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PATIENT'S NAME: N~ >
MEDICAL HISTORY
Check / list any condition(s) in your history or that you currently have:
[ JAnemia [ |Fainting Spells [ JLeg Cramps [lsickle Cell Anemia
[JAsthma CJGout [ ]Liver Problems [JStomach Ulcer
[JArthritis [(JHeart Trouble [ lLow Back Problems [Cistroke
[CIBlood Problems [(Hepatitis [(JPhiebitis [ JTuberculosis
[]Cancer [[JHigh Blood Pressure | [_]Poor Circulation [ JUnequal Leg Length
[Diabetes [ JHIV (AIDS) [[JProne to Infection [“IVaricose Veins
[ IEpilepsy (seizure) [ ]Kidney Problems [ JShortness of Breath
Other
Additional system review (check/list any other condition(s) you currently have
[ rever [_IChest pain [(INervous disorder [ Istomach problems
[_INose/sinus problems | [ |Muscle pain EIAnxiety DWeight gain/loss
[ISore throat [ INerve pain [TJMental/ Emotional [(1Skin problems
[:]Swa]lowing difficulty | [_JNeurclogical/ muscular problems [ ]Ulcers/skin changes
[JEar/hearing difficulty problems [JLymph gland problems | [ |Sores in mouth
[_lAllergies (seasonal) | [ JMigraine headaches [)Thyroid problems [ ]Breast lumps
[JDizziness/balance [(JPoor vision [[JHormone problems [JBlood in urine
difficulty [JEye Problems [)"Gland” problems [ Urine/Kidney
[ Fast/slow pulse [IGlaucoma problems
[[J'Bleeder”
Other
Check yes or no to the following:
.| Do you smoke? [lYes [JNo Ifyes, amount
Do you drink alcohol? [JYes [[JNo Ifyes, amount
Do you take illegal drugs? [[JYes [_JNo Ifyes, amount
Do you take any medication? [_JYes [ JNo (include prescriptions, over the counter meds & vitamins
If yes, list name and dosage;
Check any allergms you have:
[JAdhesive Tape L__]Aspirin [[IJNovacaine Other
[_JAntibiotics DCodeine [ TPenicillin Other
[_JAnticoagulants [JIodine [_ISeafoods Other
Please list any significant surgeries you have had within the last 10 years .
Date:
Date:
Date;
Please list any significant hospitalizations you have had within the last 10 years
Date:
Date:
Date:
If femnale, could you be pregnant?lees DNO
Name of family physician: Date of Last Exam:
PATIENT'S SIGNATURE DATE




