)

g PATIENT MEDICAL HISTORY

\
Patient Name: Age: Date:
Home Address: Phone:
City: Email: Soc Sec Number:
Whatis your impression of your health?
W hen was your last physical examination? )
/PLEASE ANSWER THE FOLLOWING QUESTIONS PLEASE ANSWER YES OR NO TO THE A
AS ACCURATELY AS POSSIBLE __ FOLLOWING CONDITIONS WHICH APPLY
[ |Diet pills (fenphen) [_]Body inplant
1. Are you presently, or have you been | | Sore throat [ ] Asthrma
under the care of a physician during the [ ] M grai nes [ ] Hay Fever
past year? For what purpose? [_| Ear infection [ | Bronchitis
| | Jaw pain | _| Enphysena
2. Do you have any nedical condition or [ ] Cold sores 1 Lung di sease
nedi cal probl ens? Pl ease expl ain: [ ] Mout h Her pes [~ | Cancer
[ ] Thyroi d di sease || Tubercul osi s
3. Are you taking any nedication or [ ]I mmune di sease |__| Hepatitis
drugs? Wat are they: [ ] Arthritis [_| Henophi lia
[ ]Sickle cell disease [_|Anema
4. Are you allergic to any nedicine or [ ] Di zzy spells || Jaundi ce
anyt hi ng? Latex Rubber? What are they: f Bl ood di sease : Br ui si ng
[ JSTD [ | Stroke
5. Have you had a reaction to |ocal anes- [ | Epil epsy or seizure [ _|Chest pain
thetic or intravenous nedications? 1 Short of breath __| Heart attack
Pl ease expl ai n: [ ] Heart disease |__| Heart nurnur
6. Have you had conplications follow ng [ ] Chenot her apy |__| Heart defect
nmedi cal or dental treatnent? Pl ease ex- ] Drug addi ction __| Pacemaker
pl ai n: | Genital Herpes [_| Heart valve
7. Do you have bl eedi ng problens or bl ood — | H gh Blood pressure [_]Di abetes
di seases? Pl ease expl ain: El Bi sphosphonat e Drugs
(Fosamax, Boni va, et c)
8. Are you pregnant? Wi ch Month _ Comments:
9. Do you snoke or use tobacco?
10. Comment s:
S
Ghe information that I have given on this form is the most complete, up to date medical and/or dental facts that )
are available. If my medical condition changes in any way I will inform Dr. Khoury before further treatment.
\Patient Signature: Date:
Medical History Reviewed: Vital Signs:
Dr. Date: TP e
) ) Bp:. L
Followup History Reviewed: Temp:
Dr. Date:
Comments:
- J
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