
R]E:|INA CONSiUIJIA.NTS OF BOSTON

PATIENT HISTORY

DATE: NAMIEi:

FAMILY HISTORIY: l\nrrong yrur blood relalives, is there a history of any of the followirrg?

Condition (check if yes) | n"trtion I ConOition (check if yes) | n,"tutlon

C Glaucoma O Color Blindness

C Cataracts O UnexolainedVision Loss

O "l-arv Eye" or Muscle lmbala.nce O Diabetes Mellitus

C Recinirl Detachment: C Tumor or Cancer

) Macuiar Degeneration O Heart Disease

O Nisht Blindness C Bleeding Disorder

C Stroke C Other

MEDICAL HISTOR\I: Do youl

Condittion (check itt yes)

now have, or have you eyer had, any of the following?

Date of I
I

On:;et I Condition (check if yes)t

Date orf

Onsel:

C Diabetes Mellitus
Treatrnent: diet control O pills O ins,ulin C
Medical Complications:

kidney O v:rscular C) other C

O Cancer orTumor
Type:

Location:

Treatment:

C HearcAtcack C Thyroid Disease
Type: underactive C overactive C
Treatment:

C Angina or Chest Pain

,l Heart Failure

) lrregr.rlariRapid Heartbe;rt O Numbness/Weakness

C Cardiac Pacemaker C Seizures

f Hieh Blood Pressure O Deoression/Nervous Brr:akdown

C Strol:e O Blood Clots in Legs

C Anenria O Bleeding Disorders

O Asthrna O Transfusions of Blood/Plasma

() Emphysema and/or Bronchitis O HIV Positive orAIDS

O Pneumonia () Skin problems

(J Tuberculosis C lf female, are you pregn:rnt?

) Liver Disease or laundice Have you gained or lost more than ten pounds

in the past year? Y 1!

lf yes, list number and reason:

gained O lost O pounds 

---

O Stomrach or Duodenal Ljlcer

C Kidney Stones/Kidney Disease

C Arthritisf[ype:



W W IAW&T 94l5'T &&Y, cnnt' d

Do you have any other medical probrlemsl

Do you have any allergir:sl

YN

YN

ll' yes, please describe:

F'lease list:

Date of last general anesthesia: A,ny anesthesia complications? Y N lf yes, please describe:

Any family history of anesthesia r:orrrplicar:ions? Y lrl lf yes, please describe:

SOCIAL HISTORY:

Occupation:

Do you srnoke cigarettes? 'f N lf yes, how marry cigarettes per day?

lf no, and you smoked in the pasrt, when did you quitl

Alcohol Intake: Y N l\mount:

REVIEWED:
Nu rse/Tbchnician:

Physician:

DATE:

MD

ADDITIONAL FIISTORY (for staff use):


