PATIENT HISTORY SHEET

PATIENT NAME: DATE OF BIRTH: TODAY'S DATE:

PRIMARY CARE PHYSICIAN OR REFERRING DOCTOR:

CURRENT MEDICATIONS (INCLUDING VITAMINS AND SUPPLEMENTS):

ENVIRONMENTAL/SEASONAL ALLERGIES

(INCLUDING LATEX, CONTACT ALLERGIES): YES NONE (UNKNOWN)

PLEASE INDICATE ALL ILLNESSES AND HEALTH PROBLEMS FOR YOURSELF. (CHECK APPROPRIATE BOX)
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DO YOU USE TOBACCO? YESOI FORMERO NOO
DO YOU USEASPIRIN? YESO FORMERO NOQO



