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Matthew D. Imfeld M.D., LLC 
MEDICAL HISTORY 

Name: __________ Date of Birth: _______ Gender: ___ Today's date: _____ 

Race: __ American Indian/ Alaskan Native Asian Black/ African American 
_Native Hawaiian/Other Pacific Islander __ White/Caucasian __ Other Unknown 

Health History: 
Diabetes 
Cancer 

_ High Blood Pressure 
_Heart Trouble 

Alcoholism 
Stomach Ulcer 

_Liver Trouble 
_ Thyroid Trouble 
__ Bleeding Disorder 
_ Lung Disease 
_ Kidney Trouble or Stones 

Seizures 
Mental Illness 

-Arthritis
Stroke

__ Drug Addiction 
_ Anemia 

Other Illnesses 

Family History: 
Diabetes 
Cancer 

__ High Blood Pressure 
Heart Trouble 

--Alcoholism 
Stroke 
Rheumatoid Arthritis 

__ Bleeding Disorder 
__ Kidney Trouble or Stones 
_ Drug Addiction 

Social History:
Occupation: ______ _ 
Work Restrictions:  

Marital Status: _____ _ 

Number of Children Living: _ 

Review of Systems: 
_ Change of Vision 
_ Difficulty Swallowing 

Shorbless of Breath 
Chills or Fever 

_Heart or Chest Pain 
_ Badly Swollen Ankles 
_ Calf Cramps with Walking 
__ Nausea or Vomiting 

Stomach Pain 
Ulcers 

_Frequent Loose Bowel Movement 
Blood in Bowel Movement 

_Frequent Constipation 
_Frequent Urination (pass water) 
_ Frequent Headaches 
__ Blackouts 

Seizures 
_ Recent Weight Change 

Insomnia 

                         _________________________________________________  

Surgeries/Dates:----------------------------------

Current Medications/Dosages:_________________________________________

Allergies/Reactions: --------------------------------

Smoking: Years Smoked: ___ __ packs per day / week / month. __ Never Smoked __ Former Smoker 
Alcohol:     Never __ Occasional __ Moderate __ Heavy __ Recovering __
Drug Use: Never __ Occasional __ Moderate __ Heavy __ Recovering __ 

Height: ___ _ Weight: ___ _ B/P: Pulse: 

 Primary Language: _____ Ethnicity: __ Hispanic/Latino __ Not Hispanic/Latino 

Reason for visit:
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