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Past Medical History

Name: 	 	 	 	 	 	 	 	  Date of Birth: 	 	 	 	

Allergies to Medications: 	 	 	 	 	 	 	 	 	 	

List all past operations and/or serious illnesses (i.e. heart problems, hypertension, diabetes):

	 Operation/Illness			   Year			   Outcome

	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	

List all medications you are currently taking: 			   Have your grandparents, parents, or  
             Medicine                    Dose/Frequency			   children had any significant medical 
	 	 	 	 	 	 	 	 problems?	 Yes 	 or	 No
								        Specify: 		 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	

Review of systems:	 Have you or do you:

Recently lost or gained significant weight?	 	 Y   N	 	 Any lung/breathing problems?	 Y   N	
Had fever/chills/night sweats in the past month?	 Y   N	 	 Had chest pain?	 	 	 Y   N	
Had any rashes that lasted more than 1 week?	 Y   N	 	 Being treated for high blood pressure	
Had skin cancer?	 	 	 	 	 Y   N	 	 or heart problems?	 	 Y   N	
Bruise easy?	 	 	 	 	 Y   N	 	 Had phlebitis/blood clots in the veins	
Have any chronic ear/hearing problems?	 	 Y   N	 	 of your legs?	 	 	 Y   N	
	 if yes, please specify: 	 	 	 	 	 Any joint problems (arthritis)?	 Y   N
	 	 	 	 	 	 	 	 Have hives/hay fever/asthma?	 Y   N

Had any nausea/vomiting in the past month?	 Y   N	 	 Been treated for depression?	 Y   N	
Have any stomach pain?	 	 	 	 Y   N	 	 Had seizures?	 	 	 Y   N	
Have pain when urinating?	 	 	 Y   N	 	 Had any numbness or tingling?	 Y   N	
Any kidney/bladder infections in the past month?	 Y   N	 	 Had any paralysis?	 	 Y   N	
Been told you have bleeding problems?	 	 Y   N	 	 Been told you have problems with	
	 	 	 	 	 	 	 	 lymph glands	 	 	 Y   N

Comments: 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	

Patient Signature 	 	 	 	 	 	 	 Date:	 	 	 	








