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Patient Name      
Acct #  ___________
Height       ft.       in.

Weight       lbs.  

Age       
Please check if you have a history of:

 FORMCHECKBOX 
 Asthma       
 FORMCHECKBOX 
 Diabetes


 FORMCHECKBOX 
 Hypertension (High Blood Pressure)
 FORMCHECKBOX 
 Heart Disease
 FORMCHECKBOX 
 Cancer (Specify Type):      
 FORMCHECKBOX 
 Emphysema 
 FORMCHECKBOX 
 Urinary Tract Infections

Do you smoke or chew tobacco?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  

 
If yes,       packs per day, for       years

Do you drink alcohol regularly?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
If yes,        drinks per week, for       years

Do you use any recreational (street) drugs?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If yes, name of substance      
List any Medical Conditions you may have other than stated above:

     
List all Surgeries you have had:

     
List all Allergies to MEDICATIONS and your reaction:

     
List ALL medications, including over-the-counter, herbals, with dosages and schedules, and reason why you are currently taking them.        
Staff Use:  Form created       
     Reviewed:             Staff Initials      
�








