




PAST HISTORY / SELF:
Medical History
Year /Onset Disease Comments
   
   
   
   
   
   
   
   
   
   
Surgical History
Date of Operation Operation Comments
   
   
   
   
   
   
   
   
   

 Diagnostic History
Date of test

 Test- example: CT
Scan, MRI,
Ultrasound, X-rays
or  Angiograms  Results

   
   
   
   
   
See Reverse Side

Date_______________________

Patient Name:  __________________________________________

______________________________________________________

Date of Birth:     _______________________________

Date_______________________

Patient Name:  __________________________________________

______________________________________________________

Date of Birth:     _______________________________



Social History:

Date of Birth____________________

Residence______________________________________________________________

Birthplace______________________________________________________________

Religion _______________________________________________________________

Education __________________________ Military Service______________________

Occupation ____________________________________________________________

Recent Foreign Travel____________________________________________________

Marital Status ____ Years Married ___________ Anniversary____________________

Spousal Health_________________________________________________________

Sexual preference ____________________Birth  control________________________

Tobacco O Yes   O No O  Former  ( Year Quit_____)    Packs per day _____Years
smoked_______

Alcohol O Yes O No   Drinks per day_______Year quit_____________________

Caffeine  O Yes O  No           Amount daily______________

Illicit Drugs_O   Yes  O  No  Former  O   Year Quit _____________

Exercise ______________________________________________________________

Recreation
Answer yes or no to the following:
Safety   Firearms at home ____     Seatbelt Use? _______ Sun Exposure?_____
             Smoke detector in home? ____Carbon monoxide detector in home?_______

ADVANCE DIRECTIVES:  None __ DNR(Do Not Resuscitate) ____Living Will__

Allergies:   (  ) No  (  ) Yes     If yes, please list: below and reaction
 
 
 
 






