	PERSONAL HEALTH HISTORY

	Primary Care Dr.:
	
	Date of last physical exam:
	

	Medical conditions (issues other doctors have diagnosed or for which you take medication)

	

	

	Childhood illness:
	( Measles    ( Mumps    ( Rubella    ( Chickenpox    ( Rheumatic Fever    ( Polio

	Surgeries

	

	

	Prior hospitalizations (list year, reason and hospital)

	

	

	List your prescribed drugs including birth control and over-the-counter drugs including vitamins or herbs

	
	

	
	

	
	

	Allergies to medications (list drug and reaction)

	

	

	Health Questionnaire 

	Are you in good health?
	( Yes  ( No
	Do you have seasonal or environmental allergies?
	( Yes  ( No

	Have you had a blood transfusion?
	( Yes  ( No
	Do you wear contacts
	( Yes  ( No

	Do you have an artificial valve or hip prostheses?
	( Yes  ( No
	Do you smoke?
	( Yes  ( No

	Have you been treated for a mental health disorder?
	( Yes  ( No
	Do you drink alcohol
	( Yes  ( No

	Do you have or have you ever had any of the following?

	Heart Disease
	( Yes  ( No
	Diabetes
	( Yes  ( No
	Dry Eyes
	( Yes  ( No

	Chest Pain
	( Yes  ( No
	Acid Reflux
	( Yes  ( No
	Cataracts
	( Yes  ( No

	Heart Attack
	( Yes  ( No
	Gastric Ulcers
	( Yes  ( No
	Glaucoma
	( Yes  ( No

	Heart Murmur
	( Yes  ( No
	Cancer / Tumor
	( Yes  ( No
	Sinus Trouble
	( Yes  ( No

	High Blood pressure
	( Yes  ( No
	Thyroid disease
	( Yes  ( No
	Jaw Joint Pain
	( Yes  ( No

	Stroke
	( Yes  ( No
	Obstructive Sleep Apnea
	( Yes  ( No
	Arthritis
	( Yes  ( No

	Lung Disease
	( Yes  ( No
	Blood Disorder
	( Yes  ( No
	Ankle Swelling
	( Yes  ( No

	Asthma
	( Yes  ( No
	Easy Bruising
	( Yes  ( No
	AIDS / HIV Positive
	( Yes  ( No

	Emphysema
	( Yes  ( No
	Pulmonary embolism
	( Yes  ( No
	Weight loss
	( Yes  ( No

	Tuberculosis
	( Yes  ( No
	Blood clots
	( Yes  ( No
	Excessive scarring
	( Yes  ( No

	Liver Disease / Jaundice
	( Yes  ( No
	Anemia
	( Yes  ( No
	Depression
	( Yes  ( No

	Hepatitis
	( Yes  ( No
	Excessive Bleeding
	( Yes  ( No
	Anxiety
	( Yes  ( No

	Kidney disease
	( Yes  ( No
	Epilepsy
	( Yes  ( No
	Body dysmorphic disorder
	( Yes  ( No

	Are you pregnant?  ( Yes  ( No;  If no, what form of contraception are you using?

	Any additional information your Doctor should know?

	

	The above information is true to the best of my knowledge. I understand that I am financially responsible for any payment due to Envision Cosmetic Surgery for services received.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


