First Name Last Name’s Medical History
Last updated: month/year
Date of Birth
Phone number

	Age:
	(Optional) Sex/Gender:
	(Optional) Marital status:



(Optional) Occupation:
Prior level of functioning:
Current level of functioning: 
(If room on page) Health/wellness goals: 

	ICE Mom
	Name
	Phone Number(s)

	ICE Spouse
	Name
	Phone Number(s)

	ICE Child
	Name
	Phone Number(s)

	ICE Friend
	Name
	Phone Number(s)



Pharmacy:
	Name:
	Address:
	Phone:
	Fax:



Treating doctors:
	Doctor Full Name
	Specialty
	Phone Number
	Fax Number
	Seeing me For

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


*
Diagnoses: 
	Diagnosis
	When Diagnosed
	Who/Where Diagnosed

	
	
	

	
	
	

	
	
	

	
	
	


Currently investigating: diagnosis name, who/where is investigating





Medical History:
	Surgery/Procedure
	Date
	Who Performed
	Results/Complications

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Major Injuries/Accidents/Hospitalizations
	Incident
	Date
	Notes/Complications

	Major Injury
	
	

	Accident
	
	

	Recent/Major Hospitalization
	
	

	Major Medical Event
	
	



Medication list:
	Name
	Dose
	Frequency
	Reason for taking

	
	
	
	

	
	
	
	

	
	
	
	



Allergies/Intolerances/Contraindications/Precautions:
	Food/Environmental/Contact Allergy
	Reaction/Symptoms

	Intolerance
	Reaction/Symptoms

	MRI Precautions
	

	Intubation Precautions
	

	Sedation Precautions
	




To make your own medical history to to File → Make a Copy

* Medical History should be no more than one page front/back.  You may have to play with formatting to achieve this or narrow down what you include.  You can tailor different versions for different types of doctors.
**If something is not current, but is relevant (such as a medication you have temporarily stopped, or a doctor who you saw but moved out of state), you can add it and then cross it out like this.
***To see an example of this template in use, click here.  
