MEDICAL HISTORY FORM
PAST MEDICAL HISTORY
HEIGHT WEIGHT

GENERAL HEALTH: GoOD FAIR PooRr
IF NOT GOOD, PLEASE EXPLAIN

WHEN WAS YOUR MOST RECENT VISIT TO A DOCTOR? WHY?

FOR WOMEN: LAST MAMMOGRAM DATE PERFORMED WHERE

FOR BREAST SURGERY CONSULTS: PLEaseE CoMPLETE THE BREAST CONSULTATION HISTORY FORM

NAME OF FAMILY or PRIMARY CARE DOCTOR

Do You HAVE SERIOUS ILLNESS (PLEASE LIST)

PREVIOUS SURGERY (PLEASE LIST) IF MORE SPACE NEEDED, PLEASE USE ADDITIONAL SHEET

OPERATION YEAR GENERAL OR LOCAL ANESTHESIA
YEAR GENERAL OR LOCAL ANESTHESIA
YEAR GENERAL OR LOCAL ANESTHESIA
YEAR GENERAL OR LOCAL ANESTHESIA

HAVE YOU EVER HAD ANY COMPLICATION OF AFTER EFFECTS FROM ANY OF THESE OPERATIONS?
NO YES IF YES, PLEASE EXPLAIN

FAMILY HISTORY

AGE STATE OF HEALTH HAVE YOU EVER HAD: YES OR NO
MOTHER BLOOD DISEASE: CANCER:
FATHER HiGH BLOOD PRESSURE: LUNG DISEASE:
BROTHER(S) TUBERCULOSIS: MENTAL ILLNESS:
SISTER(S) DIABETES: HEPATITIS:
CHILDREN EPILEPSY: AIDS OR ARC:

HEART DISEASE: BLEEDING DISORDER

MEDICATIONS AND DRUGS LIST YOUR CURRENT MEDICATIONS

(INCLUDING BLOOD THINNERS, ASPIRIN, BUFFERIN, BIRTH CONTROL PILLS,
BLOOD PRESSURE PILLS, HORMONES, TRANQUILIZERS, DIET PILLS.)
WHAT IS YOUR APPROXIMATE DAILY MEDICATION DOSAGE FREQUENCY
CONSUMPTION OF THE FOLLOWING:
TOBACCO:
ALCOHOL:
COFFEE & TEA!
SOCIAL DRUGS (MARIJUANA, COCAINE, ETC.)

ARE YOU ALLERGIC TO ANY MEDICATIONS? NO YES
IF YES, WHICH ONES:

PATIENT NAME SIGNED DATE
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