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47) ANY OTHER MEDICAL CONDITIONS NOT LISTED ABOVE? 

48) HAVE YOU BEEN HOSPITALIZED IN THE PAST YEAR? IF YES - WHAT WERE YOU TREATED FOR?

49) HAVE YOU EXPERIENCED AN UNUSUAL OR ALLERGIC REACTION TO ANY OF THE FOLLOWING?
_________ LOCAL ANESTHETIC   _________ CODEINE
_________ PENICILLIN     _________ NARCOTICS
_________ SULFA DRUGS    _________ LATEX RUBBER
_________ ASPIRIN     _________ METALS
_________ OTHERS _______________________________________________________________________

50) PLEASE LIST THE MEDICATIONS YOU ARE CURRENTLY TAKING: 
(INCLUDING OVER THE COUNTER, OR SUPPLEMENTS OR HERBALS)

      NAME     DOSAGE   ROUTE OF INTAKE   MEDICAL CONDITION

51) TOBACCO USE
CIGARETTES
______ QUIT:  DATE _____________
______ NEVER
______ CURRENT SMOKER: PACKS/DAY______ NUMBER OF YRS ______

OTHER TOBACCO: PIPE ______ CIGAR ______ SNUFF ______ CHEW ______ BETEL QUID______

ARE YOU INTERESTED IN QUITTING? NO______ YES______

52) ALCOHOL USE
DO YOU DRINK ALCOHOL? _____ YES _____ NO  NUMBER DRINKS/WEEK_____

53) DRUG USE
DO YOU USE ANY RECREATIONAL DRUGS? _____ YES _____ NO
HAVE YOU EVER USED NEEDLES? _____ YES _____ NO

54) DO YOU FEEL SAFE AT HOME? _____ YES _____ NO

55) DO YOU HAVE ACCESS TO MEDICAL CARE?
NAME OF FACILTY:__________________________________________________________________________________________
DOCTORS NAME: __________________________________________________________ PHONE:_________________________

56) HAVE YOU HAD A SCREENING FOR THE FOLLOWING?
COLON CANCER (IF ABOVE 50 YR OF AGE)  . . . . . . . . . . . . . .Y   N
BREAST CANCER (IF ABOVE 40 YR OF AGE) . . . . . . . . . . . . . .Y   N
BLOOD PRESSURE . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Y   N
CHOLESTEROL/LIPIDS (IF ABOVE 35 YR OF AGE) . . . . . . . . . .Y   N
IMMUNIZATIONS (FLU SHOTS, PNEUMONIA) . . . . . . . . . . . . .Y   N

57) WEIGHT________________ HEIGHT____________

I CERTIFY THAT ALL THE INFORMATION I HAVE PROVIDED IS TRUE TO MY KNOWLEDGE.

PATIENT’S SIGNATURE________________________________________________________  DATE_________________________


