
Sault Health Adolescent Care Center 

Chippewa County Health Department 

Medical History  

Allergy (medicine, food, environment) Reaction/Severity 

  

  

  

Medication/Prescription/Vitamins Dose Frequency Route Who Prescribed Medication Reason 

      

      

      

      

 

Client and Family Medical History -  Please check which family member has/had these conditions. 

Disease/Condition Client Mother Father Sibling Grand 
-parent 

Other Comment 

Addiction – Type:        

Anemia        

Autoimmune Disorder        

Birth Defects        

Blood/Bleeding Disorders        

Cancer        

Death Under Age 50 – Cause:        

Developmental/Intellectual Disability        

Diabetes        

Eating disorders/Special diet/Pica        

Endocrine/Thyroid        

Gastrointestinal Disorders        

Genetic Abnormalities        

Heart Disease        

Hepatitis/Liver Disease        

High Cholesterol        

Hypertension        

Immune Suppression/HIV/AIDS        

Kidney/Urinary Disease        

Musculoskeletal Disorder        

Neurologic Disorder/Seizures        

Overweight         

Physical/Sexual/Verbal/Domestic Abuse        

Psychiatric Disorder (Specify)        

Pulmonary/TB/Asthma (Specify)        

Skin Disorder (Specify)        

Stroke        

Source Of Family History        

Unknown Family History        

Other Relevant Family History        
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Client Name: _____________________________                                Date of Birth: ____________________________ 



Medical History (continued) 

Client History – Please indicate if the client has had/does have the following conditions 

Condition Date of Onset Comment 

ADD/ADHD   

Anaphylaxis   

Autism   

Back injuries   

Backaches   

Fainting   

Food allergies    

Frequent sore throat   

Frequent urination   

Problems with head, eyes, ears, 
nose and throat 

  

Headaches   

Hearing problems   

Heart abnormalities/murmurs   

Hernias   

Mental Health conditions   

Nosebleeds   

Painful joints   

Pneumonia   

Problems with childhood vaccines   

Psycho-Social problems   

Rheumatic Fever   

Seasonal allergies   

Secondhand smoke   

Shortness of breath   

Skin problems   

Vision problems   

Other:   

Substance Use   

Alcohol   

Chew/Cigarette Tobacco   

Marijuana   

Vaping   

Other Substance   

Surgery/Hospitalizations   

Adenoids removed   

Appendectomy   

Asthma exacerbation   

Ear tubes   

Fracture   

Head injury/concussion   

Heart surgery   

Premature birth   

Tonsillectomy   

Trauma   

Other:   

Last Comprehensive Physical Exam:  ___________                  Last Dental Exam:  ____________ 



 


