


urg1ca 1story. S . l H. Pl ease r 1st any surgeries an d h t e approximate d / ate ,rear-
Surgery Date Surgery Date 

Do you have any allergic reactions to Medications/Food/Latex? 

Medical Problems-Please "X" any that apply to you 
Please "X" and Please "X" and 

comment comment 
Anemia/Bleed easily Previous Radiation Therapy 
Blood clots Previous Chemotherapy 
Cardiac Issues Implantable Device 
**Cardiologist Name: (* *Pacemaker, Port. ... ) 
Chest pain Thyroid Issues 
Arthritis/ Osteoporosis Diabetes 
Constipation/DiaIThea High blood pressure 
Convulsion/ Seizure Gastro-Intestinal Issues 
Stroke Colostomy bag 
Hepatitis Lung/Pulmonary Issues 
Kidney Problems Lupus/Sclerode1ma 
Dialysis Dental/Oral issues: 

**Dentist: 

Please list any medical problems not listed above, past and cu1Tent: 

Medications-Please list any medications (prescription and over the counter) that you are 
currently taking. 1-Please utilize another sheet of paper. 

�· 

**Preferred Pharmacy ______________________ _

St.osephHeahh �I� 
()UlTI I of thr VuJley 








