
,QLWLD,QLWLDOO +L+LVVWRU\WRU\
Patient Name:  _______________________________________       Sex:  # Male # Female 
 
Date of Birth:  _______________________________________                  Date:  _______________ 
 
 
)DPLO\)DPLO\

# Single # Married # Partner # Separated/Divorced # Widowed # Child 
 
:RUN +LVWRU\:RUN +LVWRU\

Are you currently employed outside the home? # Yes # No 
 
Present type of work:  _______________________________________________________________________ 
 
3DVW 0HGLFDO +LVWRU\3DVW 0HGLFDO +LVWRU\

Anemia   #      Hereditary Problem #  

Arthritis   #      High Blood Pressure #  
Asthma/Lung Problem #      High Cholesterol # 
Bladder/Kidney Problem #     HIV   #  

Blood Disorders  #      Immunity Problem #  
Cancer    #     Liver Disease  #  
Diabetes   #     Mental Illness  # 
Drug/Alcohol Abuse  #      Mental Retardation #  
Ear Problem/Deafness  #      Neurological  #  

Eczema/Skin Problem  #     Obesity  #  
Emotional/Behavioral  #     Phlebitis  #  

Eye/Visual Problem  #     Respiratory Infection  #  

Heart Attack   #     Seizures  # 

Heart Problems  #      Stomach/GI Problem #  
Hepatitis A   #      Stroke   # 

Hepatitis B   #      Thyroid/Endocrine #  

Hepatitis C   #      Tuberculosis  #  
Other  ____________________________________________________________________________________ 
          _____________________________________________________________________________________      
          _____________________________________________________________________________________ 
 

3DVW 6XUJLFD3DVW 6XUJLFDOO +LVWRU\+LVWRU\

# Yes  # No  If ‘Yes’, please list:  _________________________________________________ 
 

0HGLFDWLRQV�0HGLFDWLRQV� Please list:  

___________________________________________________________________ 
 



5HYLVHG5HYLVHG -X-XOO\\ ������ ��������

3DWLHQW 1DPH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB3DWLHQW 1DPH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH� B'DWH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

$OOHUJLHV$OOHUJLHV

# None # Penicillin # Sulfa   # Codeine  # Aspirin  # Iodine # Latex    # Morphine 
 
Other: ____________________________________________________________________________________ 
 
 
5HY5HYLLHZ RI 6\VWHPVHZ RI 6\VWHPV

Do you smoke?                          # No                      # Yes            If yes, how long?  _________    

How much? # half pack  # pack   # pack and a half  # two packs  # two and half packs # three packs 

  # more 
If you have stopped smoking, when did you stop? ____________  How long did you smoke? ____________ 

Do you drink alcohol?              # rarely # socially # moderately 

Do you use recreational drugs? # Yes  # No 

What? ___________________ How Often? # Daily # Weekly # Monthly # Seldom 
 
 
)DPLO\ +LVWRU\)DPLO\ +LVWRU\

# Allergies            # Anemia/Blood Disorders   

#Asthma/Lung Problems      # Diabetes                         

# Heart Attack      # High Blood Pressure         

# Stroke               # Other ________________________________________ 
 
 
 
+RZ ZHUH \RX UHIHUUHG W+RZ ZHUH \RX UHIHUUHG WRR RXU RIRXU RIIILFH" BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBLFH" BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  

            
 
)DPLO\ 3K\VLFLDQ�0HGLFDO 'RFWRU)DPLO\ 3K\VLFLDQ�0HGLFDO 'RFWRU
 
Name     ___________________________________________________ 
 
Phone Number ___________________________________________________ 
 
Address  ___________________________________________________ 
 
City, State, Zip ___________________________________________________ 
 
 



5HYLVHG5HYLVHG -X-XOO\\ ������ ��������


