PATIENT’S PERSONAL HISTORY

Name Age Height Weight

Family Physician Referred by

Have you ever been diagnosed with any of the following? Please circle.

ASINIMIA i s sms Yes No High Blood Pressure .........coocceeveieennininnninns Yes No
Bleeding Tendency.............cccccccccceeevcceeeeeee.. Yes No Heart Disease/Attack ........c.cccocceeeeieeeeeee. Yes No
CanCer .....ccoeveeereevee et YES N0 Heart Murmur/Prolapse .........coeeveevecine, Yes No
Depression/ Mental lllness ........cccccoeeveene, Yes. No  HWAIDS cucmnnuanmaneismassiywe . Yeg  No
Biabetes  armmmasnmnmmannnr ey Yes No KidneyDisease ..........c.ceocevvicvvcciiviieee.. Yes No

Drug/Alcohol Abuse ......cc.ccccccoeicciicviciceeee.. Yes No - Seizure Disorder ......cccceeevveevvceveeceeceeeeeee. Yes  No
Hepatitis ..........c.ccccoceiiiiicciiiiiivevieee. Yes . No - Autoimmune Disorders .............ccccceeveeeeeee.. Yes  No

DoyouhaveaLivingWill? ..o Yes No

Other medical problems

Do you smoke? .........ccccccceeeveeeeee. Yes No  How much?/ How long?

Do you consume alcohol? ..................Yes  No Howmuch?/How long?

What medications are you allergic to?

Please list prior Surgeries or Hospitalizations

Problems or concerns with anesthesia?

Family History of Major llinesses

Are you taking any vitamins, minerals or herbs? ... Yes No  What

Do you take aspirin products? ..............coeeee.. Yes No  Howoften?

Any steroids or Cortisone? .........ccccccceeceeeeeeee. Yes No

ANY DIOOdANINNErS?. o.ins s svmssnssvmmmssasssssinias svvia Yes No  Howoften?

Please list medications and dosage, including over the counter.
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Employer

Address

Telephone # Contact Person

Date of Injury Describe how injury occurred

Is today’s visit related to an auto or other accident? ... ceeeeeeeen ] YOS [ NO

Please describe

If so, please list name and address of insurance company to receive statement.

Reason for today’s visit




