
MEDICAL HISTORY 
 
Reason for visit. Describe issues, including injury: 
 
​  
 
​  
 
How long ago did this problem start? Be as specific as possible: 
 
​  
 
Medications. List all prescriptions and over the counter medications and reasons for taking medications: 
 
​  
 
​  
 
​  
​
List allergies to medication, food, latex, etc.: ​  
 
List previous operations and complications: ​  
​
​  
 
Joint Replacement - specify joint(s): ​  
 
Height / Weight: ​ ​ Shoe Size: ​  
 
History of Blood Clot?  ❑ Yes  ❑ No​ Do you consume alcohol?  ❑ Yes  ❑ No 
 
Do you use a CPAP / breathing machine?  ❑ Yes  ❑ No​ ​ Do you smoke?  ❑ Yes  ❑ No 
 
Please check all that apply: Self Family (mother, father, siblings) 

Diabetes   

High Blood Pressure   

High Cholesterol   

Heart Disease   

Stroke   

Arthritis   

Sleep Apnea   

Pacemaker   

Kidney Disease   

Gout   
 
 
Print Name of Patient (or Guardian): ​   Date: ​  
​
 
Signature of Patient (or Guardian): ​   Date: ​  
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