
Patient's Name: ______________ Date of Birth: 

Preferred Pharmacy: ___________ Mail-away Pharmacy: 
Pharmacy Location: 

Drug Allergies 
Are vou allergic to any medic·ations? nNo n YES (olease list below the medication and your reaction) 
MEDICATION What was your reaction? 

Family History (not your personal history): Please mark if any one in your family has had any oftbe following 
con di • If f ·1 b d. d f hi d"f 1 d. th C t fi ld h" hf '1 b d hi /h d h hons. a am1 y mem er 1e rom t scan 110n,n ease recor rn ' ommen " w" am, y mem er an s er age at eat . 
Please Condition Comment 
check Please enter any details that may be pertinent. If a family member 

died because of the condition, please enter the family member and 
aze that he/she died. 

Allergies 
·-

Asthma 
Autoimmune disease 
CAD (Coronary Arterv Disease) 
Cancer 
Cleft lip/palate 
CV A (stroke) 
Depression 
Developmental Delay 
Diabetes .. 
GERD 
Hearing disorder 
Hematological disorder 
Hyperlioidemia 

~ 

Hynertension {High Blood Pressure) 
Migraines 
Obesitv 
Chronic Otitis Media . 
Otosclerosis 
Renal disease 
Seizure disorder ' 

Sickle cell disease 
Sleen apnea ----· 
Thyroid 'disorder __ ., ___ 

Comnlications related to anesthesia 
... ----

-•·--~- -------------



Adult Patients only-Social History _ 
--- ----- -------------------

Occupation: -----c---------,-==,,-==,,-.,---~,-----,---.---,-~c-c-,-,rcc----,--c-c­
Please check your employment status: LJFT LJPT LJunemployed LJretired LJ disabled 

Please check your Marital Status: D single D married D life partner Dseparated D divorced ( _J widowed 

Tobacco Use: Ocurrent 0Former 0Never Alcohol Use: 0No 0Yes I !Former 

If you marked current or former, please fill out below: If you marked yes or former, please fill out below: 
Type _________________ _ Type ________ Daily Amount ___ _ 
Units per Day ______________ _ Frequency ______ Last Drink ____ _ 
Years Used -~-------~-----. 
Pediatric Patients only-Social History 
The pediatric patients resides with~-~-~-----------------------­
\Vho has legal custody of the pediatric patient? 

------------------------

-Does anyone in the home smoke? ~: NO 
Does the pediatric patient attend daycare? NO 

-
= YES 

YES if so, for how many days per week? 

Patient's Past Medical History: Please mark if you have or have had any of the following. lfyou have a 
condition not listed olease enter in the blanks provided 

' - 1\nemia C0PD !Headaches IMio-raincs 
Anxiety Coronarv artery disease OHeart disease OMultinodular goiter 
A.rthritis CVA High cholesterol 0tosclerosis 
Asthma Depression OHypertcnsi(?n Seasonal Allergies 
Birth disorder Diabetes I{yperthyroidism Seizure disorder 
Bleeding disorder Emphysema Hy12othyroidism . Sleep disorder 
Cancer GERD Intestinal disorder Stomach ulcer .. 
Chronic infection ENT Syndromes IrreQUlar heart rate Tinnitus 
Congestive heart failure Grave's disease OKidney disorder Vertigo 

_ Complications related to . 
anesthesia 

_P_a_t_ie_n_t_'_s __ P_a_st_S_u_r~g~ic_a_l_H_i_st_o_r~y~:_P_le_a_s_e_h_· s_t any surgeri~s you have had and the approximate date. 
r Surgery ________ A x. Date 

-·-----

Signature Date 

.. 

··--


