Patient Name:

Patient History Form

BP

HT

WT

*Please List all allergies including medications, foods and anything environmental (including Latex)

Allergies

Reactions

Patient Nickname/ Goes by:

Emergency Contact:

Primary Care Physician and phone #:

Emergency Contact Phone:

*Please list ALL current medications you are taking including vitamins, herbals, etc.

Medication Dose and Freqguency

Medication Dose and Freqguency

*Have you ever had problems with any of the following? If yes please explain:

Problem Yes or If yes, please explain
No
Cardiac
Heart Disease/ Chest Pain/Heart Attack Y N
Irregular Heartbeat/Pacemaker Y N
High Blood Pressure Y N
Family history of cardiac problems Y N

Respiratory

Asthma/Wheezing

Sleep Apnea/Use a CPAP

Pneumothorax

Bronchitis

Emphysema

Sinus Problems

Recent Cough or Cold

Trouble lying flat

Current oxygen use at home
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Neurologic

Epilepsy/Seizures

Severe Headaches/Migraines

Stroke

Mental IlIness/Depression

Spinal Cord Injury

Endocrine

Diabetes

Thyroid Disease

Cortisone/Steroid Use in past year
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Renal

Bladder Problems

Kidney Disease

Prostate Problems

Could you be pregnant

<|<|<|<
zZ|Z2|1Z2|2

Hematologic

Anticoagulant/blood thinner

Recent aspirin/anti-inflammatory

Bleeding Problems

Blood Clots

Blood Transfusion
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Gl/Hepatic

Liver Disease/Hepatitis/Jaundice

Current Trouble Swallowing

Heartburn/ Hiatal Hernia/ Ulcers

Special Diet

Bowel Problems

<|<|<|<|<
2122|122

Skeletal

Arthritis

Neck Problems

Back problems

Any current physical restrictions

False/capped/loose teeth

Does one leg feel longer than the other

Broken Bones in the past
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Other

Skin problems

Cancer (If yes, what kind)

Chronic infections (i.e. MRSA)

Does your skin break out when exposed to
metal
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Social

Tobacco Use

<
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Now? Past? How Much?

Please Circle

Cigarette? Pipe? Chew? Cigar?

Alcohol use and amount

Do you consume street drugs?

Y
Y

What do you do for a living?

*Have you had any of the following symptoms in the last couple of months?

Fevers Y N Weight Loss Y N
Balance Problems Y N Mood Problems Y N
Vision Problems Y N Chest Pain Y N

Cough Y N Difficulty with Urination Y N

Breathing Difficulty Y N Nausea/Vomiting Y N

Diarrhea Y N Skin infections Y N

Joint Pain Y N Other (please describe)

*Please list ALL previous SURGERIES and ALL HOSPITALIZATIONS (include dates if possible)

Date Surgery/Hospitalization

Problems with Anesthesia?

*Please list any major medical problems that run in your family (include person affected)

Medical Problem

Relation to patient

Any blood relatives having trouble with

anesthesia?

*Please answe

r the following

Sleeping Difficulties? Y N Wear glasses? Y N
Fears/Anxieties? Y N Wear contacts? Y N
Financial problems or concerns? Y N Blind? Y N
Emotional concerns? Y N Hard of hearing? Y N
Wear hearing aids? Y N

*How do you prefer to get information? Demonstration Listening Reading

What is your primary language? English

Patient Signature

Spanish Other

Date

Reviewed By/Date

Reviewed By/Date
Reviewed By/Date

Reviewed By/Date
Reviewed By/Date
Reviewed By/Date




