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HEALTH QUESTIONNAIRE

Name Date

Correct answers to the following questions will allow our doctors to treat you on a more
individual basis. Your answers are for our records only and will be considered confidential.

1. Has there been any change in your general health in the past year ..
. My last physical examination was on
3. Are you now under the care of a physician et o e e e RS YES NO
If so, what is the condition being weated

4. The name and address of my physician is

S. Have you had any serious illness within the past five (5) years
If so, what was the iliness

...................................................... YES NO

6. Have you been hospitalized or had an operation within the past five (5) years .......ccccoeeeeveveeeeeee.. YES - NO
If so, what was the problem

7. Do you have or have you had any of the following diseases or problems

a.. Rheumatic fever or rheumatic Reatt. QiSEASE ... ..o ieiiniis sossiesinssassusssaessssiossassseiisssensssssissansarcs YES NO
brEongenitaltheantidiseacemmme it L et ol s e N SR S R A YES NO
¢. Cardiovascular disease {(heart trouble, heart attack, coronary occlusion, high/low blood pressure,
3 B ek (0 o L= 0 Y Rt o e e YES NO
1)2Dojyotthave pain in Chest NPON EXCTHON it et o ms deme v oo ssbe s s sisaacsssn ot s b e YES NO

2) Are you ever short of breath after mild €XErtion ...ooeeeeceeerceccerrereecrseeersenisscnseessesesneneseerens YES  NO

) Doyouranikde siswell . e e s T L YES NO
4) Do you get short of breath when you lie down, or do you require extra pillows when you
sleep e S T T SR o S YESTENG
d. Arntificial o re placement hean valVes ... i o m s oo bt s ot oo en o e ssan b sesen s sae e YES NO
cxPacemaker .-l L st % e e e e e YES NO
EUAHCTRY oottt e e S e S e e e YES NO
g SIS U bl e e R L o o e e e s e e YES NO
h. ASthmaior hay fever ..o i s e e e s s e YES NO
1. Hives or skin rash.... B e I B e e YES NO
j. Fainung spells or seizures......... i e D e e e S e S T e S YES NO
B T e e e e N e B o YES NO
1) Do you have 1o urinate (pass water) more than Six times Per day weeeevceeceeneeeeieniiescenesseeesuenns YES NO
2) Are youthnsty muchofthe me . e e YES  NO
3) Does your mouth frequently BECOME ArY ...occcieciiemenencencsossescnssscnestesersraserseesnessesssssanasesses YES NO
18 Hepatitis aundice orlive rdisease e e et o D o YES NO
m. Arthntis or I A M A ORI U A S I i e e e ses e ssitaoenidaanvsassaaen ssatassasiansnessbrnsiase YES NO
n. Arntficial or replacement joints, prosthetic ........eceveeeeeeevereeees E e e R e YES NO
0.- Digestive system-Ulcers.or stomach disorders (colitis) .o s S YES NO
pKidneytTonble s e e e e o et e e e e YES NO
Qs RuberctlostSiaca i naain e e a Ll i e e e YES: NO
r.. Bersistenticough ercoughaupblood i i e e s YES NO
s Immune System Disorders fincloding AIDS S HIV ARG i ol el YES NO

Please see reverse side of form for signature
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If so, how much per day/week and length of time

t. Venereal Discase YES
u. Other
My last eyc examination was on
Do you have or have you had any of the following cyc discases or problems
a. Glaucoma YES
b. Cataracts YES
¢. Retina Detachment YES
d. Ncar Sightedness YES
e. Far Sighiedness YES
f. Crossed Eyes (Strabismus) YES
8. Lazy eye (Amblyopia) YES
Do you wear contact lenses YES
If so, what type and how long
Have you had abnormal blecding associated with p:cwouswacryortmuma YES
a. Do you bruisc easily f YES
b. Have you ever required a blood transfusion YES
If so, explain the circumstances & when
Have you cver teStcd posiive f0r INe AIDS ViFllS ew.ccmeeecemsmessmsomemsmsmssssmensmssesssserssmssnsssmssisasses Y ES
Do you have any blood disorder such as ancmia YES
Have you had surgery or x-ray treatment for a tumor, growth or other condition ........ce... ... YES
Are you taking any of the following:
a. Anubiotics : YES
b. Anﬂcoagulams (blood thmncrs) YES
¢. Medicine for blood pressure YES
d. - Cortisone (steroids) -..YES
e. Tranquilizers YES
f. Anthistamines YES
g. Aspirin .. = YES
h. Insulin, tolbutamidc (Orinasc) or similar dmg for diabetes YES
i. Digitalis, Lanoxin or drugs for hcart rouble YES
j. Nitroglycerin YES
k. Birth control pills YES
1. Other medications
m. If "YES" 10 any of the above, state drug name, dosage and frequency
Are you allergic or have you rcacied adversely to: v
a. Local anesthetotics ’ YES
b. Penicillin ... YES
<. Sulfadrugs YES
d. Barbiwates, scdatives or siceping pills YES
¢. Aspirin YES
f. lodinc YES
g. Codeinc or other narcotics YES
h. Other
Do you usc any tobacco products YES
If 50, how much per day/wecek and length of time
Do you use any alcohol products

Do you have any discasc or condition not othcrwisc mentioned, if so, explain

TO THE BEST OF MY KNOWLEDGE, ALL OF THE PRECEDING INFORMATION IS CORRECT.

Paticnt, Parent or Guardian Signature
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