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 HISTORY

Patient Name__________________________________________ Date____________________________

What procedure(s) would you like to discuss with Dr. Katz?____________________________

	Allergies: (include foods, medications, latex, etc.)


	Update on Subsequent Visits

	
	Date:
	Date:
	Date:
	Date:

	Current Medications: (include over the counter, herbs, cortisone creams, etc)
	
	
	
	

	Please indicate those that apply to you and/or your family members by placing a check in the appropriate column and circling the condition that applies to you.

	Self√
	Family History
	
	
	
	

	
	
	If Self, List Disease or Disorder
	Father or Mother
	
	
	
	

	Use tobacco products, pack per day
	
	
	
	
	
	
	

	Drink alcohol, consumption per day
	
	
	
	
	
	
	

	Wear contact lenses
	
	
	
	
	
	
	

	False, capped, loose or bonded teeth
	
	
	
	
	
	
	

	Previous blood transfusion
	
	
	
	
	
	
	

	Anesthesia complications – If so, describe:


	
	
	
	
	
	
	

	Bleeding or clotting abnormalities
	
	
	
	
	
	
	

	Cardiac – heart disease, heart attack, angina, irregular heart beats, mitral valve, heart murmur, rheumatic fever, scarlet fever, high blood pressure
	
	
	
	
	
	
	

	Neurological – stroke, migraine headache, epilepsy
	
	
	
	
	
	
	

	Respiratory – lung disease, asthma, pneumonia, emphysema, tuberculosis
	
	
	
	
	
	
	

	Endocrine – diabetes, thyroid disease
	
	
	
	
	
	
	

	Genito-urinary – kidney disease, kidney stones, bladder infections
	
	
	
	
	
	
	

	Gastro-intestinal – stomach ulcers, gastritis, colitis, gallbladder disease
	
	
	
	
	
	
	

	Cancer - If so, describe


	
	
	
	
	
	
	

	Liver Disease
	
	
	
	
	
	
	

	Other – glaucoma, arthritis, anemia
	
	
	
	
	
	
	

	List previous surgeries/hospitalizations with dates:
	For Office Use Only:

Blood Pressure:
	
	
	
	

	
	
	
	
	
	

	
	Weight:                 Height:
	
	
	
	

	
	Nurse’s Initials:
	
	
	
	


