
Name: ___________________________________________  Date: _____________________________________________

Signature 
________________________________________________________________________________________ 

Allergies    

Aspirin
Codeine
Latex
Local Anesthetic 
Penicillin
Sulfa 
Other ______________

Current or past Health issues

Abnormal (High/Low) Blood pressure
AIDS/HIV
Anemia/Bleeding Problems 
Artificial Heart Valves
Blood disease 
Congenital Heart Lesions
Heart Problems
Pacemaker
Arthritis/Rheumatism/Gout
Artificial Joints
Asthma
Cancer
Chemotherapy
Diabetes
Emphysema
Glaucoma
Radiation Treatment

Shortness of Breath
Sinus Trouble
Stroke
Thyroid Problems
Tuberculosis
Tumor/Growth on Head or Neck
Ulcer
Epilepsy/Dizziness
Headaches (frequent)
Hepatitis 
Herpes
Kidney Disease
Liver Disease
Nervous Problems
Psychiatric care

Other medical issues: ___________________________________________________________________________________________________

Hospitalizations/Surgeries: _____________________________________________________________________________________________

Medications:___________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Pregnant
Nursing      

Smoking/Tobacco use
Alcohol use 


