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     PATIENT INFORMATION AND MEDICAL HISTORY QUESTIONNAIRE 
 
 
Name _______________________________________________________________ 
                                   Last                       First                                   M.I. 
 
Address _____________________________________________________________ 
                                     
_____________________________________________________________________ 
City                                                 State                                      Zip 
 
Home Phone ______________________Business Phone_______________________ _ 
 
Email Address_________________________________   
 
Would you like to join our e-mailing list?    ________YES _________NO 
 
Occupation_____________________________Employer_______________________  
 
Employer's Address_____________________________________________________ 
 
______________________________________________________________________ 
City                                            State                                        Zip 
 
Social Security #_______________________________________                               
 
Date of Birth__________________Age______Height_________Weight_________ __ 
 
How did you hear about our services?______________________________________ 
 
Purpose of office visit ___________________________________________________ 
 
Name and address of your doctor:_________________________________________ 
 
______________________________________________________________________ 
 
Are you presently being treated for any medical conditions?  Yes___No___ 
 
If so, what?___________________________________________________________ 
 
Name and address of your barber/stylist ___________________________________ 
                                                                     
_____________________________________________________________________ 
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List any medications and dosages:_________________________________________ _ 
 
List any medication allergies:_____________________________________________ 
_____________________________________________________________________ 
    
Have you had any prior reaction to local anesthesia?  Yes____No____ 
 
Serious Illnesses (Please List & date:) ______________________________________ 
_______________________________________________________________________ 
 
Previous Surgery (Please list): 
Operation                     Year          Hospital           Surgeon                 Anesthesia 
                                                                                                               local/general 
__________________________________________________________L___G______ 
__________________________________________________________L___G______ 
__________________________________________________________L___G______ 
__________________________________________________________L___G________ 
 
Do you have a condition that causes excessive bleeding? Yes___No___ 
 
Does your blood clot normally? Yes___No___ 
 
Do you have a condition that requires prophylactic antibiotics? Yes___No___ 
 
   Joint Replacement ? Yes___No___ 
 
   Mitral Valve prolapse? Yes___No___ 
 
   Prosthetic heart value? Yes___No___ 
 
Are you taking  Aspirin ? Yes____No____ Ibuprofen? Yes___No___ 
 
Do you smoke?   Yes___No___ If so, how many packs a day?________ 
 
Do you drink more than two drinks per day? Yes___No___How Much?___________ 
 
 
_________________________________                     ____________________ 
          Signature                                                                               Date 
 
 


