
Date form last updated: _____/______/______ 

Medical History Form
Please attach most recent immunizations

First Name: ________________________________  Last Name:_ __________________________________

DOB: ________/ ________/ ________                     Sex (circle one):           Male               Female

Primary Care Provider (or most recent provider):_______________________________________________ 	

Pharmacy (Name/Address/Phone): _ _________________________________________________________ 	
_________________________________________________________________________________________ 	

Allergies: ___________________________________________________________    (o No known allergies)

Reason for today’s visit/current concerns:_____________________________________________________
_________________________________________________________________________________________

 Problem List/Medical History (List most recent first) 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

 Surgical History                                                                                                          (o No surgeries)_

_________________________________________________________________________________________            	

_________________________________________________________________________________________ 		

_________________________________________________________________________________________ 	

_________________________________________________________________________________________

 Current Medication List

Date updated: ________/ ________/ ________ 

Medication Dose Frequency Directions

American Academy of Pediatrics
INCORPORATED IN KANSAS

kansasaap.org
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