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Have you been under the care of a medicat doctor during the pastwoyears? ~ Yes) Mo O

Hyes,for whatresson?________ R N S L A
Physidan'sname - — . Address - . '

 Have you taken any redication or drugs diring the pasttwoyears?  Yes 0 No [ RO
Afeyouwﬂenﬂytakmganymedimw,dmgsorpms? - YesOJ- No' D) ltyes.listnameanddosagebew R
e - 1.name: dosage e Znan\e______..._ dosage..____ Sname__.._...__._ dosage:- . |
4. name; ‘dosage S Sname_______.._. dosage..__.._sname«-—______.dosage._____
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| Please iridicate. which of the following you have had, or have at present. Circle Y for Yes, Nfor No. -
' Heart Attack, Surgery or Disease .. Y © Ulcers: ‘ '

. Hepatitis'A (infectious) B (serum) - Y .
. Venereal Disease ...
RIDS. ... Crissavstngorsen
“HAV. POSHVE cocviverscreimamamsinssnps
Cold Sores/Fever Bisters ...........
 Blood Transfusion .......eiesieemens
"Hembphilia ... —
ickle Cell Disgase .........ivmiuicennne

Auto immune Deficiency ..o
Emphysema .. er
Chronic Cough .............. iseeresamsassions
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Y
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- Mifral Valve Prolapse ............cccoeee: Y
Artificial Heart Valve: ..ccveisiiicne. Y

Heart Pacemaker ........mimesasisses Y

' RheUMatic Fever ... Y
Y

Y

Y

Y

Y

Y

Y

" Arthieitis/Rheumatism .......cccec... -
[ beﬁsﬁne Medidﬂe eernsatasecossnsreiesess

1 Swollen AnKIes ..m..cociccvreoeersmsnse -
Dbt(Speqiall_Restriqteq).;.,...........- [

-~ Arificial Joirits (Hip, Knee, etc) .....

| - Kidney or Bladder Trouble ............ 'Y’
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|- Do youu have of have you tiad any disease, condition, or probllem not fisted sbove? YesO NoO

| Dovouuse more than o pows 1 seep? YesT] NoEJ . Have you lostor gained morethan 10 pons i the pastyear? Yes(1 - NoCJ |
S [ Women: Are you pregnant? Yes[) -Months.__~ No[J " Nursing? YesD) No[J ~ Takingbirth control Pills? Yes ) NoEJ | <

- History Review (by Doctor): - - R RS
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”MW““W“MM“W-MW“MhM'"}m { further authorize and consent that Doctor chobse and emyploy such assistance as deemed fit.
Patient Signature ' i : Date _

- Parent/Responsible Party Signature : ‘ : . - __ Date




