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Medical History Form
Patient intake for new patients and follow-up visits where clinically appropriate
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Patients complete this form before or at the visit. Staff scan it into the chart and flag missing items. This form collects information commonly used for treatment and healthcare operations. It does not by itself ensure compliance with the HIPAA "minimum necessary" standard (45 CFR 164.502). Your practice remains responsible for implementing and applying minimum necessary policies to all uses, disclosures, and requests for protected health information. Sections may be adapted or omitted based on visit type, specialty, and clinical judgment.
Additional federal frameworks may apply. Practices that receive federal financial assistance must offer meaningful language access under ACA Section 1557 (45 CFR Part 92), including qualified interpreters for patients with limited English proficiency. Federally assisted substance use disorder treatment programs are subject to 42 CFR Part 2, which sets stricter confidentiality rules than HIPAA for SUD records. Telehealth visits may require additional state-specific consent.
Version 1.0  ·  Last updated [Month Year]  ·  HIPAA requires documentation of certain policies, procedures, and related privacy records to be retained for at least 6 years from creation or when last in effect (45 CFR 164.530(j)). This is separate from how long you must retain clinical records, which is usually governed by state law and other regulations.
	Practice Information

	PRACTICE LEGAL NAME
	[Practice name]

	PHONE
	[Phone]

	FAX
	[Fax]

	PRACTICE ADDRESS
	[Street, City, State, ZIP]



	Patient Information

	PATIENT FULL LEGAL NAME
	[Last, First, Middle]

	DATE OF BIRTH
	[MM / DD / YYYY]

	MEDICAL RECORD NUMBER
	[MRN]

	SEX ASSIGNED AT BIRTH
	[Sex]

	PREFERRED PRONOUNS
	[Pronouns]

	ADDRESS
	[Street, City, State, ZIP]

	PHONE
	[Phone]

	EMAIL
	[Email]

	PREFERRED LANGUAGE
	[Language]

	NEED INTERPRETER?
	[Yes / No]

	Practice note: ACA Section 1557 (45 CFR Part 92) requires meaningful language access for patients with limited English proficiency. Asking these questions is the first step; arranging qualified interpretation when needed is the obligation.



	Emergency Contact

	EMERGENCY CONTACT FULL NAME
	[Last, First]

	RELATIONSHIP
	[Relationship]

	PHONE
	[Phone]



	Insurance Information

	PRIMARY INSURANCE CARRIER
	[Carrier name]

	PLAN NAME
	[Plan name]

	MEMBER ID
	[Member ID]

	GROUP NUMBER
	[Group #]

	SUBSCRIBER NAME (IF NOT PATIENT)
	[Subscriber name]



	Chief Complaint

	REASON FOR TODAY'S VISIT
	[For example: "Back pain since lifting boxes two weeks ago"]

	In your own words, what is the main reason for today's visit? Use plain language, not a diagnosis.



	History of Present Illness

	TIMELINE, TRIGGERS, PRIOR TREATMENT
	[Describe the symptom timeline, triggers, and any prior treatment]



	Past Medical History

	ACTIVE CONDITIONS, DATES, TREATMENT
	[List active conditions with treatment status and approximate diagnosis dates]

	Check all conditions that apply. Add details for active conditions below.
☐  Hypertension (high blood pressure)
☐  Diabetes (Type 1 or Type 2)
☐  Heart disease or heart attack
☐  Stroke or transient ischemic attack (TIA)
☐  Asthma or other lung disease
☐  Cancer (specify type below)
☐  Thyroid disease
☐  Kidney disease
☐  Liver disease
☐  Mental health condition
☐  Other



	Past Surgical History

	PRIOR OPERATIONS AND DATES
	[For example: "Appendectomy, 2018"]



	Current Medications

	MEDICATION LIST
	[Drug name | Dose | How often (e.g., "Metformin 500mg twice daily")]

	List all medications you are currently taking, including over-the-counter drugs, vitamins, and supplements. Include dose and how often you take them. If you use medications only as needed (for example, an inhaler or pain reliever), please include those too.



