HEALTH

HISTORY
PATIENT
NAME: TODAY’S DATE: / /
SOCIAL
SECURITY #: DATE OF BIRTH: / /
HOME WORK CELL
PHONE: PHONE: PHONE:
PHYSICIAN'S
Have you had any of the following? NAME:
CAllergies OFibromyalgia CLow Blood Pressure
CDAnemia OFood Allergies CLupus Erythematosus
CJAnorexia DGastric Reflux JMedication Allergies
CAnxiety OGlaucoma CMitral Valve Prolapse
CArthritis OGrowths TNeck Pain
CArtificial Heart Valve JHeadaches JPacemaker
DArtificial Joint CHead Injuries CPanic Attacks
DAsthma JHearing Loss JRespiratory Problems
CBack Pain OHeart Attack CJRheumatic Fever
Blood Disease JHeart Disease JRheumatoid Arthritis
Blood Transfusion OHeart Murmur CSeizures
DBulimia OHeartburn OSinus Problems
DCancer OHepatitis CStomach Problems
DCoronary Bypass CHigh Blood Pressure OStroke or TIA
CDiabetes OHigh Cholesterol O Thyroid Disease
CDizziness OHIV/AIDS O Tuberculosis
CEpilepsy OJaundice COTumor
CExcessive Bleeding DKidney Disease DUIcer
DFainting CLiver Disease Other
Do you: Yes No BP:
Smoke O O Pulse:
Use smokeless tobacco O O

Have you taken any of the following Women: Are you pregnant or possibly
medications or therapies? pregnant? OYes ©No

- Actonel o 1.V. Bisphosphonate I am allergic to the following medications:

0 Boniva 0 Cortisone

0 Fosamax 0 Steroids

01 Skelid 01 Tetracycline I am allergic to the following foods:

0 Didronel 00 Chemotherapy

0 Reclast O Radiation Therapy

- None of the above Are you allergic to latex? T Yes 0ONo

Medications you are taking:

S_ignature: Date:

The information on this document is Protected Health Information and is subject to HIPAA laws and regulations. This document is confidential.



