Patient Medical Information

Fax: 1-877-669-9891 or 1-604-598-8620
Patient Name: ___________________________________ Gender: ___________

Phone Number: (_____)__________________  Date of Birth:________________

Known Drug Allergies: ______________________________________________

__________________________________________________________________

Current Medications (List all): _________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________
Please indicate if you have ever experienced problems with any of the following:

1. Heart or circulation





Yes
No

2. Lung 







Yes
No

3. Digestive System, including liver



Yes
No

4. Urinary or Kidney 





Yes
No

5. Joint, Bone, or Muscle 





Yes
No

6. Nervous system, including brain



Yes
No

7. Psychiatric







Yes
No

8. Skin 







Yes
No

9. Endocrine (Diabetes, thyroid, etc.)



Yes
No

10. Eyes, Ear, Nose, or Throat




Yes
No

11. Smoker







Yes
No

12. Drug or alcohol addiction




Yes
No

13. Infectious disease (Hepatitis B or C, AIDS, etc)

Yes
No

14. Any blood disorder





Yes
No

15. Anything else not mentioned above



Yes
No

If you have answered YES to any to the above questions, please summarize below 
(i.e. duration of illness, any treatment or surgery received).  __________________________________________________________________
__________________________________________________________________

__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

__________________________________________________________________

Signature






Date
