MEDICAL INFORMATION
Date ________________________
Patient Name__________________________________     DOB_______   Age______   S  M  W  D

Referring M.D. _____________________________ Primary M.D.__________________________

Chief complaint/reason for exam_____________________________________________________

Past Medical History _______________________________________________________________

________________________________________________________________________________

Symptoms:  Describe_______________________________________________________________

                Medications – include dosage                                              Allergies – include reaction     
Aspirin     No   Yes    Amount

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Over the counter meds/supplements ________________________________________________________
Do you smoke?    No____ Yes____ Packs per day ____ Years_____ Date quit ________

Alcohol use?         No____ Yes____ Occasionally _____ Daily ____

Previous surgeries ________________________________________________________________________

_______________________________________________________________________________________Difficulty with anesthesia?  No_____ Yes_____ Reaction _________________________________________

Other hospitalizations ____________________________________________________________________

PATIENT SIGNATURE _______________________________________________
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