	PATIENT MEDICAL INFORMATION

	Do you have any Chronic Illnesses? (i.e., high blood pressure, diabetes)      No       Yes, please list below

	Other type of Illness

Year Diagnosed 
	Height:_______________
Weight:__________________

 

	Heart Disease     (        Diabetes          (            Cholesterol     (    Aneurysm     (        Hypertension       (  

Varicose Veins    (        Stroke /TIA      (            DVT                (       PAD           (        Kidney Disease   (  

GERD                 (         Cancer            (           Respiratory Problem   (          Other:_____________________                                            
	

	Have you had any surgical procedures? (Including pregnancies)      No            Yes, please list:     (No. of pregnancies: __________


	Year
	Reason
	Hospital

	
	
	

	
	
	

	
	
	

	
	
	

	Are you a Dialysis Patient   (circle)     

           No          Yes
	Dialysis Center:
	Dialysis Days (Circle) Time:

S     M     T     W     Th     F    S

	Are you taking any medications?  (circle)      No    / If Yes, please list below     Pharmacy:___________________________________

	Name of Drug
	Strength
	Frequency
	Name of Drug
	Strength
	Frequency

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	IN CASE OF EMERGENCY
	
	
	
	
	

	Allergies to Medications          None    /  Yes          If  yes, please list below
	Pharmacy:                                                Do you have a pacemaker?  (circle)   No     Yes

	Name of Drug


	Do you use tobacco?            No               Yes          

   Year Quit      _________    How many per day? _______ 

   Smoke Presently ______   How many per day? _______

Do you drink alcohol?       No (      Rarely    (   Occasionally     (   Often (  

	
	

	
	

	Exercise:

               ( Sedentary (No exercise)
               ( Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)

               ( Occasional Vigorous Exercise (i.e., work or recreation, less than 4x/week for 30 min.)

               ( Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)



	 Family History:
               Heart Disease     (        Diabetes         (         Cholesterol     (        Stroke             (        Other:_______________________   
                Aneurysm           (        Hypertension (           Cancer           (        Respiratory    (  

	 


