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Health History 

9. Please list all prior surgeries and dates: _____________________ _

10. Please list all current medications (including dosages):

Medication Dosage Reason for taking 

11. Please list any drug allergies: ________________________ _

What is your reaction? __________________________ _

Are you allergic to (please circle if applicable): adhesives, tape, bandaids, latex, gloves, Dermabond

12. Do you smoke or use any of these products? Yes / No

(Please circle if applicable): Cigarettes, cigars, nicorette gum, nicotine patches, electronic cigarettes,

vapor cigarettes. marijuana, other recreational drugs 

If yes, how many times per day? ___ _ How many years? ______ _ 

If no, have you ever been a smoker? Yes No When did you quit? _____ _ 

13. Do you drink alcohol? ___ No __ Occasionally __ Weekly __ Daily 

14. Do you exercise? ___ No __ Occasionally __ Weekly __ Daily 

15. Do you take aspirin/ ibuprofen regularly? Yes No 

16. Do you bleed excessively?

1 7. Do you form unsightly scars? 

Yes 

Yes 

No 

No 

18. Are you under any excessive emotional distress? Yes I No If yes, please explain: ______ _

19. Have you had any recent weight changes? Yes No

If yes, please explain: ___________________________ _

20. In the past year, have you had any of the following?

Complete physical exam Yes No 
Blood tests Yes No 
Chest x-ray Yes No 
Mammogram Yes No 
EKG Yes No 

21. What are your hobbies? __________________________ _

Thank you for taking the time to complete this form thoroughly. Your accurate responses will help us to 
better serve your health care needs. 