	Allergies and Reactions

	ALLERGIES AND REACTIONS
	[For each allergy, write the reaction (e.g., "Penicillin: rash")]

	☐  No known allergies



	Family Medical History

	ADDITIONAL FAMILY HISTORY DETAIL
	[Add notes on which relative had which condition]

	Check conditions that apply to your close relatives (for example, parents, siblings, children, and in some cases grandparents, aunts, or uncles). When you can, note which relative had the condition.
☐  Heart disease
☐  High blood pressure
☐  Diabetes
☐  Cancer (specify type and relative)
☐  Stroke
☐  Mental health condition
☐  Other inherited or familial condition
Practice note: Family history is collected for clinical purposes (risk assessment, screening, and treatment planning) and is not used by your practice for any employment or insurance underwriting purpose. The Genetic Information Nondiscrimination Act (GINA) prohibits genetic-information-based discrimination by employers and most health insurers.



	Social History

	TOBACCO USE (CURRENT, FORMER, NEVER; TYPE, AMOUNT)
	[Tobacco status]

	ALCOHOL USE (DRINKS PER WEEK)
	[Alcohol use]

	RECREATIONAL OR NON-PRESCRIBED SUBSTANCE USE
	[Substance use]

	OCCUPATION
	[Occupation]

	LIVING SITUATION
	[Living situation]

	Recreational substance use or non-prescribed use of medications includes recreational drugs, using someone else's prescription, or taking your own prescription differently than prescribed.
Practice note: If your practice is a federally assisted substance use disorder treatment program, SUD information collected here is subject to 42 CFR Part 2, which sets stricter confidentiality and re-disclosure rules than HIPAA. Do not disclose Part 2 records without patient consent that meets 42 CFR 2.31.



	Review of Systems

	Check any symptoms you are currently experiencing or have experienced recently (for example, in the past 30 days).
☐  Constitutional: fever, chills, weight loss, fatigue
☐  HEENT: headache, vision change, hearing loss, sore throat
☐  Cardiovascular: chest pain, palpitations, swelling in legs
☐  Respiratory: cough, shortness of breath, wheezing
☐  Gastrointestinal: nausea, vomiting, diarrhea, constipation, abdominal pain
☐  Genitourinary: pain or change in urination, blood in urine
☐  Musculoskeletal: joint pain, muscle pain, stiffness
☐  Neurological: numbness, tingling, weakness, dizziness
☐  Psychiatric: depression, anxiety, sleep problems
☐  Skin: rash, itching, new or changing mole
☐  Endocrine: heat or cold intolerance, excessive thirst, frequent urination



	Notice of Privacy Practices Acknowledgment

	By signing below, I acknowledge that I have received or been offered a copy of [Practice Legal Name]'s Notice of Privacy Practices, which explains how my protected health information may be used and disclosed and how I may access this information, consistent with 45 CFR 164.520. My information may be used and disclosed for treatment, payment, and healthcare operations and for other purposes permitted or required by law. When the HIPAA "minimum necessary" standard applies (45 CFR 164.502(b)), the practice will make reasonable efforts to limit uses, disclosures, and requests to the minimum necessary to accomplish the intended purpose. Signing below simply acknowledges receipt or offer of the Notice of Privacy Practices. It does not change how your information may be used or disclosed under applicable law.



	Patient or Guardian Signature

	PATIENT OR GUARDIAN SIGNATURE
	[Sign]

	DATE
	[MM / DD / YYYY]

	PRINTED NAME
	[Print full name]

	RELATIONSHIP TO PATIENT (IF SIGNING FOR MINOR)
	[Relationship]

	In many jurisdictions, adults age 18 and over generally sign for themselves, and a parent or legal guardian often signs for minors. However, consent and signature requirements (including when minors can consent for their own care) vary significantly by state, payer, and type of service. Update this section in consultation with your legal or compliance team to reflect your specific jurisdiction's requirements.



	For Staff Use Only

	REVIEWED BY (STAFF NAME)
	[Staff name]

	DATE REVIEWED
	[MM / DD / YYYY]

	NOTES / ITEMS FLAGGED FOR CLINICIAN
	[Flag any blanks, new diagnoses, medications, or allergies for clinician confirmation]



Provided by Commure Scribe  |  getscribe.commure.com
This template is provided by Commure, Inc. for general informational and educational purposes and is not legal, medical, regulatory, or compliance advice. Laws and regulations, including HIPAA, CMS requirements, and state laws, change frequently, and this template may not reflect the most current requirements or be appropriate for every setting. You are responsible for determining, with your own advisors, whether and how to use or adapt this template for your practice.
Before using this template in a clinical or operational setting, we strongly recommend that you have it reviewed by your compliance officer or legal counsel where available, confirm that it aligns with your state and local regulatory requirements, and customize it to reflect your organization's specific policies and procedures.
© 2026 Commure, Inc. All rights reserved.
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