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PAST/CURRENT PERSONAL MEDICAL HISTORY: Have YOUEVER

had any of the following?

Heart/Lungs Stomach/Bovel Hematology/Oncology AnesthesiaHistory STDs
DAsthma DCeliacDisease - OAnemia 11 Difficult infubation OChlamydia
[Heart l?isease (walue, , Olirritable Bowe! Syndrome [1Bleeding Disorders OMalignanthyperihermia OGenilalHerpes
vessel, Theumatic, elc. O Blood Clots/Clottin .
o ;i 1 Stomach/Duodenal Ulcers - g OPostOpNauseaor OGenilal Warls
QRear Murmu OUlcerativeColitis/Crohn’s Vorriting (PON
i : rICancer omifing (PONV) QOGonorthea
DHighBloodPressure DOtherLiver, Stomach, or N O Pseudodwineslerase OHPV
{IHigh Cholesterol Bowel Disease O Radiation Therapy Deficiency
B . el headachs 10ther STD
0 Pneurnonia Neuralogical Orthopedics EjSplna ' eada - -
Endocrine O Concussions AL - - OB/GYN History
e e e | Surgical History & Endometriosis
- SConvils i PR =114 T
fOAdrenalDisorders []MP u sno/rés elzures O ractur e 00 Appendsdiomy
(1Diabetes igrainesioevere . DOPregnancies#:
DPolycyslicOvary Headaches OAdenoideciomy
P i i YofectiousDiseases
Syndrome (PCOS) 7 Muliiple Sclerosis ; ] OEarTubes Exercise History
- CMuscular Dystrophy 0 Chickenpox/Varicelia r1Galibladder Removal ;
O Thyroid Disorder OHenatilis Tyne: lack of exercise
01 StrokefTIA Epatiis fype: OKnee ACLRepair
Kidney CHHIV infection L R OExercisingregularly
11Chronic Kidney or Mental Health 0 Infectious Mononucleasis DKneeArthroscopy Moderate Exercising
Rladder Dissase OADHD O Malaria L R Walking briskly, water aerobics, etc.
tIKidray Siones DAlcohel Abuse Gttumps [OrganTransplant Blessthan3iimesperweek
DAnorexia (Erting Disorder) 0 Tuberculosis 0 Ovarian Cyst Removal O3 ormore times perweek
Ears/Eyes/Nose/Throat D Anxiety Disorder . . DO Spleneclomy .
- ) OTyphoid Fever — Strenuous Exerdising
OChronicSinusinfeckions D1Bulimia (Eating Disorder) OTonsilleclomy Ruton AEIL
- OWeight Loss Surgery g, swimming laps, efc.
OEye Disorders (offer than {1 Depression Skin ; OLessthan 3fimes perwesk
glassesor contacis) [ Drug Dependency OEczema DOtherPriorSurgeries
OHearinglLoss O0ther Mental Health 013 ormoretimes perweek
. Problems OPsoriasis
DONasal Allergies/Hayiever
[Hives

Allergies

OtherHistory

[] previous Hospitalizations

Have you ever had anallergic reaction? {1 ves \N/o

MedicationAllergies:

[CJOTHERHealthProblems .

Food Allergies:

ather Allergies (latex, bee stings, etc.):

Does YOUR IVMIDIATE FAMILY bave any of the

"~ Alcoholism

i

Breast

| &
fg Colon
!m

Melanoma

[ Olnher Cancers(Lbist Type)
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for Contraindications 4124 1199
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For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't
yes no know
1. Are you sick today? N e
2. Do you have allergies to medications, food, a vaccine component, or latex? ] I
3. Have you ever had a serious reaction after receiving a vaccination? ] N ]
4. Do you have a long-term health problem with heart disease, lung disease, asthma, _
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? O = U
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? I:I I O

6. In the past 3 months, have you taken medications that affect your immune system,

[
A
(]

such-as_prednisone, other steraids, or anticancer drugs; drugs foc the treatment of
rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation treatments?

7. Have you had a.seizure or a brain or other nervous system problem? | T O
8. During the past year, have you received a transfusion of blood or blood products, >
or-been-givenimmune (gamma)_globulin_oran antiviral drug? L = U]
9. For women: Are you pregnant or is there a chance you could become pregnant ] B
. - o
during the next month?
10. Have you received any vaccinations in the past 4 weeks? ] ]
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Did you bring your immunization record card with you? yes [] no—t73"

It is important for you to have a personal record of your vaccinations. If you don’t have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.
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