Columbia Hormone Health
Male Medical History Form

Name ______________________________________    Age _____     Date of Birth  _____________     Today’s Date ______________


DRUG ALLERGIES: _____________________________________________________________________________________________

Are You Allergic to LATEX?            ___ Yes       ___  No

PERSONAL HEALTH HISTORY:   Check if you have had:


· High Blood Pressure
· High Cholesterol
· Congestive Heart Failure
· Heart Attack
· Stroke
· Blood Clot or Embolus
· Hemochromatosis
· Depression
· Anxiety
· Obstructive Sleep Apnea
· Diabetes
· Thyroid Disease
· Liver Disease
· Tick Borne Illness: _________
· Seizures
· Arthritis
· Elevated PSA
· Trouble Passing Urine 
· Prostate Enlargement
· Testicular Cancer
· Prostate Cancer


Other Medical Conditions: ______________________________________________________________________________________

Current Primary Care Provider: ________________________________________  Pharmacy: ________________________________

CURRENT MEDICATIONS/NUTRITIONAL SUPPLEMENTS AND DOSE: 


________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________

SURGERIES (list year): 


____________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY

Marital Status:       ____ Married	   ____ Single        ____ Live w/partner       ____ Separated       ____ Divorced
Employer:  ____________________________________    Occupation: ________________________________________
Do you smoke/vape?      ___ No         ___ Quit       ___ Yes 	    # Times per day/week    ________       
Do you drink alcohol?     ___ No         ___ Quit       ___ Yes             # Drinks per day/week   ________      

FAMILY MEDICAL HISTORY:

· Alzheimer’s / Dementia (List relatives) _____________________________________________________________________
· Heart Disease (List relatives) _____________________________________________________________________________
· Diabetes (List relatives) _________________________________________________________________________________
· Cancer (List type/relatives) ______________________________________________________________________________

OTHER COMMENTS:
__________________________________________________________________________________________
__________________________________________________________________________________________


Patient Signature _________________________________________				                       Rev. 7.30.2023		
