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Patient’s Name: _____________________________________________________________________________________
 First MI Last

Height: _______________________  Weight: ______________________  Age: _________ y/o

List your primary physician (or pediatrician if child): _______________________________________________________

List reason for visit or current medical problem(s): _________________________________________________________
__________________________________________________________________________________________________

List medications you are currently taking: ________________________________________________________________
__________________________________________________________________________________________________

Do you have any know ALLERGIES and/or DRUG SENSITIVITIES?   No      Yes, please list: _______________
__________________________________________________________________________________________________

List any vitamins and/or herbal supplements that you currently take: ___________________________________________

List previous operations with dates: _____________________________________________________________________
__________________________________________________________________________________________________

Circle “Y” for “Yes”, “N” for “No” in response to the following:

Do you smoke? Y N How much per day? _________________________________________________
Do you drink? Y N How often? _______________________________________________________
Do you bruise easily? Y N
Do you take aspirin, ibuprofen or similar over-the-counter medication? Y N

Family History: Diabetes Y N Cancer Y N
 Heart Disease Y N Other: _______________________________________________

Do you have now or have you ever had:
 breathing problems Y N kidney disease Y N
 high blood pressure Y N bladder infection Y N
 heart disease Y N arthritis Y N
 epilepsy Y N auto immune disease Y N
 glaucoma or cataracts Y N      (AIDS/HIV, lupus, polyarthritis, etc.)
 stomach ulcers Y N blood clots in leg Y N
 hepatitis/jaundice Y N pulmonary embolus (blood Y N
 estrogen therapy Y N    clot in lung)
 psychiatric counseling Y N diabetes Y N
 gout Y N cancer Y N

Have you ever had a blood transfusion? Y N If Yes, enter date or year _________________
Would you accept a blood transfusion if needed in an emergency situation while under the physician’s care? Y N

Are there any medical problems not listed above that you would like the physician to be informed about?
__________________________________________________________________________________________________
I certify that the above information is correct to the best of my knowledge:

Patient Signature: ___________________________________________________  Date: _____________________


