Please COMPLETE ALL ITEMS of Current Medical Information:
Name:________________________   Date of Birth:__________________ Age: _______

Date of last complete PE:_________     Occupation:____________________

Marital Status:__________________Hobbies/Interests:___________________________

Last Grade Completed:___________  PrimaryLanguage:   ___________________

Medicines-Prescription and Over-The-Counter/Vitamins/Herbs you are taking
____________________________      _______________________________________

____________________________      _______________________________________

____________________________      _______________________________________

____________________________      _______________________________________

Allergies:  List all drug and NON drug allergies and all drug reactions
____________________________       ___________________________________

____________________________       ___________________________________

____________________________       ___________________________________

FAMILY HISTORY  (Please include Names and ages of all)

                Name            Age      Alive                  Any medical problems that they had                

                                                 Or Deceased                     or currently have

________________________________________________________________________

Father:   ________________________________________________________________

Mother: ________________________________________________________________

Bothers: ________________________________________________________________

   Or      ________________________________________________________________

Sisters   ________________________________________________________________

              ________________________________________________________________

              ________________________________________________________________

Spouse:  ________________________________________________________________

Children: _______________________________________________________________

               _______________________________________________________________

               _______________________________________________________________

               _______________________________________________________________

               _______________________________________________________________

               _______________________________________________________________

HOSPITALIZATIONS:  

Include all hospitalizations starting from earliest to most recent                                                                     
Where:                            Year                          What For:

