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PRITHIPAL S. SETHI MD   THOMAS A. SORBERA MD

***MEDICAL HISTORY INTAKE FORM (PLEASE PRINT CLEARLY)***

PATIENT INFORMATION:

Patient Name: ______________________________________________Date of Birth: __________________ Age: _________
E-Mail__________________________________________________________________________________________________________
Height: ________________________            Weight: ______________________

PHARMACY INFORMATION:	

Name: __________________________________________________________________________________________________________
Phone:_______________________________________________    Fax:___________________________________________________
Address:_____________________________________________   City:____________________     Zip Code:_________________

ALLERGIES:

	SELECT APPLIED ALLERGIC MEDICATION

	
	Penicillin 
	
	Codeine

	
	Sulfa
	
	Iodine Contrast

	
	Latex
	
	Aspirin

	OTHER (PLEASE SPECIFY)

	

	

	



CURRENT AND/OR PAST MEDICAL HISTORY:

	
	Diabetes    Type 1:       Type 2:           Other:

	
	Coronary Disease
	
	Autoimmune Disease
	
	Emphysema (COPD)

	
	Stroke/TIA
	
	Hepatitis
	
	Hypertension

	
	Stomach/GI Problem
	
	Liver Disorder
	
	Heart Attack

	
	Arrhythmia
	
	Spine Injury
	
	Renal Failure

	
	Asthma
	
	Pacemaker/Defibrillators
	
	Bleeding Disorder

	
	Neurologic Disease
	
	Thyroid Disease
	
	Glaucoma



OTHER:

DO YOU SMOKE?                               YES                  NO                   PACK PER DAY: ____________________________
DO YOU DRINK ALCOHOL?            YES                  NO                   DRINKS PER DAY: _________________________
RECREATIONAL DRUGS?                YES                  NO




FAMILY MEDICAL HISTORY:

PLEASE SPECIFY (IF ANY):___________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SURGICAL HISTORY:

	NAME OF OPERATION
	DATE
	SURGEON/HOSPITAL

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



CURRENT MEDICATION:
	NAME
	DOSE
	NUMBER PER DAY
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