Patient Name ' Age
MEDICAL HISTORY

1.  When was last physical BXamM? .......ccciiice e rnirrar e ersaesaes
2. Physician Name et eren s ranes e e ne meaeiea e AR AIeRIA R R LA fas SEeat eh s EeEg Rt AR AR OB b Oe Ak e smanseeaneneorastan SRR,

AATOSS ...cciiviitiiiisimisies i sartte s cees e e sh et sbetr e eas et eas s aae e r e bt s osse s er b es e b e e bR et s arans ems e e e Rod bareseemean sen sers
3. Have you been a patient in the hospnal dunng the past two years? .................................................................................................... srerresene OYes [ No

If Y88, fOr What TRRSONT ....vereriieirrieieseerccnenris s sessssasbassnteseseesssmssasmssessnssnsss smsans e vttt eatt ereesae tad e mmrnn en amee
4. Have you ever been under the care of a medical doctor during the PAst WO YBAIS? .......cc.vvveeeeeiceeeeeeceveesesesssrssesesssssorssssassemeresmsmsmsrsmssseses OYes O No

If YOS, WHAL TAASONT .....ouieeeeeiersisitimsistite et mes s oecs e miease e et e et s s eese s e sv e ree s o8 et et v sr e e so 0 PR S48 4 ees e es e et et s et eeeeeseesesterare s nea tae e s naranes
5. Have you taken any prescription medicalicn during the past 12 months? .. eI eE e n et e ety rn e oA e P be et P et Eb et erenrrreee s reanes : OYes [ONo
6. Are you allergic to (i.e. itching, rash, swelling of hands, feet or ayes} or made sick by psmcillm aspinn. codeine or

ANY ArUGS OF MOAICAUONST «.vin e ceieeceien i creeecee e e st st e arar ittt d eatd s reses es e aesanses ee onroseessnessessnssatsmmemnres OYes [INo

YOS, PIOBSE IISE ..ot sren o ot b aesson e so b eb 10 s pnm sas s e v ia e T4 a8 8 1R a4 b bt eh s e st en e st as oo aatERe At st enesrasse b mans
7. Are you allergic to any anesthetic? : OYes ONo
8. Have you ever had any excessive blaeding xequirlng special traatment? ..........c..cccoverarnerienneveneceeens OYes O No
9, Check any of the following which you have had or have at present: _

[ Heart Failure O Stroke O Thyroid Disease O Yellow Jaundice

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

DO Angina Pectoris {Chest Pain) O Vkcers O Chemotherapy (Cancer, Leukemia) 03 Drug Addiction

[1 High Blood Pressure O Bieeding Disorders O Arthritis 01 Hemophilia

1 Heart Murmur O Shortness of Breath [3 Rheumatism 0O Venereal Disease (Syphilis, Gonorrhea)

1 Rheumatic Fever O Emphysema [3 Cortisone Madication 0 Cold Sores or Fever Blistars

O Congenital Heart L.esions 0O Cough [ Glaucoma O Genital Herpes

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

a Anificial Heart LLesions O Asthma O Cosmetic Surgery DO Fainting or Dizzy Spells

O Heart Pacemaker O Hay Fever 0 HIV Positive (AIDS) 1 Nervousness

O Heart Surgery O Sinus Trouble O Hepatitis A (Infectious) I Psychiatric Treatment

O Anrtificial Joint D Allergles or Hives O Hepatitis B (Serum) 0O Sickie Cell Disease

0 Anemia O Diabetes O Liver Diabetes [] Bruige Easily
10. DO you SMoke? HOW MUCKT .....ceurreee e cerremvsressrmerenrsssassssssrens ettt et e AR e PR SR bt b et s rebatnan OYes DONo
11. Do you drink alcoholic beverages? .... bttt e b s s nemens OYes OO No
12, DO YOU USO TOCTORNONMA! LIUGET ....ciiomiieercee i st e e trrest caeseos sestsaestrotaressartassesbrbnns s bebbd besamssmsmss smsms sansssnesstonesnostarentboren OYes £l No
13. When you walk up stairs or take a walk, do you aver have to stop because of pain in your chest, or shortness of breath,

or because you are very tired? ...t T, DYes O No
14. Do your ankles swell during the day? ..............eow.ceereeeeeseommseeseoeses e OYes ONo
15. Hawve you lost or gained more than 10 pounds in the last year? OYes ONo
16. Do you use more than two pilows 10 SIBEPT ......ciciecrimioriisneier e e em e cesees e emeren OYes O No
17. Do you ever wake up from sieep short of breath? ....... et e s eeaer s s ety eara s ...0Yes (] No
18. Are you on a special diet? .. et eehee iy esEe e EOREOS RS IALOR ARSI LSRR LS PEA SRS A4S e E R A ERNALL S t et e R ameaa e re A er e P st s ee emiReOE YO A IR I eSS It e RO ORI EeE OYes O No
19. Has your medical doctor ever said you have 8 CANCOE OF TUIMOIT ..o ceemsmercisrestonsnarmes torsr e tares oo s4arareranrenbass 1o tashbanans rases smssmsasabaterensas OYas ONo
20. Do you have any disease, condition or problem not iisted? .......c.eeceercieeemieerescvineannns OYes ONo
21, Listal medications you &re taking at this tiMe: ... et s s O POIN
22, Women: Are you pregnant? U Yes D No Il yes, what MONEN BFE YOU QUBT? .......ccrecrirenreniresisinorecenenssssssrsssinsasss sisssnrarassassenes

A8 YOU tAKING DIFI CONIOE PHIST .....e. et rae e ceceme s e saaor s e se s saesar o b et s s s e bt B a0 R fademtemmsmsemsem amtsmsmn ems ot sameen mn ememt eap et ememaesr e sens seenressarntes DOYes O No

(You should be aware that research has shown that certain antibiotics may alter the effectiveness of birth control pitls}

| certify that the above information is compliete and accurate

Patient’s Signaturs (tf ¢hild, signature of responsible person) Date
MEDICAL ALERT
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