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MEDICAL HISTORY 

 
Patient Name: ___________________________________________Date:________________________________________________ 
 
Age:____________________Height:___________________________ Weight:____________________________________________ 
 
Reason for today’s visit: ________________________________________________________________________________________ 
 
Please check any of the following conditions that you now have (or have ever had): 
 
Y☐N☐Asthma    Y☐N☐Abnormal Chest x-ray   Y☐N☐Blood clots in lung 

Y☐N☐Hay Fever    Y☐N☐High blood pressure   Y☐N☐Seizures 

Y☐N☐Allergy Problems   Y☐N☐Chest Pain    Y☐N☐Nervous Disorders 

Y☐N☐Hives    Y☐N☐Heart Attack   Y☐N☐Shingles 

Y☐N☐Allergic reaction to   Y☐N☐Heart Murmur   Y☐N☐Stroke  

              Local Anesthesia   Y☐N☐Irregular heartbeat   Y☐N☐Faint easily 

Y☐N☐Skin cancer    Y☐N☐Joint pains/arthritis   Y☐N☐Glaucoma 

Y☐N☐Family history of skin   Y☐N☐Thyroid problems   Y☐N☐Cataracts 

              Cancer    Y☐N☐Kidney disease   Y☐N☐Diabetes 

Y☐N☐Positive skin test for TB  Y☐N☐Cold sores    Y☐N☐Liver disease 

Y☐N☐Stomach problems   Y☐N☐Pacemaker    Y☐N☐Hepatitis 

Y☐N☐Anemia    Y☐N☐Mitral valve prolapse   Y☐N☐Artificial joints 

Y☐N☐Artificial heart valve   Y☐N☐Exposure to AIDS    

 

Y☐N☐I take aspirin   Y☐N☐I take a blood thinner   Y☐N☐I take antibiotics  

          before surgical procedures 

 
I take the following medications/herbal supplements: ________________________________________________________________ 
 
I am allergic to the following medications: _________________________________________________________________________ 
 
I drink______alcoholic beverages per week      I smoke______cigarettes per day 
 
I am/am not pregnant        I am/am not now nursing 
 
I have had the following surgeries: _______________________________________________________________________________ 
 
I have the following medical conditions not mentioned above: ________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
My personal physician is: _______________________________________________________________________________________ 
 
My pharmacy of choice is: ______________________________________________________________________________________ 
 

Completed by:  ☐Patient ☐Parent ☐Nurse 
 

Allergy • Endoscopic Sinus Surgery • Snoring-Sleep Apnea • Neurotology • Balance Disorders • Audiology • Hearing Aid Dispensing 

DermaVita MediSpa • www.dermavitamedispa.com • Facial Plastic & Reconstructive Surgery 

 

2441 Lake Shore Drive • Woodstock, IL 60098-6911 • 815/338-4600 • Fax:  815/338-4611 • E-mail:  affentdocs@sbcglobal.net 

Advocate Sherman Outpatient Center • 600 S. Randall Road, Suite 230 • Algonquin, IL 60102 • 847/854-5000 

Northwestern Medical • 11650 Route 47 • Huntley, IL 60142 • 847/515-8400 

Westlake Clinic • 214 Washington Street • Ingleside, IL 60041 • 847/587-4700 

Northwestern Medical Center • 4309 W. Medical Center Drive, Suite B100 • McHenry, IL 60050 • 815/363-0400 

Good Shepherd Hospital Campus • 27790 West Hwy 22, Medical Building 1, Suite 11 Barrington, IL 60010 • 224/655-7880 

http://www.dermavitamedispa.com/
mailto:affentdocs@sbcglobal.net

