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               FAMILY HISTORY (Adult) 
 
 

Patient’s Name: ________________________________________ Date: _________________________ 

 

FAMILY OF ORIGIN 

 Name Age Medical/Psychiatric History 

Father    

Mother    

Sibling    

Sibling    

Sibling    

Sibling    

Sibling    

 

PREVIOUS SIGNIFICANT RELATIONSHIPS 

Name 
Nature of Relationship: 
Married/Living Together 

Year 
Started 

Year 
Ended 

    

    

    

 

FAMILY MEMBERS CURRENTLY LIVING TOGETHER 
 Name Age Medical/Psychiatric History 

Spouse/S.O. 
   

 

 

 

 

Children and/or 

Stepchildren 

   

   

   

   

   

   

FAMILY MEMBERS NOT LIVING AT HOME 

    

    

    

 


