
Video Visit Medical History Form
Patient Information

Full Name 

Date of Birth 

Phone Number 

Email Address 

Address 

Gender
 Male  Female  Other

Medical Information

Reason for Video Visit / Chief Complaint 

When did symptoms begin? 

Current Medications (name, dose, frequency) 

Allergies 

Chronic Conditions
 Diabetes  Hypertension  Asthma  None

Past Medical History 

Past Surgical History 

Family Medical History 

Social History (tobacco, alcohol, occupation, etc.) 



Other Health Providers Involved 
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