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NAME:  DOB:____/___/____ AGE: ______ 
  Last      First       MI 

Height:_____ ft. _____ in. Weight:              lbs.  BMI 

Dominate hand:  □ right   □ left 

If female, are you or could you be PREGNANT?  □ yes    □ no 

SOCIAL HISTORY 

Alcohol use: □ none/rare □ daily  □ weekly □ monthly 

Tobacco use: □ no □ cigarettes □ cigars □ chew/dip How much per day?  □ quit--when?  

Recreational drug use: □ no □ yes What?   

Living arrangements:    □ alone □ family □ friend □ other  

PAST MEDICAL HISTORY 

Check all conditions that you currently have or have had in the past: 
 □ aids or HIV □ blood transfusions □ gout □ low blood pressure □ polio 
 □ anemia □ cancer □ heart attack □ lupus □ rheumatic fever 
 □ angina □ chest pain □ heart disease □ migraines □ rheumatoid arthritis 
 □ arthritis □ congestive heart dz. □ heart murmur □ mitral valve prolapse □ sleep apnea 
 □ asthma □ diabetes □ hepatitis □ obesity □ stroke 
 □ back trouble □ emphysema □ kidney disease □ osteoporosis □ stomach ulcer 
 □ bladder infections □ epilepsy/seizures □ kidney stones □ pneumonia □ thyroid disease 
 □ bleeding disorders □ fibromyalgia □ high blood pressure □ post menopausal □ tuberculosis 
 □ blood clots □ glaucoma □ high cholesterol □ other (list)      
 
List ALL CURRENT MEDICATIONS AND DOSAGES (this includes pain meds/over-the-counter meds/supplements or 

vitamins/as needed medications/and any medication you have taken in the past two weeks): 

                

                

                

 
List MEDICATION ALLERGIES and reactions:  □ none    □ latex    

                
 
 
PAST SURGICAL HISTORY 

List all your surgeries and year:            

                

                

Have you ever had any problems with anesthesia?  □ no    □ yes     If yes, explain:      
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FAMILY HISTORY 

Check all conditions that apply to your grandparents, parents, siblings or children: 

 □ alcoholism □ cancer (lung) □ genetic disorder □ kidney disease □ stroke 
 □ birth defects □ cancer (prostate) □ heart attack □ leukemia □ tuberculosis 
 □ blood disorders □ cancer (other) □ heart disease □ osteoporosis □ thyroid disorders 
 □ cancer (breast) □ diabetes □ high blood pressure □ rheumatoid arthritis  
 □ cancer (colon) □ epilepsy/seizures □ high cholesterol □ other (list)    
  
REVIEW OF SYSTEMS 

Check all conditions that currently apply to you: 

General: □ fevers/chills  □ loss of sleep □ night sweats □ recent weight gain □ recent weight loss 
Skin: □ bruises □ eczema □ open sores □ psoriasis □ rashes 
Eyes: □ blurred vision □ cataracts □ glaucoma □ glasses/contacts □ eye disease 
ENT: □ bleeding gums □ earaches/ringing □ sinus problems □ sore throats □ voice change 
Pulm: □ chronic cough □ difficulty breathing □ painful breathing □ shortness of breath □ sleep apnea 
CV: □ ankle swelling  □ chest pain □ chest pressure □ irregular heart beat □ shortness of breath 
GI: □ blood in stool  □ constipation  □ diarrhea □ hiatal hernia □ indigestion 
GU: □ blood in urine  □ difficulty urinating  □ frequent urination  □ incontinence  □ painful urination 
Endo: □ cold intolerance □ excessive thirst □ excessive urination □ hair loss/thinning □ skin becoming dry 
Spine: □ back/neck aches □ compress. fractures □ degenerative disc dz. □ sciatica □ scoliosis 
Neuro: □ blurred vision  □ headaches □ loss of coordination □ numbness/tingling  □ ringing in the ears 
Psych: □ anxiety/nervousness □ confusion □ depression □ insomnia □ memory loss 
 
 
 
 
 
 
 
 
To the best of my knowledge, the questions on this form have been answered accurately.  I understand that providing incorrect information 
can be dangerous to my health.  It is my responsibility to inform the doctor of any changes in my medical status.  I also authorize the health 
care staff to perform the necessary services I may need. 
 

    / /  
 Signature of Patient or Parent of Minor  Date 
 

    / /  
 Signature of Physician  Date 

 
Update  By   / /  
 Initial Date 
 
Update  By   / /   
 Initial Date 
 
Update  By   / /  
 Initial Date 


