
 
 
 
 
 
 
Do you have any of the following? 
 
 
� Heart Problems    � Arthritis 
� Diabetes     � Anxiety 
� Cancer     � Hearing Problems 
� Allergies     � Fainting or dizziness 
� Chest Pain     � Vision Problems 
� Seizures     � High Blood Pressure 
 
 
 
 
 
List all Hospitalizations and surgeries, and include dates: 
____________________________________________________________ 
____________________________________________________________
____________________________________________________________ 
 
 
 
List all Medications that you are currently taking: 
____________________________________________________________
____________________________________________________________ 
 

 

 

 

Medical Record Number____________ 


