
  

  

Patient’s Last Name: _________________________________ First: ______________________________ MI: _____ DOB: ____________ 

Primary Care Physician (first & last name):_____________________________________________________________________________ 

PCP Location: _________________________________________________________________ Phone: ____________________________ 

Referring Physician: _____________________________________________________________ Phone: ___________________________ 

Employer: _____________________________________________________________ Occupation: ______________________________ 

Pharmacy Preference (include location): ______________________________________________________________________________  

M E D I C A T I O N S — Please list any medication(s) you are currently taking, include prescribed medications, vitamins, 

supplements and over-the-counter medications 

 

    

    

    

    

    

    

 

A L L E R G I E S  — Please list all medical allergies and tell us how you react to them 

 

  

  

  

 

Are you allergic to latex?    Yes    No   Are you allergic to Iodine or Betadine    Yes     No 

Are you allergic to adhesive/tape?     Yes     No  Are you allergic to metal?     Yes     No 

Are you allergic to contrast dye?     Yes     No   Are you allergic to birds/feathers/eggs?      Yes: __________     No 

P A S T  M E D I C A L  H I S T O R Y  — Check all conditions you have now, or have had in the past 

  

Medicat ion  

Patient Health History 

Today’s Date: _______________    Appointment Date: _______________ 

Dosage/Direct ions  Prob lem being treated  Prescr ib ing doctor   

A l ler gy  React ion   

CANCER  

   Type:_____________________ 

CAR DIO V ASCUL AR  (heart & blood vessels) 

    Angina (chest pain) 

    Arrhythmia/Irregular heartbeat  

    Blood clot/DVT (deep vein thrombosis) 

Date Occurred:______ 

    Heart disease/Coronary Artery disease 

    High Cholesterol/Hyperlipidemia 

    MVP (mitral valve prolapse)  

    Pacemaker 

    Varicose veins/Peripheral Vascular disease 

    Hypertension/High blood pressure 

    Stent- Date Occurred:_________  

    AICD (Automatic Implantable Cardioverter Defibrillator) 

P U LM O N A R Y  (lungs & respiratory) 

    Asthma 

    COPD (chronic obstructive pulmonary disease) 

    PE (pulmonary embolism/blood clot in lung) 

 Date Occurred: _________ 

    Sleep Apnea  

    TB (tuberculosis) 

G E N I T O U R I N A R Y  (kidneys & urinary tract) 

    Renal failure 

    Renal insufficiency 

    UTI (urinary tract infection) 

    Currently pregnant  

   

 
 

 

 

G A S T R O I N T E S T I N A L  (stomach & digestive) 

    Gastric Ulcer   

    GERD 

    Hepatitis A 

    Hepatitis B 

    Hepatitis C 

    Hepatitis—type unknown 

    Hernia 

    Peptic Ulcer 

   Liver disease 
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BONE S,  JOI NTS  & MU SCLE S  

     Arthritis  

    Degenerative Joint disease 

    Fibromyalgia 

    Gout 

    Osteoporosis 

    Scoliosis 

   

   

 

NEU ROLOGIC  DI SO RDE R  (brain & nervous sys) 

    Alzheimer’s disease 

    Dementia  

    MS (Multiple Sclerosis) 

    Parkinson’s disease 

    Seizure Disorder 

    Stroke/CVA- Date Occurred: _______ 

    Myasthenia gravis 

    Muscular dystrophy 

METAB OLIC  (endocrine, hormones & metabolic) 

    Diabetes—Type I 

    Diabetes—Type II 

    Diabetes—Type unknown 

    Thyroid dysfunction 

  Hypothyroidism 

  Hyperthyroidism  

 

 
PSYC HI ATR IC  D I SOR DER  (mental health) 

    Anxiety 

    Bipolar disorder 

    Depression 

   

 

 

HEMATOLOGIC  (blood & lymph node) 

    Anemia   

    Edema 

    Lupus 

    Hemophilia 

    Sickle cell disease  

    Clotting Disorders 

IMMUNE /AUTO IMMUNE   

& I NFEC TIOU S PRO BLEMS  

    AIDS 

    HIV positive 

    Rheumatoid Arthritis  

    MRSA (Methicillin Resistant Staph Aureus) 

 

HEENT (head, ears, eyes, nose & throat) 

     Blind 

     Deaf 

     Hearing loss  

 
OTHE R MED IC AL  CO ND ITI ONS NOT L I STE D ABO VE:  _________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

P A S T  S U R G I C A L  H I S T O R Y — Check all that apply and indicated which side R/L as appropriate 

  ACL surgery: year_______ R/L 

  Angioplasty 

  Angio w/stent  

  Appendectomy 

  Arthroscopy ankle: year_______ R/L 

  Arthroscopy elbow: year_______ R/L 

  Arthroscopy hip: year_______ R/L 

  Arthroscopy knee: year_______ R/L 

  Arthroscopy wrist: year_______ R/L 

 Arthroscopy shoulder: year_____ R/L 

  Back surgery: year_______ 

  CABG: year ______ 

  Carpal tunnel release: year______ R/L 

  Cataract extraction 

  Cholecystectomy 

  Colectomy 

  Colostomy  

  Gastric bypass 

  Hernia repair 

  Hip replacement: year_______ R/L 

  Knee replacement: year_______ R/L 

  Laminectomy: year_______  

  LASIK 

  Meniscus surgery: year_______ R/L 

  ORIF: year_______ 

  Pacemaker 

  Rotator cuff repair: year______ R/L 

  Small bowel resection 

  Tonsillectomy 

  Thyroidectomy  

  Transplant: _________________ 

 

 

 

GENDE R SPEC IF IC     Tubal ligation    Cesarean section   Mastectomy             Hysterectomy          

        

                     

 

 

 

 

  OTHER  SURG UR IES  NO T  L ISTED  ABO VE:  _____________________________________________________________________________ 

 

  FR ACT URE S:  _________________________________________________________________________________________________________ 

 

  PROBLEMS WITH PAST ANESTHESIA (IF YES, PLEASE LIST):______________________________________________________________________ 

  CURRE NTL Y BE ING  T RE ATE D W IT H:      Dialysis      Chemotherapy       Radiation       Oxygen (Day/Night) ______ # of liters                                 

 
F A M I L Y  H I S T O R Y — Check the boxes below if any blood relative has been diagnosed with any of the following?     

             

Relationship      Relationship 

  Anesthesia problems         _____________________      Osteoporosis       _____________________             

  Arthritis        _____________________      Diabetes        _____________________  

  Bleeding/clotting problems    _____________________      Family history unknown           

  Cancer: type: ________           _____________________    No significant family history 

 S O C I A L  H I S T O R Y  

HAND DOMI NANCE  

    Right 

    Left 

    Ambidextrous  

 

DO YO U DRI NK ALCOHOL ?   

    Yes 

    No 

  What kind & how much?  

  _________________________ 

  _________________________  

 

DO YO U U SE  TOB ACCO?  

    Yes 

       Type of tobacco: ___________ 

    No 

    Former 

       Type of tobacco: ___________ 

       Age quit: ________ 

 

CURRE NT/ FO RMER ILL IC I T  DR UG U SE  

    None 

    Current 

      What kind? ________________________ 

    Former 

      What kind? ________________________ 

      Date quit: __________ 

   

 
Patient/guardian signature: __________________________________ DOB:________________ Today’s Date:_______________ 


