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THIS DOES NOT GO INTO MEDICAL RECORD. TO BE SHREDDED AFTER INFORMATION ENTERED INTO AHLTA.                                           
PATIENT INFORMATION AND HISTORY
  Privacy Act Statement: The information on this document is subject to the provisions of the Privacy act of 1974 (5 U.S.C.552a)
 
Complete the following information to maintain our record current.
                             (check one):
Have you had any prior treatment (ex., Injections, Physical Therapy, Surgery, Brace)?
Are your symptoms worse at a particular time of day? (check one):
Are your symptoms (check one):
Are your symptoms (check one):
Side of Body:
Was there an injury?
Hand Dominance:
 Dependent  (check one):
Branch of Service (check one):
Health Insurance Information (check one):
 Last,                                                       First,                                         M.I.
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Duty Address:
Home Address:
Telephone Numbers:
CONTINUE ON NEXT PAGE
 LIST ANY OPERATIONS YOU HAVE HAD
 LIST MEDICATIONS THAT YOU ARE CURRENTLY TAKING
FAMILY HISTORY: List medical illness affecting immediate family (parents and siblings)
MEDICAL ILLNESS
FAMILY MEMBER
SURGERY / REASON
DATE
SURGERY / REASON
DATE
DRUG NAME
DOSAGE
FREQUENCY
PHYSICIAN
DRUG NAME
DOSAGE
FREQUENCY
PHYSICIAN
MAJOR ILLNESSES
YES
NO
MAJOR ILLNESS
YES
NO
 Anemia
 Liver Disease
 Arthritis
 Kidney Disease
 Heart Arrythmia / Palpitations
 Loss of Vision
 Asthma
 Mitral Valve Prolapse
 Bleeding Problems
 Neuropathy	
 Blood Clots
 Paralysis
 Peripheral Vascular Disease
 Chest pain / Angina
 Pneumonia
 Diabetes
 Psychiatric Illness
 Gall Bladder Disease
 Pulmonary Embolism
 Gastric Ulcers
 Reflux
 Glaucoma
 Skin ulcer / breakdown
 Heart Attack
 Steroid Use
 Heart Failure
 Stroke
 Heart Murmur
 Thyroid Disease
 Hepatitis B
 Tuberculosis - TB
 Hepatitis C
 Urinary Infections
 High Blood Pressure
 Valve Disorders (Heart)
 HIV / AIDS
 Wound healing Problems
 Immune Deficiency
CONTINUE ON NEXT PAGE
Check if you had any of these Medical Problems in the past:
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The information provided in this history form is true and complete to the best of my knowledge.
PAGE 3 of 3
SOCIAL HISTORY:
History of Illicit Drug abuse:
Alcohol:
Smoking / Tobacco:                                                                                                           Smokeless Tobacco:
REVIEW OF SYSTEMS:  Check (X) if any of the following applies to you TODAY
NOTES                 
NOTES                 
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