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JOHN WAYNE CANCER CLINIC 

MEDICAL QUESTIONNAIRE     

Date: ________________________ 

Name: _____________________________________________             Gender:  Male  Female Age: ______ 
    (Last)                                           (First)                                 (Middle) 

Home Address: _________________________________City: ____________State: ____Zip-code: ________ 

Phone:  _____________________________ Fax No. (if any): ____________________________________________ 

Date of birth:____________   Birth place: ___________________ Mother’s birth name: _______________________ 

Social Security Number: ______- ______-_______ Driver’s License No. ___________________________________ 

Height: _____ Weight:____ Marital Status:  Single  Married   Divorced Separated  Widowed 

Spouse’s Name: _________________ Married how long? _________ Language spoken: _______________________ 

Interpreter required:  Yes  No 

Occupation: _______________________________    Employer: ____________________________________________ 

Address: ___________________________________________     Phone: _____________________________________ 

City: __________________________ State: _______ Zip-code___________        Fax: __________________ 

Emergency Contact: ______________________________         Relationship: __________________________ 

Home Address:  _________________________________City: __________________ State: _____ Zip code:________ 

Phone:  _____________________________ Fax No. (if any):  _____________________________________________ 

Local telephone number (Relative, Friend or Hotel): _____________________________________________________ 

Referring Physician: ________________________________ Specialty: _____________________________________ 

Address:  __________________________City: _____________________ State: _______ Zip-code: ______________ 

Phone: _____________________         Fax No.:  ________________________ 

Other Physician: __________________________________ Specialty: ____________________________ 

Address:  __________________________City: _______________________ State: _______ Zip-code: ___________ 

Phone: _____________________       Fax No.:  ___________________________ 
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Name: _____________________________________________                                Date: ________/________/________ 

The following information will help us evaluate our treatment of melanoma. Each question has a purpose in this evaluation. 

It is important that you answer as accurately as you can. Your help is greatly appreciated.  

(Please check one) 

Has any blood relative had melanoma?    Yes  No 

If yes, what is the elationship?_______________________ 

What is your ethnic background? 

Ethnicity:  White/Caucasian  Black/African-American  Native Hawaiian or other Pacific Islander   Ashkenazi  Jewish  Heritage  

 Asian    American Indian or Alaska Native  Hispanic/Latina Other:____________________________________________ 

Please list your occupation or kinds of work you have done:  _______________________________________________ 

___________________________________________________________________________________________________ 

What is your eye color?  Blue   Brown  Hazel Green   Other:  ___________________________________ 

What was your natural hair color at age 6?  Black  Blonde  Dark Brown  Light Brown  Red  Auburn  Other: ______________ 

What was your natural hair color at age 20?  Black  Blonde  Dark Brown  Light Brown  Red  Auburn  Other: _____________ 

Describe your natural skin tone/color:  Black  Blonde  Dark Brown  Light Brown  Red  Auburn  Other: ____________________ 

How many freckles do you have?  None  Very Few  Moderate  Many  Covered 

Describe your usual skin reaction to sun exposure: 

Usually burn with no tanning _______________________ Usually tan with no burning  ____________________________ 

Usually burn with little tanning _____________________ Always tan with no burning _____________________________ 

Usually burn with some tanning ____________________  Neither burn nor tan ___________________________________ 

Have you ever had severe sunburn where your melanoma occurred?  Yes  No  Do not remember 

If yes, at what age? _________ 

Have you ever been told you have “Dysplastic Nevus Syndrome” or “Ugly Mole Syndrome?”  Yes  No 

What is the highest level of formal education you have completed? 

 Grammar School       Jr. High School  Sr. High School 9 10 11 12  College 1 2 3 4  Post Graduate 1 2 3 4 
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Please mark the location of your lesion or melanoma. 
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We would like to know how you selected the John Wayne Cancer Institute: (Please check one) 

    Physician referred                I asked my physician to refer me             I referred myself 

Friend or relative referred me: (other)   ___________________________________________________________________ 

Have you or family members had a previous history of anesthesia problems? (Explain): 
___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

History of your present health problem or illness for which you are seeking care at the John Wayne Cancer Center 

at Providence Saint John’s Health Center: 

Please describe briefly, in your own words, the date of onset of your current problem or illness, any symptoms you have experienced, 

and the dates of any tests and/or treatment(s), with the names and addresses of physicians whom you have consulted. 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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Please indicate if you have had or currently experiencing any of the following: 

If you are not sure, please mark “Do Not Know” and we will assist you during your scheduled visit. (Please check one)

GENERAL 

CONDITION YES NO DO NOT KNOW 

1. Swollen or enlarged (lymph) glands 

2. Diabetes 

3. Other tumors or cancers 

4. Mumps 

5. Rheumatic fever 

6. Scarlet fever 

7. Nervous disorders 

8. Gallbladder disease 

9. Venereal disease 

10. Hepatitis 

11. Cirrhosis 

12. Epilepsy 

13. Infectious disease 

14. Personal or Family history of Anesthesia problems 

15. Shortness of breath 

HEAD, EYES, EARS, NOSE & THROAT 

CONDITION YES NO DO NOT KNOW 

1. Headaches 

2. Dizziness or fainting spells 

3. Eye Injuries 

4. Double Vision 

5. Blurred Vision 

6. Eye Pain 

7. Cataracts 

8. Glaucoma 

9. Earaches 

10. Ringing or buzzing in ear 

11. Decrease or loss of hearing 

12. Sensation of spinning 

13. Sinus Trouble 

14. Nose Bleeds 

15. Sore Tongue 

16. Chipped /Loose teeth 

17. Bleeding Gums 

18. Dentures 

19. Unusual trouble with teeth 

20. Skin Tumors/removed moles or burned off 

21. Chronic or frequent infections, colds 

22. Skin Disease 
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ENDOCRINE 

CONDITION YES NO DO NOT KNOW 

1. Thyroid disorder or Goiter 

2. Medication for thyroid or tests 

3. Frequent Laryngitis 

4. Hoarseness or change in voice 

BREAST 

CONDITION YES NO DO NOT KNOW 

1. Breast lump(s) 

2. Breast pain 

3. Nipple discharge 

HEART 

CONDITION YES NO DO NOT KNOW 

 1. Heart disease 

2. Bleeding disease or disorder 

3. Hypertension (high blood pressure) 

 4. Pain or pressure in chest 

5. Undue shortness of breath (day or night) 

6. Ankle swelling 

  7. Pain in legs while walking 

  8. Fast or irregular heart beat (palpitations) 

 9. Heart murmurs 

10. Implant device (shunt, pump or pacemaker) 

PULMONARY 

CONDITION YES NO DO NOT KNOW 

1. Chronic cough, coughed up blood 

2. Date of last Chest X-Ray (if any) 

3. Soaking sweats 

4. Exposure to tuberculosis (TB) 

 5. Asthma 

GASTROINTESTINAL 

CONDITION YES NO DO NOT KNOW 

1. Chronic cough, coughed up blood 

2. Recent gain or weight loss: Gain______ Loss______ (lbs) 

3. Decreased appetite 

4. Difficulty swallowing 

5. Nausea or vomiting 

6. Constipation 

7. Frequent bowel movements 

8. Recent change in bowel movements 

9. Black bowel movement 

10. Blood in stool 

11. Jaundice 
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GENITOURINARY URINARY 

CONDITION YES NO DO NOT KNOW 

 1. Kidney trouble 

2. Frequent or painful urination 

3. Kidney stones 

4. Blood in urine 

5. Sugar or albumin in urine 

6. Slow start of urine stream 

7. Passing urine at night 

MUSCULOSKELETAL 

CONDITION YES NO DO NOT KNOW 

1. Arthritis or rheumatism 

2. Back or bone pain 

3. Clumsiness/awkwardness s of hands, feet 

4. Numbness or tingling of hands or feet 

5. Muscle pain or weakness 

NEUROLOGIC 

CONDITION YES NO DO NOT KNOW 

1. Forgetfulness 

2. Reactions to serum, drug or medicine 

3. Unusual fatigue 

4. Excessive worry 

5. Excessive depression 

6. Nervous disorders 

7. Sexual impotence 

8. Seizures 

9. Strokes 

10. Trans ischemic attack (TIA) 

ALCOHOL CONSUMPTION 
Indicate next to each box the amount of drinks & Frequency – i.e. Daily, Weekly or Monthly AMOUNT NONE 

1. Beer 

2. Wine 

3. Whiskey 

4. Other 

(Check one) SMOKING:  Yes  No     CIGARETTES:  Yes    No Packs Per Day: _____________ 
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GYNECOLOGICAL (WOMEN ONLY) 
CONDITION YES NO DO NOT KNOW 

1. Vaginal bleeding following intercourse 

2. Painful menstruation 

3. Irregular or excessive menstruation 

4. Vaginal discharge 

5. Been treated for female disorder 

6. Have you used an intrauterine device 

7. Menopause 

PLEASE LIST ANY PAST BREAST PROBLEMS (LIST)
Right/Left Side Type of Problem When 

Have you ever taken hormones?           Yes   No   Don’t Know 

Age of menstruation: Number of pregnancies:  

Date of your last menstrual Cycle (LMC): Number of births: 

Interval between periods: Number of miscarriages: 

Date of last period:  Number of abortions: 

Duration of periods:  Age at first child: 

Family history of breast problems: 

When Started? When Stopped? 

Hormones 

Birth control pills 

Estrogen 

Tamoxifen 

Evista (Raloxifene) 

Arimidex 

Other: Specify 



 PAGE 14 

 2121 Santa Monica Boulevard • Santa Monica, CA 90404 

PAST SURGERIES (OPERATIONS) (please list in chronological order) 
 

Date Type of operation/procedure Reason for Surgery Hospital Doctor 

OTHER HOSPITALIZATIONS (please list in chronological order) 

Date Type Hospital Doctor 

Radiation Therapy Treatment (We need to know when treatment started and completed, please list in chronological order) 

Started Stopped Area of body 

Treated 

Hospital Doctor 

Month Year Month Year 
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List any medications you are now taking, date you started and discontinued: (including over the counter/non-prescription 

drugs {i.e. Aspirins, Tylenol, Vitamins, Diet Pills, etc.}. 

Are you allergic to any medication?       Yes    No  

Please list any medications to which you have had an allergic reaction, and the type of reaction(s): 

Name of Medication Allergic Reaction(s) 

1. 

2. 

3. 

4. 

5. 

6. 

Name of Medication(s) Dosage Frequency When Started When Stopped 

Pain Pills 

Vitamins/
Herbal 

Supplements

Sleeping Pills 

Other 
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FAMILY MEDICAL HISTORY 

Relative Age State of Health If Deceased- Cause of Death Age at Death 

Father 

Mother 

Spouse 

Brother(s) 

Sister(s) 

Children 

Grandparents 

Check ( ) if your blood relative has had any of the following: 

Disease Relative Disease Relative 

Anemia Diabetes 

Bleeding tendency Emphysema 

Cancer Goiter 

Breast Heart Disease 

Ovarian High Blood Pressure 

Colon Kidney Disease 

Prostate Leukemia 

Chronic Arthritis Tuberculosis 

Other: please specify Any other Illness: specify 

Asthma, hay fever, or 

other allergies 
Nervous or mental condition 


	Date: 
	Name: 
	Gender: 
	Male: 
	Female Age: 
	Home Address: 
	City: 
	State: 
	Zipcode: 
	Phone: 
	Fax No if any: 
	Date of birth: 
	Birth place: 
	Mothers birth name: 
	Social Security Number: 
	undefined_5: 
	undefined_6: 
	Drivers License No: 
	Height: 
	Weight: 
	Single: Off
	Married: Off
	Divorced: Off
	Separated: Off
	Widowed: Off
	Spouses Name: 
	Married how long: 
	Language spoken: 
	Interpreter required: Off
	Occupation: 
	Employer: 
	Address: 
	Phone_2: 
	City_2: 
	State_2: 
	Zipcode_2: 
	Fax: 
	Fax No if any_2: 
	Relationship: 
	City_3: 
	State_3: 
	Zip code: 
	Local telephone number Relative Friend or Hotel: 
	Fax No: 
	Specialty: 
	State_4: 
	Zipcode_3: 
	undefined_7: 
	Fax No_2: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	Name_2: 
	Date_2: 
	undefined_12: 
	undefined_13: 
	Has any blood relative had melanoma: Off
	If yes what is the elationship: 
	WhiteCaucasian: Off
	BlackAfricanAmerican: Off
	Native Hawaiian or other Pacific Islander: Off
	Ashkenazi Jewish Heritage: Off
	Asian: Off
	American Indian or Alaska Native: Off
	HispanicLatina: Off
	undefined_14: Off
	Other: 
	Please list your occupation or kinds of work you have done 1: 
	Please list your occupation or kinds of work you have done 2: 
	Blue: Off
	Brown: Off
	Hazel: Off
	Green: Off
	undefined_15: Off
	Other_2: 
	Black: Off
	Blonde: Off
	Dark Brown: Off
	Light Brown: Off
	Red: Off
	Auburn: Off
	undefined_16: Off
	Other_3: 
	Black_2: Off
	Blonde_2: Off
	Dark Brown_2: Off
	Light Brown_2: Off
	Red_2: Off
	Auburn_2: Off
	undefined_17: Off
	Other_4: 
	Black_3: Off
	Blonde_3: Off
	Dark Brown_3: Off
	Light Brown_3: Off
	Red_3: Off
	Auburn_3: Off
	undefined_18: Off
	Other_5: 
	None: Off
	Very Few: Off
	Moderate: Off
	Many: Off
	Covered: Off
	Usually burn with no tanning: 
	Usually tan with no burning: 
	Usually burn with little tanning: 
	Always tan with no burning: 
	Usually burn with some tanning: 
	Neither burn nor tan: 
	Have you ever had severe sunburn where your melanoma occurred: Off
	If yes at what age: 
	Have you ever been told you have Dysplastic Nevus Syndrome or Ugly Mole Syndrome: Off
	Grammar School: Off
	Jr High School: Off
	Sr High School 9 10 11 12: Off
	College 1 2 3 4: Off
	Post Graduate 1 2 3 4: Off
	We would like to know how you selected the John Wayne Cancer Institute Please check one: 
	I asked my physician to refer me: 
	I referred myself: Off
	Friend or relative referred me other: 
	Have you or family members had a previous history of anesthesia problems Explain 1: 
	Have you or family members had a previous history of anesthesia problems Explain 2: 
