
A脚gies (Please Iist al胸ods, drug胆C., that you are allergic to):

軸tiem寄S①壷租且醐s亀①Ⅳ:

Use of AIcohol:　　Never

Use of Tobacco:　　Never

Use of Drugs:　　Never

R孤e且y_

Previously, but quit

Type/F requency

Moderate Daily_

Currently (Packs/day)

Excessive Exposure at home to: Funes Dust SoIvents　　#霊

Hobbies:

Exerci s e/Recreati on :

Family Medical History:

Has any blood relative had any ofthe fo11owing: (Please mark “yes’’or “no”)

Tuberculosi s

Heart Disease

S甘Oke

Allergies

Bleeding Tendency

Chronic Lung Disease

Leukemia

Obesity

UIcer

High CholesteroI

Gout

C ataracts

Retinal Problems

Cancer

D iabetes

mgh BIood Pressure

Epil epsy

Anemi a

Ast山肌a

Mental Illness

M igraine Headaches

Thyroid Disease

Depres si on

Kidney Disease

Glaucoma

D「噂l^lc○h01 Pl’Oblem

answered. I understand that

pr。Viding incorrect informinon ca丘be dangerous to my (my child’s) health∴ It is my responsibility to infom

the doctor・s o飾ce of any changes in my (my child,s) medical status. I also authorize the healthcare staffto

perfom the necessary health care services I (my child) may need.

the questions on this fom have been accuratelyTo the best ofmy knowledge,

Signature of Patient/Parent/Guardian

Guardian’s Relationship to Patient:

This Health History has been reviewed in its entirety with the patient.

Signature ofProfessional ’

岳Ziiii¥
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