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Pharmacy name, phone #, or location: 
_____________________________________________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 

PLEASE USE BACK OF THIS PAGE IF MORE SPACE NEEDED: 
Medications that have caused an allergic reaction: 
_______________________________________________________________________ 
List any major illness that your immediate family members have had: 
____________________________________________________________________ 
Have you ever had major surgery or been hospitalized?  If yes, please explain: 
____________________________________________________________________ 
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PRIMARY CARE CLINICAL HISTORY FORM  
 

Chief Complaint and Present Illness 

Medications - List all medications you are currently taking.  Include ALL medications even the Over The Counter ones. 
 


