Medical History Form

Please bring this completed form to your first appointment.

Patient Name Date

Name of Personal Physician

Physician’s Address: Street City

State Zip Code Telephone

1. Please indicate any illnesses for which you are currently being treated and the nature of the treatment.

2. Please list any major illnesses for which you have been treated in the past.

3. List any medications which you take, as well as the dosage.

4. Please list any allergies.

5. Give the date of your last complete physical which included blood tests. Please have test results sent to Arlington
Psychiatric Group if done in the last six months.

6. If you are being treated by any specialists, list their names, addresses, and phone numbers.

Arlington Psychiatric Group, P.C.

Phone:703-525-5111 1715 North George Mason Dr. 1616 18th St., N.W.
Fax:703-243-9126 Suite 104 Suite 213
www.sensiblepsychiatry.com Arlington, VA 22205 Washington, DC 20009



