MEDICAL HISTORY FORM

Name: Date:
Date of Birth: Sex: M/ F Height: Weight:
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
| N (o1 A U o To T B 4TS 1 13 o PP Yes No
2. Has there been any change in your health in the Past YEAI? .........ccveviieiiieiiiiieeieriesee ettt seenee e ees Yes No
3. My last physical exam was on / /
4. Are you now under the care 0f @ PRYSICIANT ........ccciiiiiiiieiiieiieriet ettt et e te et esee st e st e st esseenseesaesseesseenseensesnsesneenees Yes No
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness, operation or hospitalization within the past 5 years? ..........cocceceververierienienenenieneeeeeeenn Yes No
7. Have you had an artificial joint replacement (knee, hip, shoulder, etc.)? .......ccccocererircriennenne. No
8. Are you taking any medicine(s) including non-prescription, homeopathic or “natural” remedies including diet pills ............. Yes No
If so, please list
9. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves or NEart MUIMUL...........cccueiiiiiiiiee et e e ense e Yes No
b, RIeumatic HEAIt DISCASE......ccueruirtirtirieeiieitiiete sttt ettt ettt b et be bt et e b et e bt s bt bt e bt ea b et et e s bt sbeebeebeeanentens Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
OF ANY Other NEATt COMAILION ...e.vieiieiieiieie ettt ettt e sttt e st e et e et e eeaessaesseenseenseensesseesseenseanseenseensennsenseensean Yes No
1. Chest PAIN UPON EXEITION? .....eevieierereriertieteeteetesstesseesseessesssesssesseesseasseenseasseassesssenseenseensesssesssesssesseensesnseesesssesseensens Yes No
2. Shortness of breath after Mild EXETCISE? .........couiiiiririiiriiietet ettt ettt ettt bbbt eneen Yes No
3. DO YOUL ANKIES SWEIL?.....eiieieiieiieit ettt ettt et e bt et e et e e saeesee s eeseenseansesnsesneesseaseenseanseanseensensaeseensenn Yes No
L T N 1<) < 1< OSSPSR Yes No
€. SIIUS TTOUDIE ...ttt ettt b e bt b e at ettt be bt e bt e bt ea e e st et e b e sb e bt she e bt e st et et st e besbeeb e et et enee Yes No
N1 1V 0 T 0 12 (<) USSP Yes No
2. Fainting SPEILS OF SCIZUIES ... .c.uieeeiiieitietieite et eteste st et et e e etaestte st eeseeseessesseesseenssanseenseanseassenssesaensennsesnsesanesseenseenseansenns Yes No
Bli DHADELES ..ttt bbbt ea ettt b e bt bt eh et e bbbt bt bt e bt ea b et et b bt ebeebeeneentens Yes No
1. Hepatitis, JAUNAICE OF TIVET QISCASE ..evvevieriiiieiieiieeiiett et ettt et et et et e et eseee st e st esseesseenseesaesseenseenseanseensessnesseenseenseansenns Yes No
J- Frequent or reCUITING MOULN SOTES ....c.ueruieriieieiieiteeiierttete et e teettestteteeteesessaesseesstenseenseasseessessseseenseensesnsessnesnsasseenseansenns Yes No
S N1 (o3 (6 0 o) o (55 4 1 TSP Yes No
I.  Respiratory problems, emphysema, DIONCHIIS, ©LC. .......ccieruirierierieriierteeeteeteste st et eteeeeesaesseesseesseeseesessnesseesseenseensenns Yes No
m. Arthritis or painful, swollen joints including jaw JOINt (TMUT) ....c.oecuiiriiiiiiieieeeeee e Yes No
N, Stomach UICET OF MYPETACIAILY .....veiuieiieriieii ettt e st et et e et e et e s te et e e s e enseensessaesseenseeseenseenseansenssenseensenn Yes No
LT G 14315 8 (0111 o) (USSP Yes No
Do TUDETCULOSIS .....vieeteiieiietteteete et sttt et ettt et e et e et e e b e esseasseeaaessaessee st anseanseenseesseesse s eenseenseensesssesseenseenseanseansennsenssenseensenn Yes No
q. Persistent cough or cough that produces DlOOd...........ccuieiiiiiiieeieeeee et enre e Yes No
r.  Persistent SWOILEn NECK GIANAS. .........ooiiiiiiieiieieeeee ettt ettt ettt e b e e seessessaesseenseeseenseenseenneenaenseensean Yes No
S. LOW DIOOM PIESSUIE. ... ccuveeuiiiieiiiesiietett et et e et et et ebeeaesatesste st esseesseesseesaessaenseenseensesssessaesseanseanseanseensensseseenseensennsesnnennns Yes No
t.  Epilepsy or NeurologiCal diSOTAET .........cccveriieiiieiieiectieseee ettt ettt et e st et ebe e seessesseesseenseenseenseenseensesseenseensenn Yes No
u.  Are you taking vitamins or homeopathiC TEMEAIES .........eeivieriiriieiie ettt ettt se et e sseeseesseesaessaenseenseas Yes No
Vo CINCET ..ttt ettt sttt e et et h bt et et e ae e h e bt e et e e et eae et skt e b e e bt et eanesaeesaeenaeenaeente e Yes No
w. Any disease, drug or transplant operation that has depressed your immune SYStem ..........c.ccoevererieeenienenenieneneeeenenne Yes No



