Patient Name Age

MEDICAL HISTORY

1.  When was last physical exam? ...
2. Physician Name

Address .... .
3. Have you been a patient in the hospital dUING the PASt tWO YBAIS? ........c.cceeueiiiiiiieiereiesieeeneeseesesesesssssssssessssessessesssesseessessesssssesessssesessssssnene OYes O No

If YOS, fOr WHAE FBASONT .....c.eviuieiirciiniiitirc it e et s st s saa b et e e e e s enes s essssesesesenssessesansenssasssasasesssnsnssensssestssssesasareressnssesesasntasssnsasaes
4. Have you ever been under the care of a medical doctor during the past two years? reeesreestes it ea et s e st e e s nraenan e sasasaannen OYes 0O No

I YOS, WHAE FBASONT ..ottt st e e s e e e e bbb bR bbbt b e a8 e A s 4ot ee e seme st eaeasseeee sttt et s seeeesseaseaeeareetanesese e s satanns
5. Have you taken any prescription medication during the Past 12 MONINS? ........ccceceerierieeceiiee e reeeeereeeeeesssesesaeeeesesssseseseseeseeesssresseresemssesiosseas OYes 0O No
6. Are you allergic to (i.e. itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, aspirin, codeine or

Ny Arugs OF MOAICAUONST ...ttt et ee et e re st sasse e be e ssesestebsnsesessobatemsasesestessstesanssnsssasasntesenesssassesessestesnrasssssares OYes OO No

I YOS, PIOASE LISt ..ottt ettt s ves e e e e et b e b st netsme e s esesenent e ee et et seeaeaeseeearmesetannras
7. Are you allergic to any @nBSthBLICT .........cccccccurernrerinceneneirterrerersrrsereseresssesessessssesssasenssssene . OYes ONo
8. Have you ever had any excessive bleeding requiring special treatment? ..............ccceveuernenen... OYes ONo
9. Check any of the following which you have had or have at present:

0] Heart Failure O Stroke 0O Thyroid Disease O Yellow Jaundice

0O Heart Disease or Attack 0O Kidney Trouble [0 X-Ray or Cobalt Treatment 0 Blood Transfusion

O Angina Pectoris (Chest Pain) 0O Ulcers O Chemotherapy (Cancer, Leukemia) 0 Drug Addiction

01 High Blood Pressure O Bleeding Disorders O Arthritis 0 Hemophilia

1 Heart Murmur O Shortness of Breath O Rheumatism 0 Venereal Disease (Syphilis, Gonorrhea)

O Rheumatic Fever 0O Emphysema O Cortisone Medication 0O Cold Sores or Fever Blisters

O Congenital Heart Lesions 0O Cough O Glaucoma O Genital Herpes

[ Scarlet Fever 0O Tuberculosis (TB) 0O Pain in Jaw Joints [ Epilepsy or Seizures

ju] Arti_ficial Heart Lesions O Asthma O Cosmetic Surgery 0O Fainting or Dizzy Spells

O Heart Pacemaker O Hay Fever 0 HIV Positive (AIDS) O Nervousness

O Heart Surgery 03 Sinus Trouble O Hepatitis A (infectious) O Psychiatric Treatment

O Artificial Joint 0 Allergies or Hives O Hepatitis B (Serum) 0O Sickie Cell Disease

0 Anemia 0O Diabetes 0O Liver Diabetes 0 Bruise Easily
10. DO you SMOKE? HOW MUCNT .....couuceerercesisesersrnessesnsseressssensaessons bttt sttt s as e s R et bana e sensesasbnbans QOYes O No
11. Do you drink alcoholic beverages? . OYes 0O No
12. DO YOU USE recre@tioNal ArUGST .........ccoveiiiiiriiiieiiiisecninreesisistesessssssesmrnessesersssserarssssesassnsssessesenssssssessasssssssensonsasstsssnses OYes [ No
13. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest, or shortness of breath,

or because you are very tired? . rrrereenesteenanen OYes O No
14. Do your ankles swell during the day? ...........eceeeeeeereerereerorecnes cereet e Rr bR RR e R bR e AR en s bat OYes O No
15. Have you lost or gained more than 10 pounds in the last year? ............ccccevevrveerernenne OYes O No
16. Do you use more than two pIllows 10 SIBBP7? ........cccccvereereeinecerinesesteesseesieesesessessenns OYes ONo
17. Do you ever wake up from sieep short of breath? .............cccccrecencirenrcnnenenesecneeeresrressreen .OYes ONo
18. Are you on a special diet? ... s OYes O No
19. Has your medical doctor ever said you have a cancer or tumor? ........... e eereereneiresesb st SR et a b e r e e et s s SRS e srn e e e renese e ebesanarnraean OYes O No
20. Do you have any disease, condition or problem ROt HSLEA? ...........ccvcveerevrreecerniieenessensesessnrsressrarssessessessessoseesssssnes . ...OYes 0O No
21. List all medications you are taking at this time: .........cc.c.eceeernvrvininrceniennnrecerereeseee e tersresanesassanessersestrsnarennans retrrren bttt re e e e saesbessasnrnnane
22. Women: Are you pregnant" OYes ONo If yos, what MONth Are YOU QUB? .........ccecuierirvenirerrnisireesei e sesetesestesssasssassssrasssssssessasstssssensssssssessesesans

Are you taking birth control piils? reesnrernneiens

(You should be aware that research has shown that certain antibiotics may alter the effectiveness of birth control pills)
| certify that the above information is complete and accurate

Patient’s Signature (lf chiid, signature of responsible person) Date

MEDICAL ALERT
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