
FAMILY HEALTH HISTORY 
Patient:______________________________  Date:___________________ 
 
Please indicate current health problems with the letter C and past health 
problems with the letter P.  If you require more space, please use the back of 
this form.  If the person is deceased, please indicate with the letter D. 
 

CONDITION Father Mother Spouse Brother(s) Sister(s) Child/age Child/age 
ADD/ADHD        
Asthma/Hay Fever        
Back Trouble        
Bursitis        
Cancer        
Bowel Problems        
Diabetes        
Disc Problems        
Emotional Issues        
Emphysema        
Epilepsy        
Headaches        
Heart Trouble        
High Blood Pressure        
Insomnia        
Kidney Problems        
Liver Trouble        
Nervousness        
Pinched nerves        
Scoliosis        
Sinus Problems        
Stomach Issues        
Weight Trouble        
Other        
Other        
Other        
Other        

 


