O’CARROLL & ASSOCIATES, L.L.C.

PATIENT NAME:

CHIEF COMPLAINT: (please describe location and duration)

PERSONAL HISTORY
HAVE YOU EVER HAD (PLEASE CIRCLE YES OR NO)
1. Surgery requiring anesthesia.........ccceeveveveivecveseecevenenen. YES or NO

2. Any joint replacement.......c.ccoeeeriveeececeeriee e YES or NO

3. Any valve replacement.........ccccecevevenevreinesceseseineeene. YES 0r NO

4.Any ill effects related to an anesthetic........cccccoevvvevenenn. YES or NO
5. FaINting SPEIIS....cccviciiicrieece et YES or NO
6. SEIZUres OF CONVUISIONS......cccvcvvreererirereire et e YES or NO
7. SEEOKE ettt st et s YES or NO

8. Depression or mental illness........cccceeeeevevecereeeceseenennen. . YES o NO

9. Thyroid problems................. ..YES or NO
10. Chronic or frequent coughs.........ccccceeeeevecrerevececenenn... YES or NO
11. Shortness of breath.........ceeevinnncescee e YES or NO
12. Asthma or hay fever...... e YES or NO
13.Lung disease (pneumonia, TB, bronchitis).............ce..ee... YES or NO

14. High blood pressure.........ccoccveeeveeerereereessesessreseneeenen. YES 0 NO

15. Rheumatic fever or heart disease..........ccceeceeeevveeenennee... YES Or NO

16. Rheumatoid arthritis.........cocoevereeirecnerenesenene s YES or NO
17.Heart attack........coeveeerinenereenieireeie ettt YES or NO
18. Pacemaker or defibrillator.........cccoeveviveciennencecenesennes YES or NO
19. CheSt PaiN....cceiciir et s e YES or NO
20. Palpitation or fluttering heart.........ccooveerneeeneinencinennns YES or NO

21. Bleeding tendencies......cccccvvcevveereresreessrcesseesesesseenennn. YES OF NO

22.Diabetes Type 1 or Type 2......ccccceevveevesereceseecesesesnneeneene. YES 0 NO
23. Jaundice or [iver diSEase.......ccceverrriereenerereneireerineeenene YES or NO
24. Blood clotting in lungs or legs........cccccecveereeerererreennnnne... YES 0r NO

25. Infectious disease of any kind..........ccocoevveevveverecrenieen YES or NO

26. Blood clotting in lungs or [egs........cccoceevvcerriineeenrccieenn YES or NO

27. Infectious disease of any kind..........c.cccveeveeveeececcennevennnes YES or NO

28. Colitis, gastritis, GERD.........cceveriruerirriierererirece e YES or NO

29. Bladder, kidney diS€ase..........ceveevereeinrevecreieinrie e YES or NO

30, CANCEN ittt ettt e e s st e e e e e e essesnees YES or NO

31. Hepatitis-type oot YES or NO
HABITS NEVER OCCASIONALLY DAILY

32. Street drugs

33. Alcohol

33. Tobacco
Cigarettes

Cigars

Pipe

Caffeine

ALLERGIES
34. ANy drug allergies.......occevevvureenieeeeneeie st YES or NO
If “yes” specify

35. Any environmental/food allergies.........c.occvevesrennenene.. YES 0r NO

If “yes” specify

PLEASE LIST CURRENT MEDICATIONS

36. Do you see a Cardiologist?........cccveeveeerierieeenieenieennenns YES or NO

37. If you see a Cardiologist, who is it?

37. DO you take aspiriN.......ccccereinrereeieninneereeresierese e seienes YES or NO
38. Do you take any supplements.........ccceeeververireeresnsrerene. YES or NO
39. Do you take Coumadin or PlaviX........cococveeeererererereenenee. YES or NO
40. Do you take “Blood Thinners” of any type......c..ccocuueue... YES or NO

If “yes” please specify




FAMILY HISTORY

PLEASE ANSWER WITH A YES OR NO IF ANYONE IN YOUR FAMILY HAS ANY OF THE FOLLOWING:

1. AICONOLISM...eiiiiiiieiccrcr st YES or NO

2. Allergies/Hay feVEI......ccoevrieeececereres e ssvsaeens YES or NO

3. ANEMIAiiicc e YES or NO

A, ANXIELY .ottt st st e s e s e YES or NO
5. ASTNMA. s YES or NO
6. Atrial fibrillation......ccccoeeeeeciinnnicne e YES or NO
7. Cardiovascular disease..........ccceevverersreervereerecnreresesenenee. YES 0 NO
8.  Cirrhosis/Liver disease.........cceeevveervevrvecereeireeeseveneene . YES 0r NO
9. ColitiS/BOWEL.....coveveeviercecerecrieeeriee e eeee v eene . YES OF NO

10, CANCEI it e YES or NO

11. COPD/LUNG dIiSEASE.......cvrvevercrieeceeiee e eveereaeersse s venenenes YES or NO

12. CRF (Kidney disease/failure)........ccoecvveevveeevereeereereeeenn.. YES 0r NO

13. DVT (ClOtting in 1€8S)...ccveeeveueriereireeeiieeee e e YES or NO
14, DePresSiON.... ittt st YES or NO

15. Type 1 diabetes.....coiivieiecicreeeeeere e YES or NO
Signature:

16. Type 2 diabetes......ccccvereviceciericeceeer e

17, EPIlEPSY ettt sttt sttt

18. Gastrointestinal Disease

19. Heart MUIMIUN ....c..cvve e
20. HEPAtitiS...cceee et ettt et s e s

21. High blood pressure.........ccoeeveeeveeerineeierecennnns

22. Kidney infections

23.KidNEY SLONE.....cucvievie ettt ettt e saereae s

24, MIFaiNe.....ccceeirieiriecie st

25. Osteoarthritis

26. OStEOPOrOSIS....cuverieeee sttt
27. Neurological disease/disorder........c.ccooevrveveveneereeenenes
28. PUlMoNary disease.........ccoeueuireeeceeeiereee e
29. Rheumatoid arthritis.........ccceeevveeeneriresenenenenn

30. Thyroid diSEaSe.......cocueveeeereeeiecreeeree e ens

Date:

..YES or NO

...YESor NO

.............. YES or NO

.............. YES or NO
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............... YES or NO

............... YES or NO

...YES or NO

............... YES or NO

................ YES or NO

................ YES or NO

..YES or NO
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............... YES or NO
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