
MEDICAL INFORMATION FORM (PLEASE PRINT) 

Attach a copy of your insurance card (front and back) 

_______________________________________________________________________________________ 

Last name                       ​ ​ ​ First name                                 ​   ​    Birth Date 

Insurance Company  Name: _______________________________________________________________           
​  

Insurance Company Address: ______________________________________________________________ 

Policy Number: __________________________________________________________________________ 

Policy Holder’s Name:  ____________________________________________________________________ 

Policy Holder’s Address: __________________________________________________________________ 

  

Current Medications: 
_______________________________________________________________________________________  

_______________________________________________________________________________________ 

List surgeries: __________________________________________________________________________  

_______________________________________________________________________________________ 

Allergies:_______________________________________________________________________________ 

_______________________________________________________________________________________ 

 

Indicate if you have a history with any of these medical problems: 
 

Hay Fever​ ​  

Seizures​ ​  

Lung Problem 

Bee Sting 

Ulcers 

Low/High Blood Sugar 

Fainting 

Cancer 

Kidney Problem 

Asthma 

Heart Disease 

Diabetes 

Blood Pressure Problem 
(high/low) 

 
Other Illness or Medical Issue: ___________________________________________________________ 

  

 


