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Patient Name Birthdate

Date

Please make an (X) by any of these conditions you may have or have had in the past:

_ Abnormal Heart Rhythm _ Blood Clots ~ Gout _ Mental Illness
_Addison’s Disease _ Blood Disorder _ Headaches _ Rhuematoid Arthritis
__AIDS _ Cancer _ Hearing Difficulties _ Rheumatic Fever
_____Alcoholism _____ Chronic Steroid Use _____Hepatitis/Jaundice ____Seizures/Epilepsy

_ Anemia _ Congestive Heart Failure ___ Hiatal Hernia/Reflux _ Sleep Apnea

_ Angia/Chest Pains _ Cushing’s Disease _ High Blood Pressure _ Spinal Cord Disease
_____Arthritis ____Diabetes ____Immunodeficiency Disease = Stroke/Paralysis

_ Asthma/Hay Fever _ Emphysema _ Kidney Disease _ Tuberculosis

_ Back Problems _ Fluid In Your Lungs _ Liver Disease _ Venereal Disease

_ Birth Defects _ Glaucoma _ Lung Problem

Please list any family member (parent, siblings, children) who has had the following conditions:

o Allergy o Diabetes

O Asthma o Hypertension

o Hearing Loss 0 Heart Disease/Strokes

o Cancer (please list type or site) o Blood Clots/Bleeding Problems

Personal Habits

Do you drink caffeinated beverages (coftee, tea, soda)? Daily intake?
Do you drink alcoholic beverages? If yes, how many drinks
Do you smoke or chew tobacco? If yes, / day,

If no, any prior nicotine use?

o day, o0 week, 0 month
years of use

years

Latex Allergy ? o Yes o0 No Drug Allergies?

Please list current medications with dosage (including over the counter)

Please list all prior surgeries and injuries (include dates)




Review of Systems Do you have If Yes, Explain

Skin Rashes, bumps, lumps,

open sores, wounds Yes No
Head/Eyes/Ears/ Failing eyesight, falls,
Nose/Throat seizures, vertigo, Yes No

blackouts, hoarseness,
nasal congestion

Lungs Unexpected
breathlessness, wheezing
(day or night), blood in Yes No
sputum or chronic
cough

Heart Chest pain, irregular
heart beat, pacemaker Yes No

Bowels Blood in stool, change
in bowel habits,
worrisome indigestion Yes No
or abdominal pain

Bladder/Kidney Trouble urinating,
infections, blood Yes No
in urine

Emotional Any mental health
problems, depression Yes No

or suicidal tendency

Musculoskeletal Arthritis, fractures
injuries, muscle Yes No
weakness or cramping




