
Signature: ____________________________________________________________ Date: _________________________ 

 

Delaware Medical Care Associates, LLC  Patients Name: ____________________________________ 
 

Medical History Form    Date of Birth: _____________________________________ 

 

       Sex:          ______Male   or ______Female 

 
 

Primary Care Provider: ________________________________________________________________________ 

 

Drug Allergies/Sensitivities: ___________________________________________________________________ 

 

Emergency Phone #: _______________________ Contact Person/Relationship: __________________________ 

 

(Check) 

YES 
Past/Present Medical History  Past Hospitalizations/ Surgeries Date  

 High Blood Pressure    

 Diabetes    

 Cancer  type_________________    

 Heart Disease    

 Asthma    

 Bronchitis    

 Pneumonia    

 TB  
Medication List 

Date 

Started 

 Hay Fever    

 Head or Neck Radiation    

 Anxiety    

 Anemia    

     

     

     

     

     

     

 

Family History of 
Y   N                                Family Member 

   Cancer (Type)      ______________ 

   Hypertension        ______________ 

   Heart Disease       ______________         

   Diabetes               ______________ 

   Stroke                   ______________ 

   Anxiety                ______________ 

   Depression           ______________ 

   Alcohol/ Drug Use  ____________                     

   Tobacco Usage  ______________        

   Glaucoma            ______________ 

   Bleeding Disease_______________           

___________________________________ 

Mother         Alive, Age  ___  

                      Deceased, Age ____  

 

Father         Alive, Age  __ _ 

                     Deceased, Age ____  

Immunization History 

 

Flu Immunization                Y   N    

          

        If yes, date______________                      

  

Pneumovax Immunization  Y   N    

 

       If yes, date______________                      
 

 

Social History 
 

 Married        Single     

 

Race/ Ethnicity 
 American Indian/ Alaskan 

 Hawaiian/Pacific Island 

 Black/ African American  

 White      Hispanic 

 Other Race   

Occupation: ______________________ 

Advance Directive?    Yes    No 

If Yes, Date: _________________ 

 

 Alcohol/ Drug Use     Yes    No 

 Tobacco Usage           Yes    No 

     If yes, _____YRS     PPD _____ 

 


