
ClearPath Psychiatry & Counseling 

Medical History 

 

Primary Care Provider (PCP): ___________________________   PCP Phone: 

____________________ 

Date of Last Physical Exam: _________________ 

 

Current Medical Conditions: 

1. 

______________________________________________________________________________

________ 

2. 

______________________________________________________________________________

________ 

3. 

______________________________________________________________________________

________ 

 

Past Surgeries / Hospitalizations (with dates): 

______________________________________________________________________________

___________ 

______________________________________________________________________________

___________ 

 

Known Allergies (Medications, Food, Environment): 

______________________________________________________________________________

___________ 


