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HEALTH HISTORY QUESTIONNAIRE
A1 questions contained in this questionnaire are s0icdy confidentjal and will become part of your medical record.
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Date: Please be as specific as possible
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Surgeries: (You may use the back for addiHonal surgeries)

Surgery TyPe



NAME: DOB: Date:

: Allergies to medications:

Reaction You Had
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Do you curenUy use recreational or street drugs? tr Yes trNo
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trNo
If yes, how often? trRarely trWeekends trOccasionally trModerate trHealry trRecovering Alcoholic

Do you have an Advance Directive or Living Will? tr Yes
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