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_______PATIENT HISTORY

Name ______________________________________________
Birth date ______________

Allergies to Medications?   Yes / No
Please List Allergies __________________________________
Reaction _______________

Medications you are currently taking

Drug/Dose




Times per day
Prescribing doctor

_________________________________
______________
________________________

_________________________________
______________
________________________

_________________________________
______________
________________________

_________________________________
______________
________________________

_________________________________
______________
________________________

Past Medical History
Yes / No




Yes / No

 FORMCHECKBOX 
      FORMCHECKBOX 
  Hypertension


 FORMCHECKBOX 
      FORMCHECKBOX 
  Diabetes

 FORMCHECKBOX 
      FORMCHECKBOX 
  Congestive Heart Failure

 FORMCHECKBOX 
      FORMCHECKBOX 
  Cancer
 FORMCHECKBOX 
      FORMCHECKBOX 
  Heart Arrhythmia


 FORMCHECKBOX 
      FORMCHECKBOX 
  Urinary Disorder
 FORMCHECKBOX 
      FORMCHECKBOX 
  Coronary Artery Disease

 FORMCHECKBOX 
      FORMCHECKBOX 
  Lung Disease
 FORMCHECKBOX 
      FORMCHECKBOX 
  Peripheral Vascular Disease
 FORMCHECKBOX 
      FORMCHECKBOX 
  Thyroid
 FORMCHECKBOX 
      FORMCHECKBOX 
  Kidney Disease


 FORMCHECKBOX 
      FORMCHECKBOX 
  Liver Conditions
Other ________________________________________________________________________
Past Surgical/Injury/Fracture History

Date


Surgery/Injury/Fracture


Treating Physician
_____________
______________________________
________________________

_____________
______________________________
________________________

_____________
______________________________
________________________

_____________
______________________________
________________________

Place of Employment

Job Description/Type of work 

__________________________
________________________________________________

Do you smoke?

Yes / No
If yes, how much? _________________
Do you drink alcohol?
Yes / No
If yes, how much? _________________

Dominant hand?

Left / Right
FAMILY Medical History (as above)______________________________________________
______________________________________________________________________________
Signature _____________________________Reviewed __________  Reviewed ___________
                                                                                                      (Date)
               (Date)  


   (Date)

