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HEALTH HISTORY
Health problems that you have or medication you are on may have an important interrelationship with the overall care that you receive. Please answer the following questions to the best of your knowledge. The answers are for our records only and will be considered confidential. 

Patient Name: __________________________________________________ Date: ________________

Reason for Visit: _____________________________________________________________________

Referring Doctor or Source: ____________________________________________________________

Weight: _____________ Height: ________________ Drug Allergies: ___________________________

___________________________________________________________________________________

List all operations and the year performed:_________________________________________________ ___________________________________________________________________________________

List all Medications you are taking, frequency and amount: ____________________________________

___________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY: Please check all of the medical conditions that you have or have ever had: 

_____ High blood pressure




_____ Diabetes

_____ Lung Disease (Emphysema, TB, Asthma)

_____ Cancer

_____ Liver Disease (Jaundice, Hepatitis)


_____ Radiation

_____ Kidney Disease (Stones)



_____ Heart Attack

_____ Bleeding Complications / Tendencies


_____ Stroke

_____ Contact Lenses / Glasses



_____ Chemotherapy

_____ Sexually Transmitted Disease



_____ Keloids (Scars)

_____ Anesthesia Problems (High fever, Nausea)

_____ Digestive Problems (Acid Reflux/Ulcer)

_____ Other: ________________________________________________________________________

Do you smoke? ________________Have you ever smoked? ____________ Amount? ______________

Do you drink alcohol? ___________ Frequency? ____________________________________________

Do you use social drugs?_________ What kind? ______________________ Frequency? ___________

Is there a chance that you may be pregnant? _______________________________________________

Have you ever had steroid therapy? ________________________________What type? ____________

Family History:       Has anyone ever had: 

_____ Breast Disease





                ______High Blood Pressure

_____ Cancer: Type __________________________________________________________________

Patient Signature: __________________________________________________Date: _____________

M.D. Signature: ___________________________________________________Date: _____________

UPDATES

_______________________

_______________________

_______________________

_______________________

_______________________

_______________________

_______________________

_______________________

_______________________
_______________________

_______________________

_______________________

