MEDICAL HISTORY

Please complete this form and provide a copy to your designated Health Care Agent (Proxy).  This form, along with your Health Care Proxy, should be periodically updated.

Name__________________________
Today’s Date______________
Address _______________________________
Emergency Contact Name _______________
Date of Birth ____________________________
Emergency Contact Phone_______________






[image: image1]
Advance Directives


Please indicate if you have nay of the following documents:





Health Care Proxy    	 	Y	      N


Health Care Agent ________________________


Living Will	      		Y	      N


DNR (Do not Resuscitate)    	Y	      N


MOLST			Y	      N





Location of advance directives documents: _______________________________________





Current Physicians


Include name & phone no.


____________________________________________





____________________________________________





____________________________________________





____________________________________________





Allergies to Medications


Include name of medication & reaction:












































Current Medical Problem & Diagnoses





Describe any past problems with receiving anesthesia:





Immunizations


Include dates, if known








		Received		Date





Tetanus	Y	N


Diphtheria	Y	N


Measles	Y	N


Mumps	Y	N


Rubella	Y	N


Polio		Y	N





Other:








Hospitalizations (list with dates and reason):





Please indicate if you or an immediate family member has suffered from or currently suffers from any of the following conditions:





Condition�
Self�
Family Member        (indicate who)�
Notes�
�
Alcoholism�
 �
 �
 �
�
Asthma�
 �
 �
 �
�
Cancer, list type(s)�
 �
 �
 �
�
Depression�
 �
 �
 �
�
Diabetes�
 �
 �
 �
�
Heart Attack�
 �
 �
 �
�
High Blood Pressure�
 �
 �
 �
�
High Cholesterol�
 �
 �
 �
�
Mental Illness, specify�
 �
 �
 �
�
Stroke�
 �
 �
 �
�
Suicide�
 �
 �
 �
�
Surgeries, specify�
 �
 �
 �
�
Surgeries, specify�
 �
 �
 �
�
Surgeries, specify�
 �
 �
 �
�
Other  _____________�
 �
 �
 �
�
Other  _____________�
 �
 �
 �
�
Other  ______������_______�
 �
 �
 �
�
Other  _____________�
 �
 �
 �
�
 �
 �
 �
 �
�
 �
 �
 �
 �
�






Women only - Indicate the number and dates of pregnancies, abortions and miscarriages:








