
Patient Medical Historv

Patient Name: DOB

Complete Address Zipi

Primary Physician O'fficePhone Dateof laste,€m-

Have you been hospitalized for serious illness or sqgkal operations? Yes llo lf yes please llst:

Are you under medical treatment now? Yes No

Are you taklng any medlcation includlrq mrrprcscrfpdd? Ycr t[o lf ycs, pleae ll4

Do you smoke/use tobacco? Yes t{o Do you use alcohol? Yeo tto @caine? Yes lto Otlrer drugs? .Yes l{o

Are you allerglc to or hane had a reacton to any of tfre fflowlq? lGrcle all tfrat appfyf

Penicillln
Amoxiclllin

, Cllndamycln

Azlthromycln
Erythromycln
Cipro
Augneflin

Hydrocodone
Onyoodone
Demerol
lbugoftn

Asplrln Sulfa Drugs

latex @deine
lodlne LocalAnesthetic
Sedatiug

Heart Disease or Attack
Heart Fallure
Angina Pectoris
Gongenital Heart Disease
Hardening of the Afteries
Heart Murmur
High Blood Pressure

MltralValve Prolapse
Artificial Heart Valve
Heart Surgery
Thyroid Problems
Epilepsy or Selzures

Pacemaker
Uver Dlsease

KidneyTrouble
Nenrorrcness

HIV Positive
SlnusTrouble
Emphysema
Cosmetic Surgery
Sidde Cell Direase
Chronic Cough
Bruise Easlly

Rheumatic Fever

Keflex/Cephalenin
Otren

WomenOnly
Are you pregnant or thlnk you may be pregnant? Yes llo Taking blrth control pills? Yes. No Nursing? Yes No

Do you hare any of the fiolbunnt: (Grde dl $tt adyl

Hepatitis
Diabetes
Ulcen
AIds
Stroke
Asthma
Jaundke
Anemla
Arfifffs
Glaucoma
Rheumadsm

Tuberculosls

Inthoffzdon and ndoa+
I certify that I have read and understand the above informatlon to the best of my knowledge. The above questions have

been accurately ansurered. I understand that prodding Incorrect Information can be dangerous to my healttt. lt ls my

responsibility to Inform this office of any changes in my medical staur.

DrugAddictlon
Cortisone MedicaUon
Allergies or Hives

Venereal Disease

Blood Transfuslon
ColE sores/Herpes
Fainting or DizrySpells
Chemotherapy
Radiation Therapy
Paln in Jaw Jolnts
Psychiatric Treatment
AftiftclalJolnts (Hips, Knee, er.

(Parent orGuardlan lf patient is a mlnor)


