
5 Year Medical History Report 
 

 

Medical/Doctors seen in past 5 years (please add to second page, if necessary) 

 

Primary Physician/Phone ________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip _________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Primary Physician/Phone ________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

 

Primary Physician/Phone ________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

 

 

 

 

Medications Taken, Dosage, and Condition _________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

 

 



 

 

 

 

Primary Physician/Phone ________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip _________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

Primary Physician/Phone ________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip _________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 

 

Name/Phone __________________________________________________________________ 

Address ______________________________________________________________________ 

City, State, Zip_________________________________________________________________ 

 


