Name: Date:

HEALTH INFORMATION BACKGROUND

Please take a few minutes to complete the following, describing your usual condition. Your current problem
will be discussed in depth with your doctor.

Do you have any Allergies (Seasonal, Medications, Food, Insect Bites or Other), please list allergy and
reaction:

Do you use tobacco? _ If yes, how much per day? How long?
Do you consume alcohol?  Ifyes, what type? How much?
Per day? How long?

Check all medical conditions that YOU have presently or have had in the past:

_High Blood Pressure ___ Hepatitis _ Deafness _ Pancreatitis

__ Diabetes __Anemia ___ Blindness _Gall Bladder Disease
__Angina _ Kidney Disease _ Glaucoma _ Nervous/Mental Condition
____Heart Attack ___Seizures ____Emphysema ____Tuberculosis

_ Heart Failure __ Thyroid Problems  Asthma _ Cancer

__ Migraines _ Stomach Ulcer _ Stroke __ Pneumonia

___ Cirrhosis _ Asthma __ Meningitis _ Mumps

_ Heart Murmur _ Chicken Pox __ Rheumatic Fever _ German Measles
____Measles __T.B.

Other not listed above and please explain:

List your Current Medications, dosages, and how often you take them.

mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day
mg. times per day

mg. times per day




Give information for the last three times you have been hospitalized or had out patient surgery:

(1) Hospitalization/Surgery:
Date: Place:

Reason:

(2) Hospitalization/Surgery:
Date: Place:

Reason:

(3) Hospitalization/Surgery:
Date: Place:

Reason:

Women only:

Do you think or are you currently pregnant?

Date of last mentrual period Began at age Occurs every days
(Circle one) Regular/Irregular (Circle one) Flow: Light/Medium/Heavy/Clots
Pain? Number of Pregnancies Term Babies Pre-Term
Miscarriages Abortions Age of oldest child Youngest

Last pap smear (year) (Circle one) Normal/Abnormal

Family History:
Y/N
Living Age List Major Illnesses

Father:

Mother:

Sibling:

Paternal
Grandfather:

Paternal
Grandmother:

Maternal
Grandfather:

Maternal
Grandmother:

Children:







