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Patient Name:

Date:

Please answer the following questions regarding your general health.

Please circle the appropriate answer.

Do you now or have ever had:

Tuberculosis (TB)

Cancer

Heart attack

High Blood pressure

Diabetes

Lung disease

Seizures

Tremors or shakes in your arms or legs
Grind your teeth

Feel a shortness of breath while you sleep on your back

Do you have a history of the following:

Asthma

Bronchitis

Chronic Obstructive Pulmonary Disease (COPD)
Emphysema

Stroke

Congestive Heart Failure

List any other medical history not listed above:
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