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PERSONAL HISTORY FORM 
 

 
Date of Appointment: _____________________________________________________ 
 
Name: __________________________________________________  Age: __________ 
 
Number of Pregnancies: ____________________________________________________ 
 
Deliveries: _________________________  Miscarriages: _________________________ 
 
Medicine Allergies: 
 
________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
 
Concerns (Problems): 
 
 
 
 
Tests and Procedures: 

 
 
 
 
Medical Problems: 

 
 
 
 
Surgeries (with dates): 

 
 
 
 
Questions: 
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