




List any surgeries you have had (Open heart, tonsillectomy, appendectomy) 
1.______________________4.______________________7._______________________
2.______________________5.______________________8._______________________
3.______________________6.______________________9._______________________

Do you smoke?              YES   NO    If yes, what quantity?__________ 
Do you drink alcohol?        YES   NO    If yes, what quantity?__________ 
Do you use recreational drugs?    YES   NO  

Have you or a family member been diagnosed with any of the following?  Please check 
as they apply: 

SELF FAMILY SELF FAMILY
HEART DISEASE SKIN
  Chest pain-angina     Acne   
  Irregular heart beat      Rash   
  Heart murmur     Skin cancer   
  High blood pressure     Other   
  Other   BLOOD/LYMPTH
LUNG DISEASE     Anemia   
  Asthma     Leukemia   
  COPD     Other   
  Chronic cough   ALLERGIC/ 
  Shortness of breath   IMMUNOLOGIC
  Other     Hay Fever   
GASTROINTESTINAL     Lupus   
  Stomach ulcers     Sjogrens   
  Intestinal disease     Other   
  Other   NEUROLOGICAL
DIABETES     Multiple sclerosis   
  Type 1 insulin     Black out   
  Type 2 diet/pill     Recent fall   
MUSCLES, BONES     Head injury   
JOINTS     Other   
  Arthritis   PSYCHIATRIC
    Osteo     Depression   
    Rheumatoid     Other   
    Other        

Physician’s signature___________________  Tech:________Date:________________ 
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