	Have you or family members had a previous history of anesthesia problems Explain 3: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 1: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 2: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 3: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 4: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 5: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 6: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 7: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 8: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 9: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 10: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 11: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 12: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 13: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 14: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 15: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 16: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 17: 
	and the dates of any tests andor treatments with the names and addresses of physicians whom you have consulted 18: 
	undefined_19: 
	undefined_20: 
	undefined_21: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	undefined_29: 
	undefined_30: 
	undefined_31: 
	undefined_32: 
	undefined_33: 
	undefined_34: 
	undefined_35: 
	undefined_36: 
	undefined_37: 
	undefined_38: 
	undefined_39: 
	undefined_40: 
	undefined_41: 
	undefined_42: 
	undefined_43: 
	undefined_44: 
	undefined_45: 
	undefined_46: 
	undefined_47: 
	undefined_48: 
	undefined_49: 
	undefined_50: 
	undefined_51: 
	undefined_52: 
	undefined_53: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	undefined_57: 
	undefined_58: 
	undefined_59: 
	undefined_60: 
	undefined_61: 
	undefined_62: 
	undefined_63: 
	undefined_64: 
	undefined_65: 
	undefined_66: 
	undefined_67: 
	undefined_68: 
	undefined_69: 
	undefined_70: 
	undefined_71: 
	undefined_72: 
	undefined_73: 
	undefined_74: 
	undefined_75: 
	undefined_76: 
	undefined_77: 
	undefined_78: 
	undefined_79: 
	undefined_80: 
	undefined_81: 
	undefined_82: 
	undefined_83: 
	undefined_84: 
	undefined_85: 
	undefined_86: 
	undefined_87: 
	undefined_88: 
	undefined_89: 
	undefined_90: 
	undefined_91: 
	undefined_92: 
	undefined_93: 
	undefined_94: 
	undefined_95: 
	undefined_96: 
	undefined_97: 
	undefined_98: 
	undefined_99: 
	undefined_100: 
	undefined_101: 
	undefined_102: 
	undefined_103: 
	undefined_104: 
	undefined_105: 
	undefined_106: 
	undefined_107: 
	undefined_108: 
	undefined_109: 
	undefined_110: 
	undefined_111: 
	undefined_112: 
	undefined_113: 
	undefined_114: 
	undefined_115: 
	undefined_116: 
	undefined_117: 
	undefined_118: 
	undefined_119: 
	undefined_120: 
	undefined_121: 
	undefined_122: 
	undefined_123: 
	undefined_124: 
	undefined_125: 
	undefined_126: 
	undefined_127: 
	undefined_128: 
	undefined_129: 
	undefined_130: 
	undefined_131: 
	undefined_132: 
	undefined_133: 
	undefined_134: 
	undefined_135: 
	undefined_136: 
	undefined_137: 
	undefined_138: 
	undefined_139: 
	undefined_140: 
	undefined_141: 
	undefined_142: 
	undefined_143: 
	undefined_144: 
	undefined_145: 
	undefined_146: 
	undefined_147: 
	undefined_148: 
	undefined_149: 
	undefined_150: 
	undefined_151: 
	undefined_152: 
	undefined_153: 
	undefined_154: 
