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If y
you or have you used recreational drugs?     Yes _____ No _____
s, type? 

 

 

LERGIES

you have any ALLERGIES ? Yes     No

If yes, please list all allergies:

Are you allergic to latex?     Yes     No Have you had any anesthetic reactions?     Yes     No

DICATIONS

 you currently taking any medications?     Yes    No

s, please list all medications and dosages:

ST  MEDICAL HISTORY Please circle any of the following conditions that you have or have had.
smelborp gnideelBesaesiD gnuLnoisnetrepyHseteb

roid Disease Heart Disease Asthma Seizures
umatoid arthritis Mitral Valve prolapse Emphysema Stroke
eo arthritis Irregular heart beat Steroid use Osteoporosis
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 nose, throat problem Numbness/balance  problem Kidney failure Mental Illness
p apnea Other:
 you pregnant?     Yes     No     N/A

ST  SURGICAL HISTORY Please list previous surgeries and the years they were performed.

CIAL HISTORY
ital Status: Single Married Divorced Widowed
you use tobacco? Yes No If use, how many packs per day?
you drink alcohol? Yes No How much?

MILY HISTORY Does your family have any history of:
betes Heart Disease Blood Clots Thyroid disease
cer Hypertension Bleeding problems Stroke

hritis Hepatitis Lung disease Connective tissue disorder
 /  AIDS Stomach/Bowe l Kidney disease ETOH /  drug abuse

 you currently taking any herbal supplements?     Yes    No

es, please list all supplements and dosages:










