
 
Medical and Surgical History Form 

Please complete this form to assist in your conversation with the study investigator during your visit.  
 

Name: _________________________________________________ Date: _________________ 
 

Medications 
Please list all medications you are currently taking.  

Include prescriptions, over the counter medications and supplements. 
Medication Name Frequency Dose Purpose 

    

    

    

    

    

    

    

 
Medical History 

List all current medical conditions and any significant past medical conditions. 
 

 

 

 

 

 

 



 
Surgical History 

Please list all past surgeries. 
 

 

 

 

 

 

 

 
Allergies 

Please list any allergies and reactions. 
Allergy Reaction 

  

  

  

  

 
 
My current Primary Care Physician is: ______________________________________________ 
 
Located at: ____________________________________________________________________ 
 
______________________________________________________________________________ 
 
Phone #: ______________________________________________________________________ 
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