
 
 
Name_________________________________________________DOB:___________________________ 

Signature:__________________________________________________Date:______________________ 

Please list any surgeries you’ve had: 
______________________________________________________________________________ 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Please list any overnight hospitalizations other than surgeries or childbirth: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Medical Problems (for example) stomach ulcers, hepatitis, thyroid disorders, TB, myasthenia gravis, 
cancer, chemotherapy, radiation, high blood pressure, diabetes, acid reflux, GERD, joint injections. 
Please list any other diagnosed illnesses not mentioned above. 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

ALLERGIES:____________________________________________________________________ 

Social History:  S (never married)  M W D Living with ____________________ 

# sons________#daughters _______                   # pregnancies if female: ___________________ 

Tobacco use:  Never Prior Current     Started_______How much__________How long___________ 
Alcohol use:  Yes     No   how much weekly_______________ or monthly ___________________ 
Caffeine:  ___________ servings per day  __________ 

Occupation: ___________________________________________________________________ 

Family History: 
Any blood relatives with arthritis:  _________________________________________________________ 
_____________________________________________________________________________________ 

Other medical history of immediate family (blood line) 

Mother:_______________________________________________________________________ 

Father:________________________________________________________________________ 

Siblings:_______________________________________________________________________ 

Children:______________________________________________________________________ 


