
Family Health History 
 
 

 
Name: ________________________________________ 
 
DOB: ______________________________ 
 
FATHER:Deceased at age   MOTHER:Deceased at age  
               
Please mark an “X” below for the family member(s) in good health: 
 

FATHER MOTHER BROTHER SISTER 
    

 

Please mark an ‘X” by each condition that applies to each family member. 
 

 
CONDITION 

 

 
FATHER 

 
MOTHER 

 
BROTHER 

 
SISTER 

Alcoholism     
Allergies     

Alzheimer’s     
Anxiety Disorders     

Asthma     
Bleeding Problems     

Cancer: 
TYPE: give detail 

 

    

Depression     
Diabetes Mellitus 

 
    

Heart Disease:     
List age at diagnosis: 

Coronary Artery 
    

List age at diagnosis:     
Heart Valve Disease     

List age at diagnosis: 
Cardiomyopathy 

(diseases of the heart muscle) 

    

Hypertension     
Kidney Disease     

Liver Disease     
Lung Disease     

Mental Disorder     
Sickle Cell Anemia     

Stroke Syndrome     
Thyroid Disorder     

OTHER:       
     

 


