
When was your last physical exam? 

Physician's Name _~ :--_- --;--'- _ Phone ---:'':'':''"""~-_ 

Yes No 

1. Are you currenUy under medical treatment? ......•. D o 7. Have you had any allergic reactions to the following: 

Yes No 
Please describe: _~ ~~__~ 

Local Anesthetics (eg. no\Ocaine) 0 o 
Pe~lcillin or other Antibiotics 0 o 

No Sulfa Drugs :; 0 o 
2. Have you ever had any serious illnesses ~ 

Barbiturates (sleeping pills) :........... 0 o
~~~ations? : D o 
Sedatives 0 o'Pij~edescribe: -' . 
Iodine ~L~ 0 o 
Aspirin , ,'::.: 0 o 

';\\.',' Yes other : ~ ..·..O o 
3. ··Ate you currently taking any medication? .........:... 0 ;'.
 Please describe: --.-_...."..__-'"'-_ 

Please describe: __---, ---__ 

. 8. Women Only: Yes 

• .. <''rIOes Do you have ~. peri~? 0O4.00 youSI)'IOke? A;A.- .. •• .. • ..·'·A_ t kind birth "['" '11s'?.,,;"'''' you a con,,~pl .. 0 
5. DO you use aJcohol? ;:' 0 0 . Have.you~v.er been pregnant? , 0 
6. DO you use cocaine or other drugs? :.. ' D 0 Nutrber of ~.regnancies: --- ­

Have you ever had the following: ',. 2'"1es No., Yes No Yes No 

Anemia (low blood coutIt)................. 0 Q Heart Murmur DO Polio.,.., i!,~., .. 0 0 
Anorexia (no tlte)....... 00 Heart DIsease ~ 0 .0 Prostate Prob'em ;;;~; 0 0 
Arthritis 0 0 Hepatitis-Type -_ 0 0 PSYChlatric:G~re : 00 
Asthma' L...... 0 0 Hemla DO Respiratc'H)t Disease :: DO 
Back Problems .••.:..... 0 0 Herpes 0 0 Rheurtlatic Fever ~:o .. 0 0 
Bleeding T~ 0 0 High Blood Pressure 0 0 SCarlet Fever 0 0 
Blood Di~ DO HIV/A1DS 0 0 Shortness of Breath , 0 0 
Car.cer ..::.·.L elf] Jaundice 0 ~tO . .Sinus Trouble :.. :.:.. 0 0 
Chemical Dependency (1IIIIlllan~~) DO KIdney Disease 0 0 Sklll-R~, 0 0 
Chemotherapy D 0 Latex.sensitivity 0 0 Stroke .::'.~ 0 0 
Chicken Pox:;............. 0 O. LiYer Disease 0 0 Thyr~id Problems 0 D .. 

Chronic Fatig~ SYndrome DO Low Blood Pre$SUN O. O' TO(lsilllUs 0 0 
CirculatOry~lemS 0 O~asles : , D·D TubercuIOSj·~ 0 
Congenital Heart lesions............. 0 D. MlgraJne Headaches ,.:L. D 0 Ulcer 0.. 

. Cough- persistent or bloody......... 0 Q Mitral '4I!ye Prolapse : D 0 Venereal Disease Q 0
 
·;··"';·)Diabetes : 0 0·.;·· Mumps..~: D D. Any Other Condition......... 0 0 

Emphysema : ~~:.,.,.. 0 0 Multiple 5ole(osls._ 0 0 Please describe: _ 

Epilepsy ~ ~::, 80 Pacemaker : 0 0 
Glaucoma ;.,.:- ••;..... 0 Pneumonia D 0 

I hereby authorize payment<tireeuY to '.' for all fnsurance benefits ottTerwise payable to me for
 
services rendered. I iJnde~tand that I am financially responsible for at! Charges, whether or not paid by Insurance, and for all services
 
rendered on my behalf or·~ depe~ents.
 

I authorg~ tt)eabove doctor and/or any provider or supplier of services in this 6'fflce to release the inforrT\ation required to secure the 
payment otbeD~fits. I authorize the use of tl)is si~ature on all insurance submissions. 

SignatureoiR~ponsibleParty Date 


