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MEDICAL HISTORY

[0 YOU HAVE OR HAVE YOU HAD THE FOLLOWING? PLEASE CIRCLE YES OR NO:

History of ATDS/MIV.............. Yes No Liver Disorder.......cocoieine.. Yes No
Hepatitis.. ..o Yes No ADEMER.. .. ocivrimen s i s s Yes Mo
What Type Excessive Bleeding................ Yes No
When Treated Asthma.............oii, Yes No
Concer ......ii...iiieeeisisiies Y68 NO Breathing/Respiratory thlems Yes No
Chemmhu:mpy ....................... Yes Mo Uleers/Stomach Problems........  Yes No
Dates(s) N Glavcoma. ....ooveeveiiiineinann .. Yes Mo
Radiation ...._......_.........c.cc... Yes No Narrow or Wnde Angle
Area ] Epilepsy/Convulsions............. Yes No
Heart Problems......._............. Yes Mo Dizrness Fainting. .....ooveeenne Yes No
Fxplain : o = Joint Replacement or Implant....  Yes Mo
Cardiac Pacemaker................ . Yes No Tuberculosis. .o, pwieans YE8 NO
High or Low Blood Pressure..... Yes No Hyper or Hypo Thyroid...........  Yes Mo
SEOKE. . Yes Mo Latex Allergy.....coccvvvrevennnn. Yes No
DARURY, (o iooascrsnarsaaras s ssne Yes Mo Any other conditions? ........., e 185 MO
Last tested fursugar . Explain
Kidney Disorder.. viereenen YES Np

Have you ever taken osteoporosis drugs such as FOSAMAX, BONIVA, ACTONEL or any cancer
medications containing BISPHOSPHONATES?

Do you smoke or use tobacco products?
Do you take ASPIRIN daily or several times a week?

LIST ALL PRESCRIPTION AND NON-PRESCRIPTION MEDICATIONS YOU ARE NOW
CURRENTLY TAKING:

LIST ANY ALLERGIES TO ANY DRUGS OR MEDICATIONS:

When was you last visil 1o your physician? Beason?

Have you been hospitalized or had any surgeries in the last two vears!

Reason? x I
FEMALES: Are you pregnant? Mursing Tuking oral contraceptives?
Signature o ~ Date

Print Mame




This notice describes how health information about you may be used and disclosed and how you can

get access lo this information. Please review it carelully, The privacy of your health information is
important to us.

OUR LEGAL DUTY:

We are required by applicable federal and state law to muintain the privaey of vour health infoemation. We are 218 required lo give
you Uus notice shout privacy practices, legal duties, and your rights conceming your health information, We mist follow the privacy
praciices thot ore deseiihed in this notice while it is in effect. This natice ook efTect Oetaber B, 2003, and will remain in effecl wntil
we replace il
We tescrve thie right (o chisnge oul privacy praclices at any tine. Any new notlees will be wlable upom (equesl,
¥ou may request g copy of our nolice a1 any time. For more mformation about our privacy practices, or for additional copres please
cunibict us,

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and discloss henlih information aboot you for reatment, payiment, and healtheare operahiong. For example

TREATMENT: We may use and disclose your information to & physician or other healthears provider providing freatment o you
PAYMENT: We may use and diselose your health information to obtain pavenent for services we pravide to you

YOUR AUTHORIZATION:  You may give us wrillen authorization tw disclose your healtheare ffbrmntion @ anyune Tor any
purpose. You then moy revoke this in writing at any time. Unless you give us writlen suthorization, we cannat use of disclose ORI
baalth infurmation for any reason except those deseribed in this natice,

YOUR FAMILY AND FRIENDS: We may disclase your information o any persan to the extent necesanry to help willi vour
hizalthcare o wilh pryment for youe healihears, but only If you agree that we may €0 so. In the event of your ncapacily or
einergency circumatances, we will diselose your health information uging owr profeseinnal udgment. We will ilss e sur judgien
with comumun practice to mske ressunuble inferences of your best int=rest in allowing o person 1o pick up prescriplions, supgplies, and
xeriys ar similar foemms of health information, We may alse disclose your health informution whes peguired o da o by luw

ADUSE OR NEGLECT: We muy disclose your health iformation W sppropriate aullioeilies i§ we reasouubly belicve Mol you ore o

nussible viclim of abuse, negleet, or domestic vinlence or the possible victm of other crimes. We may disclose you information 1o the
unleni necessary 1o averl a serious threat b Your Jiealth oe safety or the heath and safety of oihers,

1, ) .« have reviewed a copy of this office’s Notice of Privacy
Practices.
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Date



