
 
MEDICAL HISTORY 

 
Patient Name: __________________________ Date of Birth: __________Weight: ______ Height: _______ 

Do you now or have you every had: 
(You must check an answer for each individual item) 

LUNGS (PULMONARY)           YES         NO               CARDIOVASCULAR             YES         NO 
Bronchitis                    _____       _____             Mitral Valve Prolapse                _____     _____ 
Emphysema  _____       _____             Anemia                                       _____     _____ 
Asthma           _____       _____             High Blood Pressure                  _____     _____ 
Wheezing                                 _____       _____             Chest Pain/Angina                     _____     _____ 
Pneumonia                           _____       _____             Heart Attack                               _____     _____ 
Tuberculosis (T.B.)                   _____       _____             Irregular Heartbeats                   _____     _____ 
Chronic or Frequent Cough    _____       _____             Congestive Heart Failure           _____     _____ 
Shortness of Breath                    _____       _____             Rheumatic Fever                        _____     _____ 
Abnormal Chest X-Ray           _____       _____             Heart Murmurs                           _____     _____ 
Any Lung Disease                   _____       _____             Heart Block                                _____     _____ 
Chronic Nose/Sinus Complaints _____       _____             Low Potassium                           _____     _____ 
                                                                                            Abnormal EKG(heart recording)_____     _____ 
HEMATOLOGIC                      YES          NO               Pacemaker                                  _____      _____ 
Blood Clots in your legs         _____       _____            Any Heart Disease                      _____      _____ 
Pulmonary Embolism               _____       _____            Sickle Cell Disease                     _____      _____ 
Phlebitis                                   _____       _____               
Varicose Veins                         _____       _____            MUSCULOSKELETAL           YES         NO 
Easy Bleeding Tendency            _____       _____            Chronic Back Pain                      _____      _____ 
Easy Bruising Tendency            _____       _____            Chronic Neck Pain                      _____      _____ 
Blood Clotting Abnormalities    _____       _____            Arthritis                                       _____      _____ 
Blood or Plasma Transfusion     _____       _____            Bone, Joint, Muscle Trouble       _____      _____ 
Hemophilia                                _____       _____               
Recurrent Nosebleeds               _____       _____            METABOLIC                             YES         NO 
                                                                                            Recent Unexpected Weight Loss_____      _____ 
GASTROINTESTINAL             YES          NO              Diabetes                                      _____      _____ 
Jaundice or hepatitis                 _____       _____            Thyroid / Goiter problems           _____     _____ 
Liver Disease                             _____       _____            Night Sweats / Fever                   _____      _____ 
Stomach Ulcers                        _____       _____            AIDS (HIV+)                              _____      _____ 
Frequent Heartburn                   _____       _____            
Hernia                                      _____       _____            VISION                                        YES         NO 
                                                                                            Glaucoma                                    _____      _____ 
RENAL                                        YES          NO              Loss of Vision                             _____      _____ 
Kidney Disease/Stones                _____       _____            Radial keratotomy                       _____      _____ 
Frequent Bladder Infections       _____       _____            Wear Glasses                               _____      _____ 
Prostate Problems                  _____       _____            Wear Contacts                             _____      _____ 
                                                                                            Lasik                                            _____     _____ 



 
 
 

MEDICAL HISTORY 
  
SKIN                                                 YES         NO              
Have you had Skin Cancer  _____       _____        MENTAL                                        YES     NO 
Chronic Skin Condition           _____       _____        Do you have, or have you had 
(hives, eczema, rashes)                                                        Significant Emotional Problems?   _____  _____ 
Form Large Scars/Keloids           _____       _____        Any Recent Emotional Crisis?        _____  _____ 
ACTH/ Steroid Materials             _____       _____           
(excluding skin creams/lotions)                                          LADIES                                           YES      NO 
Allergic to suture Materials(Catgut) _____       _____        Any Possibility You Are Pregnant? _____  _____ 
Frequent Infections/Boils              _____       _____               
Cold Sores/Fever Blisters         _____       _____        BREAST SURGERY PATIENTS  YES    NO 
                                                                                             Have you had a mammogram?        _____  _____ 
NEUROLOGICAL                         YES         NO            When? _________________________________ 
Stroke                                     _____       _____           
Fainting Spells                          _____       _____            
Convulsions                                 _____       _____ 
Seizures                                     _____       _____  
Epilepsy                 _____       _____ 
 

 
MEDICATIONS 

 
Please list all present medications including birth control pills, hormones, vitamins, herbal medications, 
diuretics, weight loss drugs.  Include over the counter medications. 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
Are you allergic to any medications?  YES_____   NO _____ 
List medication name and type of allergic reaction experience (i.e. Rash…etc.) 
____________________     ______________________________________________________________ 
 
____________________     ______________________________________________________________ 
 
____________________      ______________________________________________________________ 
 
____________________      ______________________________________________________________ 
Are you allergic to Latex?  YES _____    NO _____ 
Are you allergic to Tape?   YES _____    NO _____ 



 
 

PAST SURGICAL HISTORY 
 

Have you had previous surgery including cosmetic surgery? YES _____ NO _____ If yes, please list 
procedures. 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Were there any complications?   YES _____     NO _____ If yes, please list complications: 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 

SOCIAL HISTORY 
 

Do you exercise regularly?  YES _____     NO _____ If yes, how much? __________________________ 
Have you ever smoked?  YES _____     NO _____ If yes, do you still smoke? ______________________ 
At what age did you start? _____ At what age did you stop? _____ How many per day? ______________ 
Do you consume alcoholic beverage?  YES _____   NO _____ If yes, how much? ___________________ 
Do you use recreational drugs?  YES _____    NO _____ If yes, please list type _____________________ 
 

FAMILY HISTORY 
 
Is there any immediate family history of cancer, heart disease, diabetes, hypertension, abnormal bleeding or 
Genetic conditions?  YES _____    NO _____ If yes, explain: ____________________________________ 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Have you or any family member had problems with anesthesia?  YES _____   NO _____ If yes, explain:  
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
I have completed all applicable questions.  The above facts are true and correct to the best of my knowledge. 
 
 
_____________________________________________________          ____________________________ 
Patient Signature                                                                                       Date 
 
 


