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Please list any allergies you have (i.e. drugs, foods, latex)
Please List Any Previous Surgeries
Do you have a family history of any of the following?
Do you have a history of any of the following medical conditions? (Check all that apply)  
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PREVIOUS EDITIONS CURRENTLY IN USE CAN BE USED
ALL OTHERS ARE OBSOLETE
The collection of information is governed by the Authority, Purpose and Routine Uses Identified in DD Form 2005, Privacy Act Statement - Health Care Records.
 May we contact you by email for a follow-up patient survey?
NOTE:  If this is a follow-up visit, you may check the box indicating "No changes since last visit."
Do You Take:
Do you take over-the-counter medications, herbal supplements, vitamins, and  prescribed medications.  (If you have a list, please have it available.)
 Do you consume any alcohol?  If Yes, Frequency?
Amount?
Amount?
 Do you now or have you ever used tobacco products?  If Yes, Type?
 Have you used IV drugs or other drugs?
 Are you or could you be pregnant?  Date of last period?
 Are you planning to become pregnant?
 Are you on active flying status?
 Special Duty?
Do you have any of the following?  (Check all that apply.)
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