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Name:	___________________________________________	Height	(inches):	______________	
	

PAST	MEDICAL	HISTORY	(PLEASE	CIRCLE)	
	

Respiratory	Disease	 	 Glaucoma	 	 	 Bleeding	Problems	
	
Diabetes	 	 	 High	Blood	Pressure	 	 Cancer	(Type):	_______________________	
	
Neurological	Disease	 	 Heart	Disease	 	 	 Stroke	 	
	
HIV,	Infectious	Disease	 Liver	Disease	 	 	 Hepatitis	(Type):	______________________	
	
Kidney	Disease	 	 Autoimmune	Disease	 	 Gastrointestinal	Disease	
	
Arthritis	 	 	 Other	Medical	Conditions:	______________________________________	
	

PAST	SURGICAL	HISTORY	
	
Date	 	 	 	 Procedure	
	
__________	 	 	 ________________________________________________________	 	
	
__________	 	 	 ________________________________________________________	 	
	
__________	 	 	 ________________________________________________________	 	
	
__________	 	 	 ________________________________________________________	 	
	
__________	 	 	 ________________________________________________________	 	
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MEDICATIONS	

	
Name	 	 	 	 	 	 	 Dosage		 	 	 Frequency	 	 	
	
____________________________________		 _________________	 	 ______________	 	
	
____________________________________		 _________________	 	 ______________	
	
____________________________________		 _________________	 	 ______________	
	
____________________________________		 _________________	 	 ______________	
	

DRUG/MEDICATION	ALLERGIES	
	
Allergy		 	 	 	 	 	 	 	 Reaction	
	
____________________________________________	 	 __________________________	 	
	
____________________________________________	 	 __________________________	 	
	
____________________________________________	 	 __________________________	 	
	
____________________________________________	 	 __________________________	 	
	

SOCIAL	HISTORY	

Alcohol	Consumption			 Yes	�			No	�				________	#	of	drinks	per	day		

Tobacco	Consumption	 Yes	�			No	�			Former	�		

Caffeine	Consumption	 Yes	�		No	�				__________	#	per	day		

Exercise	 	 	 Yes	�			No	�		

Occupation:	__________________________________________________	

Psychiatric	History:	____________________________________________	
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