


 
 
 
 
 
 
 

  Patient’s Name ______________________________________________________________________________________ 
 
       MEDICAL HISTORY 
 
  Physician__________________________________________________________________ Phone ___________________ 
 
  Complete address_____________________________________________________________________________________ 
 
  General Health and Known Illnesses_______________________________________________________________________ 
 
  ___________________________________________________________________________________________________ 
 
  ___________________________________________________________________________________________________ 
 
  Present Medications___________________________________________________________________________________ 
 
  Surgery (with Approximate Dates) ________________________________________________________________________ 
 
  ___________________________________________________________________________________________________ 
 
  Is there a possibility that you may be pregnant? _____________________________________________________________ 
 
  Have you ever had an allergic reaction to medication?       Yes____ No___ 
 
  If Yes, please list medication _____________________________________________________________________________ 
 
  Have you ever had an allergic reaction to foods, latex, metals or any other substance?    Yes____No____ 
 
  If Yes, list food(s) ______________________________________________________________________________________ 
 
  Have you ever had any of the following:  Circle YES or NO 
 
  Bleeding History No Yes   High Blood Pressure  No Yes 
 
  Cancer  No Yes   Migraine Headaches  No Yes 
 
  Diabetes  No Yes   Stomach Ulcers  No Yes 
 
  Hearing Loss No Yes   Hepatitis   No Yes 
 
  Epilepsy  No Yes   Kidney Problems  No Yes 
 
  Liver Problems No Yes   AIDS or other immune No Yes 
        System disorder 
 
  Cardiovascular disease (heart trouble, heart attack, coronary insufficiency,   No Yes 
  coronary occlusion arteriosclerosis, stroke) 
 
  Damaged heart valves (Mitral valve prolapse, artificial heart valve, heart murmur)  No yes 
  or any other conditions which may require you to be premedicated. 
 
  If yes, does your condition require you to be premedicated? ________________________________________________________________ 
 
  ________________________________________________________________________________________________________________ 
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