	undefined_155: 
	undefined_156: 
	undefined_157: 
	undefined_158: 
	undefined_159: 
	undefined_160: 
	undefined_161: 
	undefined_162: 
	undefined_163: 
	undefined_164: 
	undefined_165: 
	undefined_166: 
	undefined_167: 
	undefined_168: 
	undefined_169: 
	undefined_170: 
	undefined_171: 
	undefined_172: 
	undefined_173: 
	undefined_174: 
	undefined_175: 
	undefined_176: 
	undefined_177: 
	undefined_178: 
	undefined_179: 
	undefined_180: 
	undefined_181: 
	undefined_182: 
	undefined_183: 
	undefined_184: 
	undefined_185: 
	undefined_186: 
	undefined_187: 
	undefined_188: 
	undefined_189: 
	undefined_190: 
	undefined_191: 
	undefined_192: 
	undefined_193: 
	undefined_194: 
	undefined_195: 
	undefined_196: 
	undefined_197: 
	undefined_198: 
	Recent gain or weight loss Gain: 
	Loss: 
	undefined_199: 
	undefined_200: 
	undefined_201: 
	undefined_202: 
	undefined_203: 
	undefined_204: 
	undefined_205: 
	undefined_206: 
	undefined_207: 
	undefined_208: 
	undefined_209: 
	undefined_210: 
	undefined_211: 
	undefined_212: 
	undefined_213: 
	undefined_214: 
	undefined_215: 
	undefined_216: 
	undefined_217: 
	undefined_218: 
	undefined_219: 
	undefined_220: 
	undefined_221: 
	undefined_222: 
	undefined_223: 
	undefined_224: 
	undefined_225: 
	undefined_226: 
	undefined_227: 
	undefined_228: 
	undefined_229: 
	undefined_230: 
	undefined_231: 
	undefined_232: 
	undefined_233: 
	undefined_234: 
	undefined_235: 
	undefined_236: 
	undefined_237: 
	undefined_238: 
	undefined_239: 
	undefined_240: 
	undefined_241: 
	undefined_242: 
	undefined_243: 
	undefined_244: 
	undefined_245: 
	undefined_246: 
	undefined_247: 
	undefined_248: 
	undefined_249: 
	undefined_250: 
	undefined_251: 
	undefined_252: 
	undefined_253: 
	undefined_254: 
	undefined_255: 
	undefined_256: 
	undefined_257: 
	undefined_258: 
	undefined_259: 
	undefined_260: 
	undefined_261: 
	undefined_262: 
	undefined_263: 
	undefined_264: 
	undefined_265: 
	undefined_266: 
	undefined_267: 
	undefined_268: 
	undefined_269: 
	undefined_270: 
	undefined_271: 
	undefined_272: 
	undefined_273: 
	undefined_274: 
	undefined_275: 
	undefined_276: 
	undefined_277: 
	undefined_278: 
	undefined_279: 
	undefined_280: 
	undefined_281: 
	undefined_282: 
	undefined_283: 
	undefined_284: 
	undefined_285: 
	undefined_286: 
	undefined_287: 
	undefined_288: 
	undefined_289: 
	undefined_290: 
	undefined_291: 
	undefined_292: 
	undefined_293: 
	undefined_294: 
	AMOUNTBeer: 
	NONEBeer: 
	AMOUNTWine: 
	NONEWine: 
	AMOUNTWhiskey: 
	NONEWhiskey: 
	AMOUNTOther: 
	NONEOther: 
	Check one SMOKING: Off
	No Packs Per Day: 
	undefined_296: 
	undefined_297: 
	undefined_298: 
	undefined_299: 
	undefined_300: 
	undefined_301: 
	undefined_302: 
	undefined_303: 
	undefined_304: 
	undefined_305: 
	undefined_306: 
	undefined_307: 
	undefined_308: 
	undefined_309: 
	undefined_310: 
	undefined_311: 
	undefined_312: 
	undefined_313: 
	undefined_314: 
	undefined_315: 
	undefined_316: 
	RightLeft SideRow1: 
	Type of ProblemRow1: 
	WhenRow1: 
	RightLeft SideRow2: 
	Type of ProblemRow2: 
	WhenRow2: 
	RightLeft SideRow3: 
	Type of ProblemRow3: 
	WhenRow3: 
	RightLeft SideRow4: 
	Type of ProblemRow4: 
