Brief History Form

Last Mame: Lirst: Ape: Sex:

Doctor Moles
frase oo pal \eele e s areg

Presenting Problem or Proposed Surgery:

ILLNESS/INIURY : Please check if you have ever had:

Yes | Mo Yes | N

IMigh blood pressure Kidney Stones

Dhaberes Aldominal bleeding

Feplic ulcers DHverliculosis

Llzarr attack | Thyroid problem

Chest pain/ tightness Lung problems! asthma

History of hearl murmur Shortness of breath

Stroke Accidents! broken bones (List)

Cancer

Hepatilis

Yellow jaundice

Gallstones
OPERATIONS: List names and dates of all operations vou have had J None
Year Marmne of Operalion Type of Anesthetic, i Known | Complications
Have vou ever had a blood transfusion? [ Yes dNo  Daw:

List anv hospital admissions or medical conditions not List above;

FEMALES ONLY: Are vou pregnant? [ Yes 1 No

DRUGS: Please list all drugs you take and their dosages. [ None

Drug Dosage Drug Dosage
ALLERGIES: Please list type and reaction U None
Mame of Drug Reaction | Name of Drug Reaclion
Do vou now use tobacco? [ Yes U No Day#Yrs {

Have you ever used tobacen? O Yes O No  Yrs Quir
Do you drink aleohol? U Yes O No  Day # Yrs !

Have you ever used aleohol? U Yes L No  YrsQuit

Type:

The above inlormalion is (ruc and accurate,
Patient Signature (parent if patient is a minor)




