
Preferred Pharmacy: (address/phone number) ____________________________________ 

Current Medications: Please list name, dose, times per day and prescribing physician. Also include 

all over the counter/supplemental medications. 

  

  

  

  

  

 

Allergies: Please be sure to list any life-threatening allergies including XRAY dye, Shellfish, Iodine, 

Adhesive tape, antibiotics or metals and what type of reaction occurs.  

  

  

  

 

Past Medical History: Examples would be asthma, high blood pressure, cancer, high cholesterol, 

thyroid, diabetes, hepatitis, osteoporosis, blood clots, HIV/AIDS ect. Please include any hospitalizations. 

  

  

  

  

  

 

Anesthesia Complications: Have you had any complications or reactions with anesthesia or 

anything associated with surgery? If yes, please explain: 

 



Patient Name: _________________________________________________ Date: ________________ 

Surgical History: 

Year  Procedure                               Surgeon            Hospital/Location    

    

    

    

    

    

    

 

Family History: (blood related) Please List which family member- Mother, Father, Maternal/Paternal 

Grandparents or siblings on any YES history.  

 

Social History: 

Tobacco Use Currently?  Yes / No    How many years? ______  Packs/day? _____ 

Type:  Cigarettes    Pipe    Cigar    Electronic/Vape  

Former tobacco use?  Yes / No     Year Quit?  ________ 

Do you drink alcohol?  Yes / No     How often?  Daily / Weekly / Monthly /  Rarely  

How much?  1-2 / 3-4 /  5-6  or more?  

Marital History:  Married / Single / Divorced / Widowed  

Are you retired?  Yes / No Currently on disability?  Yes / No  

Occupation: _____________________________   



Patient Name: ________________________________________________ Date: _____________ 

Review of Personal History/ Systems: Circle all that apply 

  

  

 

 



Patient Name: ________________________________________________ Date: _______________ 

 

 

 


