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What Medications are you taking/what for? _________________________________________________________
__________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Do you take any Blood thinners?         NAME: ________________         DOSE: ___________________
Do you take Aspirin on a daily basis?    YES ___     NO ___
What surgeries or operations have you had? _______________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Are you allergic to any of the following?     __ Adhesive Tape    __ Codeine    __ Iodine     __ Latex                          							 __ Novocaine        __ Penicillin           __ Tetanus 
Do you have any other allergies or sensitivities?             YES ___   NO ___      If yes, what? ________
Do you smoke?              YES ___    NO ___                              If yes how many packs per day? _____
Do you drink alcohol?   YES ___    NO ___                              If yes:   ____ Daily      ____  Socially 
Are you pregnant?           YES ___    NO ___
I certify that this information is correct, and I will notify Dr. Chapman of any changes in my medical history. Signature________________________________Date______________________
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__ Angia  __ Heart Attack __Heart Disease 

__ Heart Murmur __ High  Blood Pressure  __ High Cholesterol 

__ Mitral Valve Prolapse  __ Pacemaker  __ Stroke 

__ Anemia __ Blood Clots  __ Foot or Leg Cramps 

__ Leg Pain when Walking  __ Poor Circulation  __ Prolonged Bleeding 

__ Stroke  __ Varicose Veins 

__ Acid Reflux (GERD) __ Bowel Disorders  __ GI or Rectal Bleeding 

__ Hiatal Hernia  __ Stomach Problems  __ Ulcers 

__ Alcohol Dependence  __ Anxiety  __ Depression 

__ Drug Dependence  __ Psychiatric Care 

__ Back Problems  __ Bladder Problems  __ Cancer (type: _______)

__ HIV __ Kidney Problems  __ Muscle Disease (Polio)

__ Healing Problems  __ Thyroid Diease  __ Hepatitis ( Liver Disease) 

__ Dialysis  __ Frequent Infections __ Implants 

__ Unexplained Weight Loss 

  Arthritis    Diabetes Stroke    Bleeding Dissorder

 Nuerological Dissorder Circulation Problems  

Respiratory

__ Asthma  __ Emphysema

MEDICAL INFORMATION 

ARTHRITIS 

__ Gout  __ Osteoarthritis  __ Rheumatoid Arthritis 

Circle if you have a family history of the following:

PSYCHOLOGICAL 

NEUROLOGICAL 

__ Epilepsy/Seizures   __ Parkinson's Disease 

__ Diabetes ( __ Insulin )  ( __ Non-Insulin) 

HEART

MISCELLANEOUS 

OTHER 

Have you ever had, or been treated for, any of the following?



VASCULAR

GASTROINTESTINAL

__ Tuberculosis 


