


 

 

 

 

SPINE SURGERY:  Type __________________________________________________ 

                       Dates:_______________________________________________ 

 

OTHER TYPES:__________________________________________________________ 

            Dates:_______________________________________________ 

 

FRACTURES:  Body Part__________________________________________________ 

    Treatment__________________________________________________ 

    Dates:___________________________________________________ 

 

OTHER PAST SURGERIES:  None 

HEART BYPASS HEART VALVE REPLACEMENT  GALL BLADDDER 

APPENDIX  ORGAN TRANSPLANT   COSMETIC 

OTHER:_______________________________________________________________ 

DATES:________________________________________________________________ 

 

CURRENT MEDICATIONS (includes non-prescription products):  None 

 Drug  Dose  Frequency    Drug  Dose  Frequency 

1. ________________________________ 2. ___________________________________ 

3. ________________________________ 4.___________________________________ 

5. ________________________________ 6. ___________________________________ 

 

ALLERGY TO MEDICATION:  None    

If yes, which ones______________________Type of reaction____________________ 

 

PERTINENT FAMILY MEDICAL HISTORY (cancer, heart disease, hypertension, 

etc): 

________________________________________________________________________ 

 

SPECIAL CONSIDERATIONS:  None 

 Legally blind   Hearing impaired   Need handicap facilities  

 Pregnant    Attempting pregnancy   Adverse reaction to anesthesia 

 Tobacco use:         Y N   Packs/day______________ 

 Alcohol use:          Y N   Drinks /week________________ 

 Recreational Drug use: Y N  Type:______________Frequency___________________ 

 

ACTIVITY LEVEL:   None 

 Competitive athlete   Well-trained/frequent sports   Occasional sports 

 

What would you like your physician/team to accomplish today?  

 Accurate diagnosis   Medication   Surgery plan if necessary 

 Healthy exercise plan  Nutritional plan  Physical therapy plan 

 Alternative therapy plan (may include acupuncture, massage, manipulation) 

 Disability info   Other ________________________________________ 

 

 

PATIENT SIGNATURE _____________________________ DATE_______________  

 

 

PARENT/GUARDIAN_______________________________ DATE_______________ 


