Past Medical History

12.  Please list ALL previous surgeries, hospitalizations and/or broken bones:

       a.)_____________________________Date_________  d.)____________________________Date__________

       b.)_____________________________Date_________  e.)____________________________Date__________

       c.)_____________________________Date_________  f.)____________________________Date__________

13.  Please list All  your current medications and their doses.   Include “over-the-counter” medications and herbals.

       Medication                                 Dose                                Medication                                 Dose

       a.)____________________       _________________       f.)____________________       _________________

       b.)____________________       _________________       g.)____________________      _________________

       c.)____________________       _________________       h.)____________________      _________________

       d.)____________________       _________________       i.)____________________       _________________

       e.)____________________       _________________       j.)____________________       _________________

14.  Are you allergic to any medications?  Y___  N___  Please list.______________________________________

15.  Women only:  Are you, or could you be, pregnant?  Y__ N__  Due date?_____ Last menstrual period?______

Family History

16.  Does any blood relative have a history of any of the following medical problems?  Check all that apply.

       ___Rheumatoid arthritis                                 ___Blood clots                                  ___Diabetes

       ___Cancer                                                       ___Heart disease                               ___Problems with anesthesia

       ___High blood pressure                                  ___Osteoporosis                               ___Stroke

       ___Other (please list)_______________________________________________________________________

       ___None of the above

Social History

17.  What is/was your occupation__________________________  Employer______________________________

18.  Do/did you use tobacco?  Y___ N___  Type____________  How much?_____________ Quit when?________

19.  Do you drink alcoholic beverages?  Y___  N___  How many drinks per day?______

20.  Do you use prescription pain medication or “street” drugs?  Y___  N___   Which?_______________________

21.  Have you ever been addicted to prescription or non-prescription drugs?  Y___  N___  Which?_____________

22.  Do you live alone?   Y___  N___

23.  How often do you exercise?  Never_____      Rarely_____      Monthly_____      Weekly_____      Daily_____

            What type of exercise?____________________________________________________________________

Miscellaneous

24.  Were you referred here by a physician?   Y___  N___    Name:______________________________________

25.  Who is your primary care physician?  __________________________________________________________

26.  Is there any legal action pending that pertains to your visit?  Y___  N___

       Describe:_________________________________________________________________________________

For Office Use Only

Height:________    Weight:________    Pulse:________R IR    Blood Pressure:________    Respirations:_______
