

 
Name___________________________________________________Date________________________



Medication Allergies: □ None (Please note reaction for each medication) 
_____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________


Latex Allergy: □ YES □ NO
Food Allergies: □ YES □ NO _______________________________________________
Dye or Tape Allergy: □ YES □ NO ___________________________________________
Shellfish or Iodine Allergy: □ YES □ NO ______________________________________



Current Medications: Include dosage, instructions (once a day), and all over the counter drugs. _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________



Past Medical History: □ None Reported _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________



Past Surgical History: □ None Reported _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________



Social History: 
Smoker: □ YES □ NO Quit: ___________Packs per day:_______ Number of years smoked:______
Alcohol: □ YES □ NO Drinks per day/week: _______________________________________________ 
Drug Use or Addiction: □ YES □ NO □ Quit: ____________ Drug: ___________ Years: ___________



Family History: □ None □ Cancer □ Diabetes □ Heart Disease □ Respiratory  □ Other: __________

