
Patient Name: ___________________________________________ Date: _________________________ 
Referring Physician: _______________________________________ DOB: _______________________ 
 

1) Please list ALL MEDICATIONS: (including over-the-counter) that you are currently 
taking: ________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 

2) PAST MEDICAL HISTORY: (please check all that apply) 
 HEART DISEASE  ASTHMA  DIABETES  COPD  HEPATITIS  STROKE 
 BLEEDING DISORDER  HIGH BLOOD PRESSURE 

Please list any other conditions: _____________________________________________________ 
_______________________________________________________________________________ 

 _______________________________________________________________________________ 
 

3) PAST SURGICAL HISTORY: (please list any surgeries that you have ever had) 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 

4) OCCUPATIONAL HISTORY: 
_____________________________________________________ 

 
5) SOCIAL HISTORY: do you ever drink alcohol? Y/N  occasionally  weekly  daily 
    do you use tobacco of any kind? Y________ N_________ what kind? ________________________ 
    how long? _______________________________________________________________________ 

 
6) FAMILY HISTORY:  HEART DISEASE  ASTHMA  DIABETES  COPD  HEPATITIS 

 STROKE  BLEEDING DISORDER  HIGH BLOOD PRESSURE   
please list any other illnesses in the family: _____________________________________________ 
________________________________________________________________________________ 
 
7) ALLERGIES:  1. LATEX ALLERGY: YES OR NO  
    2.  PENICILLIN  SULFA  ERYTHROMYCIN  

 CODEINE  NONE 
    3. Please list any other allergies: _____________________________ 
________________________________________________________________________________ 
 
8) PLEASE SIGN HERE:  
The above responses are accurate to the best of my knowledge: __________________________ 
                         (Signature) 
        ____________________________ 
                             (Date) 
 
If you are not the patient, please print your name: _____________________________________ 

    
And relationship to patient: ________________________________________ 

 
        PLEASE DO NOT WRITE BELOW THIS LINE 
DATE UPDATED: _______________ REVIEWED BY: _____________________  BJB  LVC  PBS 

 
 
 

 


