Medical History 
Do you have, or have you had previously, any problems in the following areas? 

Please indicate the condition and give approximate time of onset.





          NO    YES

Condition and approximate time of onset.


High blood pressure

 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Heart disease 


 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________

Heart attack


 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________

Arrhythmia


 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________

Pacemaker? 

 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________

Defibrillator?

 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
            Valve replacement?
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Lung / breathing problems 
 FORMCHECKBOX 

 FORMCHECKBOX 
 
_________________________________________________________
 
CPAP?


 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Neurological conditions

 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________

Stroke



 FORMCHECKBOX 

 FORMCHECKBOX 
 
_________________________________________________________
Diabetes                            
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Thyroid disease                     
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Stomach or intestines      
 FORMCHECKBOX 

 FORMCHECKBOX 
  
_________________________________________________________
Muscular / skeletal                    FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Joint replacement 

 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________

Rheumatoid disease

 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Infectious diseases
          
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Ears, nose, mouth or throat 
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Psychiatric illness
           
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Cancer (including skin)
       
 FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Migraine headaches
            FORMCHECKBOX 

 FORMCHECKBOX 

_________________________________________________________
Date of last physical:__________________________
Date of last EKG:________________________
Surgical History (please list any procedures / surgeries and approximate dates):

_____________________________________________________________________________________

_____________________________________________________________________________________

Reactions to or complications from anesthesia: ______________________________________
____________________________________________________________________________

Allergies to medications and reactions:_____________________________________________

Are you allergic to eggs?     FORMCHECKBOX 
NO    FORMCHECKBOX 
YES

I acknowledge that current and past health information is essential to my medical / surgical care.  I confirm that the above information I have provided is true and accurate to the best of my knowledge.  I also confirm that I have not withheld any health information. 

____________________________________________________________________________

Patient signature











Date

 FORMCHECKBOX 
Reviewed____________________________
 FORMCHECKBOX 
Reviewed__________________________







Date







Date
