
My Father’s Arrows

MEDICAL HISTORY FORMS

Dear Parent/Guardian,

In an effort to prevent parents and guardians from having to complete additional 
paperwork, the enclosed Medical History Form is the same form used by the clinic for 
routine health care and by our pediatrician when providing care to children at My 
Father’s Arrows.

For that reason, we have separated the Medical History Form from the main application. 
This allows the same completed form to serve both purposes, rather than asking families 
to provide the same medical history information more than once.

Please complete the Medical History Form as thoroughly as possible. The information 
you provide will help support both the application process and the child’s routine 
medical care while at My Father’s Arrows.

Thank you for helping us keep this process as simple and efficient as possible for your 
family.

Sincerely,

My Father’s Arrows



PATIENT REGISTRATION FORM
PATIENT INFORMATION: THIS SECTION REFERS TO THE PATIENT ONLY

Last Name: First Name: MI: Social Security #:

Address: City: State: Zip:

Email: Occupation:

Date of Birth: Sex: M  F Marital Status: Married  Single  Divorced  Widowed Preferred Language:

Race: American Indian or Alaska Native Asian Black or African American

Native Hawaiian or Other Pacific Islander White Unknown/Declined to answer

Ethnicity: Hispanic or Latino Not Hispanic or Latino Unknown/Declined to answer

Home phone: (______) Cell phone: (______) Work phone: (______)

Best daytime number to reach you: home work cell Is it ok to leave a message at any of the other numbers? Yes No

If no, please designate which ones, if any:

Primary Pharmacy (Address/Phone):

Primary Care Physician's Name (if applicable): How did you hear about us?

Spouse's Name: Date of Birth: Spouse's SS#:

RESPONSIBLE PARTY: THIS SECTION REFERS TO THE PERSON/PARTY WHO SHOULD RECEIVE THE BILL

Relationship to Patient: Self (skip to next section) Parent Spouse Other (skip to next section)

Last Name: First Name: MI:

Social Security Number: Birth Date (mm/dd/yyyy) Sex: Male Female

Address: City: State: Zip:

Home phone: (______) Cell phone: (______) Work phone: (______)

INSURANCE INFORMATION

Primary Insurance Coverage: Copay: $

Policy effective date: Deductible: $ Met? Yes No If no, amount met: $

Address: City: State: Zip:

Policy Number: Group Number: Subscriber:

Subscriber's DOB: Subscriber's SS#:

Secondary Insurance Coverage:

Address: City: State: Zip:

Policy Number: Group Number: Subscriber:

Subscriber's DOB: Subscriber's SS#:



Medical History
The following information is very important to your health. Please take time to fully and completely fill out

this form. Please do not leave any blanks. If there is no information for that field, please put none or n/a.
Thank you.

NAME: Today's Date: ____ / ____ / ______

Age: DOB: ____ / ____ / ______ SSN: ____ / ____ / ______ Occupation:

PHARMACY NAME / LOCATION: PHARMACY PHONE #: PHARMACY FAX #:

Please list Current and Past Medical Illnesses:      YEAR Please list your Surgical Procedures:                    YEAR

Please list all Medications: Please list all prior Hospitalizations:                 YEAR

Name Dose Freq Start Date (medical)

Please List any Medication Allergies: Type of reaction:

Food allergies?

Latex / Shellfish / Iodine / X-ray dye?

Please list your pregnancy history: Type of delivery

Sexually Active?    Y / N

Date of LMP: ____________     Menses:  regular   irregular   painful

Date of last pap smear: __________________ STDs? __________________

Do you smoke now or in the past?   No   Yes

Packs per day? __________        Years smoked: __________

Vaping?   Y / N

If you have quit, please indicate year: __________________

What is your daily caffeine intake (coffee, sodas, tea)?

Do you use recreational drugs?   No   Yes

Do you use alcohol?   No   Yes

If yes, what is the amount? __________________________

Do you exercise?   No   Yes

If yes, what and how often? __________________________

Date of last vision appointment: __________   Contacts [ ]  Glasses [ ]

Date of last dental appointment: ______   Orthodontics?  Y / N

Family History (Bio) Still Alive (Yes or No) Age now or at time of death: Cause of death: Have they had any major illnesses?

Mother

Father

Brother

Sister



Review of Systems

Do you have any of the following symptoms that have brought you in today? Circle Yes or No

Constitutional Symptoms

Fever Y   N

Chills Y   N

Headache Y   N

Weight Loss Y   N

Fatigue / tired Y   N

Other Y   N

Gastrointestinal

Abdominal Pain Y   N

Nausea / vomiting Y   N

Indigestion Y   N

Appetite Change Y   N

Constipation Y   N

Other Y   N

Eating Disorder Y   N

Incontinence Y   N

Genitourinary

Urine retention Y   N

Painful urination Y   N

Urinary frequency Y   N

Incontinence Y   N

U T I Y   N

Blood in urine Y   N

Other Y   N

Eyes

Blurred vision Y   N

Eye discharge Y   N

Easy tearing Y   N

Pain Y   N

Other Y   N

Cardiovascular

Chest pain Y   N

Varicose veins Y   N

High blood pressure Y   N

Swelling of legs Y   N

Heart valve problems Y   N

Other Y   N

Respiratory

Wheezing Y   N

Frequent cough Y   N

Shortness of breath Y   N

Other Y   N

Allergies

Seasonal allergies Y   N

Drug allergies Y   N

Food allergies Y   N

Other Y   N

Special Dietary Needs? Y   N

Integumentary

Skin rash Y   N

Boils Y   N

Persistent itch Y   N

Discolored skin Y   N

Other Y   N

Hematologic/Lymphatic

Swollen glands Y   N

Blood clotting problems Y   N

Anemia Y   N

Past transfusions Y   N

Other Y   N

Neurological

Tremors Y   N

Dizzy spells Y   N

Numbness/tingling Y   N

Seizures Y   N

Stroke Y   N

Memory Loss Y   N

Other Y   N

Coordination issues Y   N

Musculoskeletal

Joint pain Y   N

Neck pain Y   N

Back pain Y   N

Recent falls Y   N

Other Y   N

Congenital Defects Y   N

Psychologic

Are you generally satisfied with your life? Y   N

Do you feel severely depressed? Y   N

Self Harm? Y   N

Have you considered suicide? Y   N

Unusual Fears? Y   N

Other Y   N
Endocrine

Excessive thirst Y   N

Too hot / cold Y   N

Tired / sluggish Y   N

Other Y   N

Ear/Nose/Throat/Mouth

Hearing loss Y   N

Sore throat Y   N

Sinus problem Y   N

Other Y   N

The information provided on this form is true

and correct to the best of my knowledge.
Form reviewed and added to patient's chart.

Patient signature Date Provider signature Date


