
              River City Clinic 

Medical / Health History 

 

Client Name: _________________________ 

                                                      Date of Birth: __________  

Date:  _________________ 

     

Recent Medical Care: 

 

Clinic or Doctor’s Name_________________________ Phone__________________ 

               Address_________________________________________________ 

      _________________________________________________ 

 

Psychiatrist:  __________________________________Phone__________________ 

    Address_________________________________________________ 

      _________________________________________________ 

 

 

 

Medications and name of prescribing physician_____________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

Significant health issues ________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

   


