        

Sports Activities        

TMJ        