10. Have you had abnormal BICEAING? ..........c.eciiriiiieiieie ettt ettt et et e b e et e sseesatessee st e st enseasseessenseensaenseensesnsesnnennes Yes No
a. Have you ever required a blood transfuSIONT..........cceeruieiiieiiieieeieeierie ettt ettt estaesbe e seeseensesnaesseenseenseenseens Yes No
11. Do you have any blood diSorder SUCh S ANEMIA?..........c.cccuerieriieriieieeieeieeee et e e et e eeeseestesaee st e st enseesseessesseeseenseensesnsesnsenens Yes No
12. Have you ever had treatment for a tumor 01 SrOWEN?.........c.ooiiiiiiiiiii ettt b e se e ees Yes No
13. Are you allergic to or have you had a reaction to:
A, L0CAI ANESRELICS ...ttt bbbttt bbbt a et b e bbbt h et et b e et be bt b et enee Yes No
D, PeniCIllin OF @NTIDIOTICS ..c..eeutiuiiiirtiitieieeit ettt ettt ettt b e bbbt e st e s et e b sbeeb e e bt ea b et et e s bt st e ebeebeesnentens Yes No
Co SUIA AIUES ..ttt ettt sttt e st et e bt e et e et ae st e e st e s seenseenseeseesse e st an st entean s e ena et e e s e enseenseenseennesnee st enneenseans Yes No
d.  Barbiturates Or SICEPING PIlIS ......eeiuieiiiiieiiee ettt sttt ettt et et e te e s e e b e e neentesaaesseenseenseenteans Yes No
LT N 01 1o USSP Yes No
o TOMIME ..ttt ettt b h bbbttt et h e bt bt e et st et he e h e e bt bt ea b et et bbbt bt eu s e e eneen Yes No
. COACING OF OthET NATCOTICS ....uvieeveeiietieiiete et eteste st et et e e etaesttessees st enseessesseesseenseenseenseasseassenssenseenseanseansesssesseenseenseansenns Yes No
D, LateX OF TUDDET PIOUCES. ......ietiiieiiesiiett ettt ettt ettt et et e et e s te st ee st et e enseesseesaessae s eenseenseensesssesseenseenseenseansenssenssenseensenn Yes No
Io ORCT ettt b et ettt b e bt h e a e a et b e h bt bttt e a et et bbbt bt e st ettt benbeebe st et enee Yes No
If you answered yes to question “I” please list:
14. Do you have any other condition or disease you think the doctor should know about?............c.ccocevereeiinineninnicncnieeeenn Yes No
If so, explain:
15. Are you taking or have you ever taken Bisphosphonates (Fosamax, Actonel or Bonva), for osteoporosis,
chemotherapy (Aredia or Zometa) for multiple myeloma, or other CanCers? .........c.ccoceeveieiiirininenineeeetereese e Yes No
16. Are yOou Wearing CONTACE LENSES? ... ...eeuieiieiieriieiietierte et etesttestteteesteesteeatesseesseesseesseensesssesseesseenseenseanseassesssenseesaenseensesnsesnsesnns Yes No
17. Are you wearing removable dental apPIIanCeS?.........cevcuieierierienierteete et etesee e et eteseestessee st e st esseesseesaeeseeseenseenseensesnnennes Yes No
18. Do you wish to talk with the doctor privately about anything?............cccoecerieriierieiiee et ees Yes No
‘Women
19. Are you pregnant or trying to DECOME PIEENANT.......ceoutiuiiuiiriiertiett ettt ettt et et et eeeseeesatesteentee bt esteeaeeebeesbe e beebeensesneesaeenaee Yes No
20. Do you have problems associated with your menstrual PETIOA? .......c.cceceeeriiiiiieeiie e erteeiee et e eeeeseeeteeesteeeseaeesseessseeensneenns Yes No
21, AT JOU MUISINE? ...ttt ettt ettt et e ettt e bt e bt et e ate s atesh e e st e e bt eme e eateeh e e eh e e bt e bt em bt emteeaeesaeeebe e et ems e emeeenteebeeebee b e enbeenbeemtesaeenae Yes No
22. Are you taking birth CONtIOL PILIS? .....c..eouiiiiiiiieieeee ettt ettt s bt et e ettt e et e e b e e bt e b e et et eaeesaeenas Yes No

Reason for Appointment:

I certify that I have read and understand the above. I acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. I will not hold my doctor or any member of the staff responsible for any errors or omissions that I may
have made in the completion of this form.

Date: Patient’s Signature:




