YOUR NAME  ______________________________________________

DATE  _________________

HAVE YOU EVER HAD HEART DISEASE?  
YES/NO   (CIRCLE ONE)


BREATHING PROBLEMS?  

YES/NO               


ULCERS?




YES/NO


HIGH BLOOD PRESSURE?


YES/NO


CANCER?




YES/NO


DIABETES?   



YES/NO


OTHER MEDICAL PROBLEM?

YES/NO  ___________________

LIST PREVIOUS SURGERY:

__________________________________________
YEAR  __________

__________________________________________
YEAR  __________

__________________________________________
YEAR  __________

__________________________________________
YEAR  __________

LIST PRESCRIPTION MEDICINES THAT YOU TAKE:

________________________________________________

________________________________________________

________________________________________________

​​​​​​​​​​​​​​​​​________________________________________________

​​​​​​​​​​​​​​​​​​________________________________________________

LIST ANY DRUGS TO WHICH YOU ARE ALLERGIC:

________________________________________________

DO YOU SMOKE?      YES/NO (CIRCLE ONE)

IF SO, HOW MUCH?  ______   PACKS/DAY

(FEMALES)  DO YOU KNOW OR SUSPECT THAT YOU ARE PREGNANT? YES/NO  (CIRCLE ONE)

SIGNATURE OF THE PERSON COMPLETING THIS FORM: 

(IF YOU ARE NOT THE PATIENT, EXPLAIN WHY THE PATIENT DID NOT COMPLETE THIS FORM AND YOUR RELATIONSHIP TO THE PATIENT, e.g. WIFE, FRIEND, etc.)

_____________________________________

