Patient Medical History

Yes No
1. Are you under medical treatMENT NMOW? ..........ccoceiiieeeeeee et eteete e te e ee e eee e e e e eteeaeeaeeteeteseeesesteseeneeneenenneanas O O
If yes, please give name/address/phone # of treating physician
2. Have you ever been hospitalized for any surgical operation or illness within the last
BYBAIS? o.eeeeucueerereacec e e s sece e e e e e R e R e SRR e e e e e e O O
If ‘yes’ please explain.
3. Are you taking any medication(s) including non-prescription mediCine? ..........ccovevrieeiiciieeneen e O O
If ‘yes’, what medication(s) are you taking?
4. DO you NEEd 10 Pre-MEICALE? .......ciiuiiiiiiiiieeiee ettt s e e sbb e et e e sne e e s beeeenr e e e nanee O |
5. DO YOU USE TODACCO? ....viuveviiieeiitesiitesieteseeteseete st etestetesaesessesesaesesteseesese et e e ebeseebeseebessesessesessesesbesssbessebessebeseesesnas O O
6. D0 you use coNtrolled SUDSTANCEST .......cuvii it e e e e e e enre e nnnes O O
7. How do you rate your general health? Poor Fair Good
8. Are you allergic to or have you ever had any reactions to the following?
Yes No Yes No Yes No
Barbiturates.................... o O Local Anesthetics (eg. Novacaine).... O Od Latex Rubber.................. O d
l0diNe.......cvevereeieiriiiens O Od Penicillin or other Antibiotics.............. O Od Sulfa Drugs..........cco.e.... O O
Sedatives..........c..coovvuvnnn. O 0O Any Metals (eg. nickel)...................... O O Aspirin, lbuprofen,tylenol 7 ]
Pain Meds (codeineetc.) [ [ Other (please list)
9. Women Only: Yes  No
a) Are you pregnant or think you may be pregnant?.... O O
D) Are YOU NUISING?........cvvecereceerceeeeeeereeaeeeneeeneeeeneeens | |
c) Are you taking oral contraceptives?............c........... O O
10. Do you have or have you had any of the following?
Yes No Yes No Yes No
Heart AHACK. .........coeueeeeeeeeeeeeeenn O [0 Liver Disease......c.ccc.......... O [ Kidney Disease...................... [ ]
(if so, when? ) Hepatitis/Jaundice.............. O O Cancer....i, [ [ ]
ANGINGL ..o O J Type Chemotherapy....................... O [ ]
CHESt PaiNS......vrreeccoveeressoereeeen O O Arthritiseooeecco O O Port placement O 0O
Heart Disease...........ccceeevrcrieneencnnene O O Fibromyalgia..........c.ccccee.... O O LeUKEMIA oo O O
Heart Valve Disease (eg.MVP)........... | O Anemia..cccocvccececcicie O O  Radiation Therapy........cc....... O O
Please Describe_ Prolonged bleeding _ Head/Neck Area................ ] []
Calcified Aortic Stenosis..........c.cc...... O O following a cut................. [ Ll High Blood Pressure.............. (| (|
Rheumatic Fever..........cccoceevverieennnn. [ [] Fainting/Seizures................ O L | LowBlood Pressure............... O O
Did you develop endocarditis?...... [ [0 Frequently tired................... O O StroKe.ooo, O O
Heart Murmur..........cccoecieiniieee, [ Thyroid Problem................. O O] Sinus Problems.......oveon, O O
Cardiac Pacemaker........c.ccccoceurueuenene. | [ Parathyroid Disease........... | [ 1 Glaucoma.....ooeoeeeeeeeeeeean. O O
Stent Placement....................oooooooo... [0 [] Epilepsy/Convulsions......... EII L] AIDS/HIV.coooooeoeeeeee O O
(lf so, when? ) Tuberculosis..........cccceeennee — Digestive Disorders.......ovvn..... D D
Artificial Heart Valves............c.c......... O [ Asthma..... O O stomach Troubes............... o od
History of Infective Endocarditis........ ™ [] Respiratory Problems......... O L Head or Neck Injuries............ O O
Congenital Heart Condition............... O O Emphysema.......cccocoevnee. o 0O please describe_
(if so, please describe ) Joint Replacement.............. [0 [O Sexually Transmitted Dis........ O O
if 0, still present?...........c.co....... ] ] if so when placed OSteoporosis...........ocuevnenn. O O
attempts to repair?........c.ccceeennee O O previous joint infection?... O [0 Other
rt_asidual defects at site of repair? [] O Hemophilia. ... 0O 0O Please list any conditions }/ou are
Cardiac Transplant.........c.ccccceeeeenene. O MaligNancy.................... | | currently being treated for:
Recent Weight LOSS............cc.cooeeenee | O] Diabetes....oo. O O
Swollen AnkKles..........cccoeeereieereiennne. O O Type
Notes:
Print Name
Patient Date Witness

Parent or Responsible Party Relationship to Patient




