
 
 

  
 
 
 
 
 
Health Information - Page 1  Today’s Date: ______________________ 

Patient Name: ________________________________________  DOB: ___________________ 

Welcome to Medical Associates of Central Florida. Please complete Page 1 and 2.  

Heart Disease Yes No If yes, explain: 

Lung Disease Yes No If yes, explain: 

Kidney Disease Yes No If yes, explain: 

Bowel Problems Yes No If yes, explain: 

Urine Problems Yes No If yes, explain: 

Weight Loss Yes No If yes, explain: 

Bleeding Problems Yes No If yes, explain: 

Sexual Problems Yes No If yes, explain: 

Cancer Anywhere Yes No If yes, explain: 

High Blood Pressure Yes No If yes, for how long?: 

Diabetes Yes No If yes, for how long?: 

High Cholesterol Yes No If yes, for how long?: 

Anxiety/Depression Yes No If yes, for how long?: 

Thyroid Problems Yes No If yes, for how long?: 

Tobacco Yes No If yes, for how long?: 

Alcohol Yes No If yes, for how long?: 

 



  
Health Information - Page 2      Patient Name: ______________________  DOB: ____________ 
 

Family Medical History (Cardiac Disease, Stroke, Diabetes, etc.): 

_________________________________________  

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Illicit/Recreational Drug Use (Name or Type of Drugs Used): ____________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Past Surgeries/Hospitalizations: 

___________________________________________________________________ 

_____________________________________________________________________________________________ 

Allergies (List All): ______________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Medications (including over the counter medications): ________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 
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