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PATIENT Family Medical History 
 

Please check the box associated with the medical history of your family members below. 
M = Maternal 
P = Paternal 

 Mother Father Sister Brother Aunt Uncle Cousin 
Grand 

Mother 
Grand 
Father 

 M P M P 

Deceased        

Diabetes          

Heart Disease          

Stroke          

Cancer          

Cancer Type: ______________________________________________________ 

High Blood Pressure          

Arthritis          

Lung Disease          

Kidney Disease          

Chemical 
Dependency

         

Mental Illness          

Depression          

Other        

Other Type: _______________________________________________________ 

 


