
NAME: ___________________________ _ 

History and Intake Form 

Past Medical History: (please circle an that apply) 

Anxiety 
Arthritis 
Asthma 

Coronary Artery Disease 
Depression 

Thyroid Problems 
hyper/hypo 
Leukemia Diabetes 

Atrial fibrillation (irreg 
heart beat) 

End Stage Renal Disease 
GERO 

Lung Cancer 
Lymphoma 

Bone Marrow 
Transplantation 

Hearing Loss 
Hepatitis 

Breast Cancer 
Colon Cancer 

High Blood pressure 
HIV /AIDS 

Prostate Cancer 
Radiation Treatment 
Seizures 
Stroke 

COPD High Cholesterol 
NONE 

Other ___________________________ _ 

Past Surgical History: (please circle all that apply) 

Appendix Removed 
Bladder Removed 
Breast: Mastectomy (Right, Left, Bilateral) 
Breast: Lumpectomy (Right, Left, 
Bilateral) 
Breast Biopsy (Right, Left, Bilateral) 
Colectomy: Colon Cancer Resection 
Colectomy: Diverticulitis 
Colectomy: IBO 
Gallbladder Removed (cholecystectomy) 
Coronary Artery Bypass 
Mechanical Valve Replacement 
Biological Valve Replacement 
Heart Transplant 
Joint Replacement, Knee (Right, Left, 
Bilateral) 
Joint Replacement, Hip (Right, Left, 
Bilateral) 

Joint Replacement within last 2 years 
Kidney Biopsy (Nephrectomy) 

Kidney Removed (Right, Left) 
Kidney Stone Removal 
Kidney Transplant 
Liver: Shunt 
Liver: Transplant 
Liver: Hepatectomy 
Ovaries Removed: Endometriosis 
Ovaries Removed: Cyst 
Ovaries Removed: Ovarian Cancer 
Ovaries: Tubal ligation 
Pancreas removed 
Prostate Removed: Prostate Cancer 
Prostate Biopsy 
Rectum: Lower resection 
TURP (Prostate Removal) 
Spleen Removed 
Testicles Removed (Right, Left, Bilateral) 
Hysterectomy: Fibroids 
Hysterectomy: Uterine Cancer 

NONE 

Other ____________________________ _ 








