PATIENT PERSONAL HISTORY

Name _____________________

Date _________________

Briefly describe your current problem

______________________________________________________________________  

______________________________________________________________________ 

Left side  or  Right side    Date of onset _________ X-rays previously taken? Yes or No

Who referred you here? _____________  Address _____________________________

Primary care physician _______________

Do you smoke?   Yes or No   Packs per day? __________  How many years? ________

MEDICATIONS:  (Please list all current medications including aspirin, birth control pills and over-the-counter medications)

             NAME                                          PURPOSE 

      DOSE
       FREQUENCY    

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	

	6.
	
	
	

	7.
	
	
	

	8.
	
	
	

	9.
	
	
	

	10
	
	
	


SURGERY:  (Please list all operations or procedures requiring anesthesia which you have had and the year performed)


Type of Surgery/Date



Type of Surgery/Date


	1.

	4.

	2.
	5.

	3.
	6.


HOSPITALIZATION:  (Please list any medical problems which required hospitalization apart from surgery)

	1.
	3.

	2.
	4.


ALLERGIES:  (Please list any drug allergies or other allergies you may have)

	1.
	4.

	2.
	5.

	3.
	6.








___________________________________ 







Patient (parent or guardian) Signature

Thank you for taking the time to complete this information.  If you have any additional questions concerning these or other health issues, please discuss them with the doctor during your visit.