	WhenRow4: 
	Age of menstruation: 
	Number of pregnancies: 
	Date of your last menstrual Cycle LMC: 
	Number of births: 
	Interval between periods: 
	Number of miscarriages: 
	Date of last period: 
	Number of abortions: 
	Duration of periods: 
	Age at first child: 
	undefined_317: Off
	When StartedHormones: 
	When StoppedHormones: 
	When StartedBirth control pills: 
	When StoppedBirth control pills: 
	When StartedEstrogen: 
	When StoppedEstrogen: 
	When StartedTamoxifen: 
	When StoppedTamoxifen: 
	When StartedEvista Raloxifene: 
	When StoppedEvista Raloxifene: 
	When StartedArimidex: 
	When StoppedArimidex: 
	When StartedOther Specify: 
	When StoppedOther Specify: 
	DateRow1: 
	Type of operationprocedureRow1: 
	Reason for SurgeryRow1: 
	HospitalRow1: 
	DoctorRow1: 
	DateRow2: 
	Type of operationprocedureRow2: 
	Reason for SurgeryRow2: 
	HospitalRow2: 
	DoctorRow2: 
	DateRow3: 
	Type of operationprocedureRow3: 
	Reason for SurgeryRow3: 
	HospitalRow3: 
	DoctorRow3: 
	DateRow4: 
	Type of operationprocedureRow4: 
	Reason for SurgeryRow4: 
	HospitalRow4: 
	DoctorRow4: 
	DateRow5: 
	Type of operationprocedureRow5: 
	Reason for SurgeryRow5: 
	HospitalRow5: 
	DoctorRow5: 
	DateRow6: 
	Type of operationprocedureRow6: 
	Reason for SurgeryRow6: 
	HospitalRow6: 
	DoctorRow6: 
	DateRow1_2: 
	TypeRow1: 
	HospitalRow1_2: 
	DoctorRow1_2: 
	DateRow2_2: 
	TypeRow2: 
	HospitalRow2_2: 
	DoctorRow2_2: 
	DateRow3_2: 
	TypeRow3: 
	HospitalRow3_2: 
	DoctorRow3_2: 
	DateRow4_2: 
	TypeRow4: 
	HospitalRow4_2: 
	DoctorRow4_2: 
	DateRow5_2: 
	TypeRow5: 
	HospitalRow5_2: 
	DoctorRow5_2: 
	DateRow6_2: 
	TypeRow6: 
	HospitalRow6_2: 
	DoctorRow6_2: 
	MonthRow1: 
	YearRow1: 
	MonthRow1_2: 
	YearRow1_2: 
	Area of body TreatedRow2: 
	HospitalRow2_3: 
	DoctorRow2_3: 
	MonthRow2: 
	YearRow2: 
	MonthRow2_2: 
	YearRow2_2: 
	Area of body TreatedRow3: 
	HospitalRow3_3: 
	DoctorRow3_3: 
	MonthRow3: 
	YearRow3: 
	MonthRow3_2: 
	YearRow3_2: 
	Area of body TreatedRow4: 
	HospitalRow4_3: 
	DoctorRow4_3: 
	MonthRow4: 
	YearRow4: 
	MonthRow4_2: 
	YearRow4_2: 
	Area of body TreatedRow5: 
	HospitalRow5_3: 
	DoctorRow5_3: 
	Name of MedicationsPain Pills: 
	DosagePain Pills: 
	FrequencyPain Pills: 
	When StartedPain Pills: 
	When StoppedPain Pills: 
	Name of MedicationsPain Pills_2: 
	DosagePain Pills_2: 
	FrequencyPain Pills_2: 
	When StartedPain Pills_2: 
	When StoppedPain Pills_2: 
	Name of MedicationsPain Pills_3: 
	DosagePain Pills_3: 
	FrequencyPain Pills_3: 
	When StartedPain Pills_3: 
	When StoppedPain Pills_3: 
	Name of MedicationsPain Pills_4: 
	DosagePain Pills_4: 
	FrequencyPain Pills_4: 
	When StartedPain Pills_4: 
	When StoppedPain Pills_4: 
	Name of MedicationsTranquilizers: 
	DosageTranquilizers: 
	FrequencyTranquilizers: 
	When StartedTranquilizers: 
	When StoppedTranquilizers: 
	Name of MedicationsTranquilizers_2: 
	DosageTranquilizers_2: 
	FrequencyTranquilizers_2: 
	When StartedTranquilizers_2: 
	When StoppedTranquilizers_2: 
	Name of MedicationsTranquilizers_3: 
	DosageTranquilizers_3: 
	FrequencyTranquilizers_3: 
	When StartedTranquilizers_3: 
	When StoppedTranquilizers_3: 
	Name of MedicationsTranquilizers_4: 
	DosageTranquilizers_4: 
	FrequencyTranquilizers_4: 
	When StartedTranquilizers_4: 
	When StoppedTranquilizers_4: 
	Name of MedicationsSleeping Pills: 
	DosageSleeping Pills: 
	FrequencySleeping Pills: 
	When StartedSleeping Pills: 
	When StoppedSleeping Pills: 
	Name of MedicationsSleeping Pills_2: 
	DosageSleeping Pills_2: 
	FrequencySleeping Pills_2: 
	When StartedSleeping Pills_2: 
	When StoppedSleeping Pills_2: 
	Name of MedicationsSleeping Pills_3: 
	DosageSleeping Pills_3: 
	FrequencySleeping Pills_3: 
	When StartedSleeping Pills_3: 
	When StoppedSleeping Pills_3: 
	Name of MedicationsSleeping Pills_4: 
	DosageSleeping Pills_4: 
	FrequencySleeping Pills_4: 
	When StartedSleeping Pills_4: 
	When StoppedSleeping Pills_4: 
	Name of MedicationsOther: 
	DosageOther: 
	FrequencyOther: 
	When StartedOther: 
	When StoppedOther: 
	Name of MedicationsOther_2: 
	DosageOther_2: 
	FrequencyOther_2: 
	When StartedOther_2: 
	When StoppedOther_2: 
	Name of MedicationsOther_3: 
	DosageOther_3: 
	FrequencyOther_3: 
	When StartedOther_3: 
	When StoppedOther_3: 
	Name of MedicationsOther_4: 
	DosageOther_4: 
	FrequencyOther_4: 
	When StartedOther_4: 
	When StoppedOther_4: 
	Are you allergic to any medication: Off
	1: 
	Allergic Reactions1: 
	2: 
	Allergic Reactions2: 
	3: 
	Allergic Reactions3: 
	4: 
	Allergic Reactions4: 
	5: 
	Allergic Reactions5: 
	6: 
	Allergic Reactions6: 
	AgeFather: 
	State of HealthFather: 
	If DeceasedCause of DeathFather: 
	Age at DeathFather: 
	AgeMother: 
	State of HealthMother: 
	If DeceasedCause of DeathMother: 
	Age at DeathMother: 
	AgeSpouse: 
	State of HealthSpouse: 
	If DeceasedCause of DeathSpouse: 
	Age at DeathSpouse: 
	AgeBrothers: 
	State of HealthBrothers: 
	If DeceasedCause of DeathBrothers: 
	Age at DeathBrothers: 
	AgeRow5: 
	State of HealthRow5: 
	If DeceasedCause of DeathRow5: 
	Age at DeathRow5: 
	AgeSisters: 
	State of HealthSisters: 
	If DeceasedCause of DeathSisters: 
	Age at DeathSisters: 
	AgeRow7: 
	State of HealthRow7: 
	If DeceasedCause of DeathRow7: 
	Age at DeathRow7: 
	AgeRow8: 
	State of HealthRow8: 
	If DeceasedCause of DeathRow8: 
	Age at DeathRow8: 
	AgeChildren: 
	State of HealthChildren: 
	If DeceasedCause of DeathChildren: 
	Age at DeathChildren: 
	AgeRow10: 
	State of HealthRow10: 
	If DeceasedCause of DeathRow10: 
	Age at DeathRow10: 
	AgeGrandparents: 
	State of HealthGrandparents: 
	If DeceasedCause of DeathGrandparents: 
	Age at DeathGrandparents: 
	RelativeAnemia: 
	RelativeDiabetes: 
	RelativeBleeding tendency: 
	RelativeEmphysema: 
	RelativeCancer: 
	RelativeGoiter: 
	RelativeBreast: 
	RelativeHeart Disease: 
	RelativeOvarian: 
	RelativeHigh Blood Pressure: 
	RelativeColon: 
	RelativeKidney Disease: 
	RelativeProstate: 
	RelativeLeukemia: 
	RelativeChronic Arthritis: 
	RelativeTuberculosis: 
	RelativeOther please specify: 
	RelativeAny other Illness specify: 
	RelativeAsthma hay fever or other allergies: 
	RelativeNervous or mental condition: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Family history of breast problemsRow1: 
	Text44: 
	Text45: 
	Text46: 
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off


