
 

 

 
Name:____________________Age:________ 
Date of Birth: __________________________ 
Family Physician: _______________________ 
Height____Weight____Wt. 2 Years Ago_____ 
Right Handed______Left Handed______ 
 
ALLERGIES TO MEDICATIONS: 
Penicillin  Yes No 
If Yes, Reaction: ___________________________ 
Aspiri n   Yes No 
If Yes, Reaction: ___________________________ 
Codeine  Yes No 
If Yes, Reaction: ___________________________ 
Sulfa   Yes No 
If Yes, Reaction: ___________________________ 
Iodine   Yes No 
If Yes, Reaction: ___________________________ 
Tape Adhesive  Yes No 
If Yes, Reaction: ___________________________ 
Latex   Yes No 
If Yes, Reaction: ___________________________ 
 
Li st any other allergies:_____________________ 
_________________________________________
_________________________________________ 
CURRENT MEDICATIONS: Include over-the-
counter medications, and any herbal supplements 
(name, amount, number taken per day) 
_________________________________________ 
_________________________________________ 
_________________________________________ 
_________________________________________ 
_________________________________________ 
_________________________________________ 
_________________________________________ 
_________________________________________ 
SURGICAL HISTORY: 
Arthroscopy  Yes No     Year_____ 
Back Surgery  Yes No  Year_____ 
Carpal Tunnel  Yes No Year_____ 
Fracture Surgery Yes No Year_____ 
Foot/Ankle  Yes No Year_____ 
Knee Surgery  Yes No Year_____ 
Shoulder Surgery Yes No Year_____ 
Appendectomy  Yes No Year_____ 
Tonsillectomy  Yes No Year_____ 
Hysterectomy  Yes No Year_____ 
Gallbladder  Yes No Year_____ 
Other_____________________________________
________________________________________ 
 

 
Non-Surgical 
Hospitalizations:__________________________ 
_________________________________________ 
Reaction to Anesthesia: 
If yes, please describe reaction: ________________ 
______________________________________________ 
MEDICAL HISTORY:   Il lnesses you have 
experienced 
Musculoskeletal: 
Arthritis   Yes No 
Gout    Yes No 
Polio    Yes No 
Fractures   Yes No 
Auto-Immune Disorders  Yes No 
Neurological: 
Stroke    Yes No 
Epilepsy / Seizures  Yes No 
Migraine Headaches  Yes No 
Cardiac: 
Angina    Yes No 
Heart Attack   Yes No 
High Blood Pressure  Yes No 
High Cholesterol  Yes No 
Blood Clots   Yes No 
Pulmonary: 
Asthma/Lung Problems  Yes No 
Sleep Apnea   Yes No 
Pneumonia   Yes No 
Tuberculosis   Yes No 
GI: 
Liver Disease   Yes No 
Hepatitis   Yes No 
Gallbladder Disease  Yes No 
Ulcers    Yes No 
Hiatal Hernia   Yes No 
GERD    Yes No 
Hem / Oncology: 
Bleeding Disorder  Yes No 
Anemia    Yes No  
AIDS / HIV   Yes No 
Cancer    Yes No 
Endocrine: 
Diabetes   Yes No 
Thyroid Disorder  Yes No 
GU: 
Kidney Stones   Yes No 
Kidney Disease   Yes No 
Bladder Infections  Yes No 
Psych: 
Any Psychiatric Disorders: ___________________ 
Please Complete Both Sides – Thank You! 



 

 

 
 
Any history of antibiotic resistant infections such 
as MRSA or VRE?         Yes      No             
I f yes, please specify and explain where? 
_________________________________________ 
 
Other Medical Problems:___________________ 
_________________________________________
_________________________________________ 
Have you seen any other physician for these 
problems? ________________________________ 
 
SOCIAL HISTORY: 
Single/Married/Separated/Divorced/Widowed 
Education Completed______________________ 
Sports/Exercise___________________________ 
Hobbies________________________________ 
 
Cigarettes:_________Packs Per Day__________ 
How Many Years?_______Year quit_________ 
Alcohol:# of drinks/beer per week___________ 
Drug Abuse:_____________________________ 
 
Occupation:_____________________________ 
Company Name:_________________________ 
Length of Employment:____________________ 
Days Missed for Medical Reason:____________ 
Previous Occupation:______________________ 
Job Duties:______________________________ 
_______________________________________ 
Lift less than 25lb______Lift 25-50lbs________ 
Lift more than 50lb_____ 
 
FAMILY HISTORY: (State which relative, and 
provide details) 
Arthritis________________________________ 
Cancer_________________________________ 
Club Feet_______________________________ 
Congenital Hip Dislocation_________________ 
Diabetes________________________________ 
Epilepsy________________________________ 
Heart Attack_____________________________ 
Heart Problems___________________________ 
Hepatitis________________________________ 
High Blood Pressure______________________ 
Nervous Disorders________________________ 
Scoliosis________________________________ 
Stroke__________________________________ 
Tuberculosis_____________________________ 
Major Anesthesia Problems_________________ 
 

IMMUNIZATIONS UP-TO-DATE?  Yes  No 
 
 
In the last 12 months have you experienced the 
following? 
Weakness / Dizziness       Yes       No 
Shortness of Breath        Yes       No 
Chest Pain         Yes       No 
Anxiety         Yes       No  
High Blood Pressure                        Yes       No 
Chronic or Frequent Cough      Yes       No 
Sleep Apnea ri sk:  
Snore loudly?         Yes       No 
If so, how often? ___________________________ 
Stop breathing during sleep?       Yes       No 
Have headaches in the morning?       Yes       No 
Seem overly sleepy during the day? Yes       No 
FEMALE PATIENTS ONLY: 
Have you started menstruation?       Yes       No 
At what age did you start?____________________ 
Do you take medication to regulate your period?        
          Yes       No 
Are you pregnant?         Yes       No 
 
# of children________ # of pregnancies_________ 
#of miscarriages________ 

 
I  have read and truthfully answered these 
questions to the best of my knowledge. 
 
Please sign and date below: 
 
_________________________________________ 
Patient, Parent or Guardi an Signatur e / Date 
 
 
 
Updates: 
 
_________________________________________ 
Patient, Parent or Guardi an Signatur e / Date 
 
 
_________________________________________ 
Patient, Parent or Guardi an Signatur e / Date 
 
 
_________________________________________ 
Patient, Parent or Guardi an Signatur e / Date 
 
Please Complete Both Sides – Thank You! 


