
 

Family Medical History 

 
It is important to keep an updated and accurate medical history on our patients. We appreciate you taking the 

time to fill out the following information. 

Patient Name: 

_______________________________________________________________________________________________ 
First Name    Last Name    DOB    Doctor at PPG 

 

Family medical history (Check all that apply):   
  
       Mother     Father   Other family member 
                  (Please specify) 
 
Allergies/seasonal/environmental  ________   ________   __________________ 

Anxiety/depression    ________   ________   __________________ 

Cancer *type    ________   ________   __________________ 

Diabetes/hypoglycemia   ________   ________   __________________ 

Gastrointestinal issues   ________   ________   __________________ 

Heart disease    ________   ________   __________________ 

Hypertension    ________   ________   __________________ 

Lung disease (asthma)  ________   ________   __________________ 

Medication Allergy   ________   ________   __________________ 

Neurological/stroke/seizure  ________   ________   __________________ 

Smokers in household   ________   ________   __________________ 

Weight concerns/management  ________   ________   __________________ 

Other: ______________________________________________________________________________ 

Printed Name: ____________________________________________________ 
 
Signature: _______________________________________________________ Date: ______________ 


