
Chronic Illness History Questionnaire
Full Name 

Date of Birth 

Gender Select

Chronic Illness Details
Primary Chronic Illness / Condition 

Date of Diagnosis 

Other Chronic Illnesses (if any): 

Current Medications (name & dosage): 

Hospitalizations or Surgeries Related to Chronic Illness 

Family History of Chronic Illness 

Current Symptoms 

Additional Information or Comments 
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