DEER VALLEY
SPINE CENTER

PATIENT NAME (LAST) (FIRST) (MIDDLE) [JMALE AGE |HEIGHT |WEIGHT
[] FEMALE
Alcohol consumption?....... [IYes [CINo|CVA/ Stroke......... [dYes [No |Jaundice............... O Yes CI No
How _much? Dgpression ............ O Yes [No [Kidney problems..... O Yes O No
AR gzzz gsg DIGDEIES.......oo... g ves g NO [ Latex sensitive....... O Yes O No
IS e, ialysis............... ; O |
Asthma...........cocovveviinn Cves CINo |Emphysema.......... dYes [No g?:ﬁsr::?sma """""" O $§§ = Hg
Bladder disorder............ [Yes [CINo |Epilepsy............... CdYes [OONo o, 00 e O O
Bleeding disorder........... [Yes [INo | Fainting spells....... [dYes [INo S'Ckle_ Cell............ O Yes O No
Bowel disorder.............. ClYes [CINo|Glaucoma............. CIYes [INo|[Smoking............... Yes — No
Bronchitis.................... [OYes [INo |Had acold recently.. CJvyes [ No| How much?
CanCer.......uveeunnerenns [Cdyes [CINo | Hearing problems... [JYes [ No |Stomach disorders... [Yes CINo
Convulsions................. [CdYes [CINo | Hepatitis (B or C)... [dYes [No |Thyroid problems... [Yes C1No
Currently Pregnant......... CdYes CINo|HIV/AIDS exposure [JYes [ No | Tremors/Parkinson's [ Yes CI No

Please list all current medications and dosages:

Please list any medications that you have a history or allergic reaction to: (list what your reaction was):

Please list all previous surgeries:

CARDIOVASCULAR HISTORY

Do you have high blood pressure?.......... J Yes [ No | Do you have any heart disease?..................... [ Yes [1No
Do you have palpitations?...................... L1 Yes L No | Do you suffer from irregular heartbeats?...... Clves I No
Do you have fast heartbeats?.................. L ves HNo Do you suffer from angina?............c..ceeu.ee. Hves HNo
Do you have a heart murmur?................ B yes [J No | Do you have a cardiac pacemaker-.............. Byves CINo
Do you suffer from chest pain?.............. O Yes [ No |Have you ever had a stroke?........................ Cyes CINo
Have you ever had a heart attack?.......... [ Yes CINo

FAMILY MEDICAL HISTORY
Please list any family medical history: (living or deceased) What family member?
Cancer.......oovviiiieieiennn, [ Yes CINo Relation: O Living [ Deceased
Heart disease..................... [JYes [No Relation: I Living [ Deceased
High blood pressure............. OlYes CINo Relation: O Living [ Deceased
Diabetes......ccovvviiiiiiiiinnn, [JYes [No Relation: [ Living [ Deceased
Depression/Mental disorders... [JYes [ No Relation: [ Living ] Deceased
Other Relation: O Living [ Deceased
Other Relation: [ Living [ Deceased
Other Relation: [ Living [ Deceased

PATIENT SIGNATURE

DATE




