
PRESENT MEDJAL HISTORY

Please list any chronic medical problems:

Current medicati ens: Medication Name Dose How many times dali y

used as needed?

Please list any drug allergies you have and their reaction:

PAST SURGICAL HISTORY —— Have you ever been operated on for: (please indicate date)

Tonsils Ovaries
Gallbladder Uterus
Appendix Prostate
Thyroid Hernia Repair
Hemorrhoids Other

Have you ever had a blood transfusion? If yes, date given —

VACCINATION HISTORY —— Please fill in the last date that each vaccination was given.

Pneumovax Flu shot

Tetanus Other

PREVENTIVE NEDICINE —— Please fill in the last date that each test was performed.

Pap Smear Prostate Exam

Mammogram Hemoccult Testing

Flecible Treadmill
Sigmoidoscopy
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