MEDICAL HISTORY

FPatiemt’s Mamne: Date:

Are you allergic to any medications? | Ves [ Mo 1y please s

Have you had any reaction to amesthesia? [ [Yes [ [No 1rves, coqpiain

Do you reguire prophylaxis antibiotics? [ ] Yes [ No
Who is your Primary Care Physician? List Name, Address & Phone #:

o

=

Do you have now, or have ever had diseases or conditions of: (please check yes or no) ?
¥Wes No ENT

1 [J Glaucoma
L1 O Itchy eyes
] [ Earinfections ‘
i1 [0 Sinus Trouble Yes No MUSCULOSKELETAL
[ [0 Nosebleeds [1 [} Chronicback pain
L) 1 M™outh sores [1 [0 Ostecarthritis
3 ] Other {1 [0 Painincalves
3 [ Rheumatoid arthritis
RESPIRATORY 1 ] Lupus
[7 ] Shorness of Breath J [ Artificial joints __
Ll [ Wheesing [1 ] Other
i1 [OJ Asthma
[l [1 PBronchitis NEUROLOGIC
[ [O Othern: O [ Fainting or Joss of eonsciousness
J O seizures/Convulsions/Epilepsy
CARDIOVASCULAR Fxphain _
i1 [ Chest pain L O Sﬂ_“k'c-':
{1 [ High blood pressure [1 L] Mgra{neft'raqumt headaches
[1 [0 Lowblood pressure [1 [ Alzheimers disease
[1] [ Irepolar heartbeat [0 [ Other B
D ] Heart attack
[0 [0 Heart murmur HEMATOLOGIC
L] [ Cardiac surgery [] [ Swelling of feet/ankles
L] [0 Mital vaive prolapse [J [0 Phiebitis/painful veins
[1 [ Atificial heart valve [1 [ Varicose veins
[1 [J Pacemaker [1 [J ERloodclots
[J [ Phlebitis (inflammation of veins) [ [ Frequentor excessive bleeding
[1 [ High Cholesterol {1 L[] Bleeding after surgery
L O Other 1 O] Blood disease
{1 [ Taking blood thinners
GASTROINTESTIONAL O O Other
[] [] Heartbum
(3 [ Ulcers ENDOCRINE
1. [0  Liver disease/Hepatitis [0 [ Diabetes mellitus
O [0 Gallstones [0 [ Thyroid disease, typc i
[1 [0 Iritable bowel ] Other __
[1 [ Other
SKIN
Yes No GENITOURINARY [} [0 Skin Cancer
I:l D l,ncr.)ntj,nmce D [::[ P‘i‘nblcms W'ith hEﬂ]ing
L1 0O FPrequent Urination [ O Bleed easily
[1 [] Kidney Stones 1 Bl Keloids scars
Age of Menopause Ld [ Develop rashes in reaction to:
Agﬁ pE!"IUdS started E@Tg;};ﬁul.mns [JFnod CAEAvirFonmem
Frequency of periods .
] (g;: er O O Other




MEDICAL HISTORY
Cont page 2

Patient’s Name: Date:

Yes No PSYCHIATRIC
 Stress/anxiety

Mond swings
Depression
Thoughts of suicide
Other __

I 1]
N O

MALIGNANCY
Cancer types, past/present

[
1

O
£l

Chemotherapy dates

INFECTIONS
Fever blisters
Herpes, location
- Shingles .
Chickenpox
Hepatitis
Tuberculosis
HIV
Other

N I I [

SOCIAL HISTORY

Do you drink alcohol? fryes, drinks per day per week,
Do you use IV drugs?  ipes, what? Hew often?

Do you smoke? If yes, how much?

Exetcise regularly

I 0 O 65 0

FAMILY HISTORY

Do anry 1* degree relative gather, motker, brother, sistet) have skin cancer?

Do any 1* degree relative have cancer?

Unher '

00 Ooad

B0

SURGERIES
List surgeries, including cosmetic
Tvpe Date

Completed by: [ JPatient [Medical Assistant (iminieals)

Signaturc of Patient: Date:

Questionnaire reviewed hy: DR.




