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Medical History                     





Are you currently healthy?   Yes____ No____ 
Have you ever had a heart attack? Yes____ No____
Date(s): 



Do you have a pacemaker? Yes____ No____
Have you ever had a stroke?  Yes____ No____


Date(s):



Do you have a prosthetic joint? Yes____ No____
Date placed: 



Do you have a prosthetic heart valve? Yes____ No____
Mechanical ____ Biological ____
Do you have or take medications for:

High blood pressure?
Yes____ No____
Chest Pain or Angina? Yes____ No____
If yes, how often do you experience chest pain?

Every 

 hours/ days / months/ Only when exercising

When was the last time you experienced chest pain?

___ days / months / weeks / years ago

How many flights of stairs can you climb before experiencing chest pain? 1 2 3 4

Shortness of Breath?  Yes / No

If yes, when was the last time you experienced shortness of breath?

___ days / months / weeks / years ago

          How many flights of stairs can you climb before experiencing shortness of breath? 1 2 3 4

Low blood pressure?
Yes____ No____
Diabetes? Yes____ No____
Stomach / Intestinal Problems?  Yes____ No____
Heartburn (Gastric Reflex)?  Yes____ No____
Asthma or COPD? Yes____ No____
How often do you take your puffer(s)? 

Every ____ hours / days / months/ Only when exercising

When was your last asthma/COPD attack?                                                      


Never / ____hours /days / months / years ago


Depression? Yes____ No____
Psychiatric Conditions?  Yes____ No____
List: 











Do you or have you had cancer? Yes____ No____ 

What type of cancer?  








Did you have radiation therapy?  Yes____ No____ 

Did you have chemotherapy? Yes____ No____ 

Do you have any other medical conditions not listed? Yes____ No____
If yes, please list: 









Are you or WERE you a smoker? Yes____ No____
How much did/do you smoke?  _____ pack(s) per day

How long have you smoked? _____ years 

How much alcohol do you consume?







Are you taking any medications or pills or Supplements?  Yes____ No____
If yes, please list:








Have you had any previous surgery? Yes____ No____
If yes, please list: 









Did you experience any surgical complications?  Yes____ No____
If yes, please list: 









Have you had any major illnesses? Yes____ No____
If yes, please list: 









Have you been previously hospitalized? Yes____ No____
If yes, please list reason(s): 








Do you have allergies to any medications? Yes____ No____
If yes, please list: 









Do you have any other allergies? Yes____ No____
If yes, please list: 
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Personal Information 
 Name:









Date Of Birth:








Address:








Home Phone Number:







Cell Number:








Email Address:







Work Phone Number:







Emergency Contact:







Physician Name:






      

Physician Phone Number:






Place of Employment:







Dental Insurance Information:






