Health History Questionnaire
Name____________________________

Date of Birth________________

Height___________
Current Weight___________

1.  List any medication allergies____________________________________________

2.  List all current medications______________________________________________

3.  How many surgeries have you had in the past?______Did you go to sleep for them? 
□ Y   □ N


Please list each surgery and date

___________________________








___________________________








___________________________








___________________________








___________________________

4.  Have you ever had anaphylaxis or shock inside or outside the operating room? 
□ Y   □ N
5.  Do you have asthma, eczema, seasonal hay fever or allergic rhinitis? 


□ Y   □ N

6.  Do you have food allergies? If Yes, which foods?__________________________
□ Y   □ N        

7.  Are you allergic to latex or rubber products? 





□ Y   □ N


if yes, what are your symptoms? (circle) rash, hives, blisters, 


itching of the lips or throat or skin, runny or stuffy nose, 


sneezing, watery eyes, wheezing, difficulty breathing, chest 


tightness, generalized or severe swelling, shock, 
other__________________________________________________________
8.  Do you have allergic symptoms when you…..


wear latex gloves? 









□ Y   □ N


blow up balloons? 









□ Y   □ N


during dental exams? 








□ Y   □ N


during pelvic or rectal exams? 







□ Y   □ N


during contact with diaphragms or condoms? 





□ Y   □ N

9.  Do you or a family member have a history of Malignant Hyperthermia?


□ Y   □ N

10.  Additional Information/Comments?________________________________________
