_ﬁm Patient Medical History

he William W. Backus Hospital

Name: Date of Birth:

Person Completing Form: Medical Doctor:

List Any Specialists You See:

Please List Any Allergies To Medications Allergy To Latex: Qy Unw

Medication Allergy Reaction

Please List All Medications:

Medication Dosage Frequency

Please List Any Surgeries You Have Had:

Surgery Date

Have You Ever Had an Anesthesia Reaction? Qy Onw Type:
Did You Or Anyone In Your Family Ever Have a Reaction to Anesthesia called Malignant Hyperthermia? Qy Onw
If Yes, Please Specify Who:

Have You Ever Had an Invasive Procedure That Wasn't Surgery? (i.e. Colonoscopy, Arteriogram, Cardiac Catherization)

Qy Onw Type:

Are You Interested In Healing Touch? Qy dn (See Brochure)

Vaccinations: Please Circle  Tetanus: When Flu: When Pneumonia: When Other
Lyme Disease or Other Tick Borne Disease Qy AN

HIV Positive Oy Odnw

History of Exposure to Communicable Diseases Qy AN
Have You Had An Infection Called MRSA orVRE? 1Y [N When:

Have You Had A Fever, Night Sweats, Cough, Bloody Sputum or Fatigue for More Than 3 WEEKS? Dy A
Do You Smoke D Y D N If Yes, How Much Or, When Did You Quit
Exposure To Second-Hand Smoke Ay Onw Do You Use Other Types of Tobacco (l.e. Dipping, Cigars) Ay Onw

Y
CONTINUED ON REVERSE SIDE q



Pulmonary Problems IfYES, Circle
COPD/Emphysema Pulmonary Embolism

Asthma Use of 02 L
Tuberculosis Sleep Apnea

Pneumonia Short Of Breath At Rest/Exertion

Other

CPAP Machine
BIPAP Machine: Type and Size of CPAP/BIPAP Mask:
Settings of CPAP/BIPAP Machine:

Cardiac Problems If YES, Circle

Congestive Heart Failure  Cardiac Catherization Date
High Blood Pressure Heart Valve Problems
High Cholesterol Heart Murmur

Angina/Chest Pain Heart Attack: When

Coronary Heart Disease  Peripheral Vascular Disease
Endocarditis Cardiomyopathy
Rheumatic Fever Irregular Heartbeat

DVT(Deep VeinThrombosis) Family History of Heart Disease

Pacemaker When Type
Defibrillator When Type

Eye, Ear, Nose, Throat Problems I YEs, Circle

Cataracts Peripheral Vision Problems
Photophobia Glasses

Macular Degeneration Contact Lenses

Legally Blind Prosthesis

Enucleation LQ RQ

Glaucoma Ld RU

HearingLoss LU R Hearing Aids

Sign Language Dentures

Other Problems

Genitourinary Problems If YES, Circle

Kidney Stones Prostate Problems

Urinary Tract Infections  Dialysis  Days

(Peritoneal or Hemodialysis )
Other Problems

Gastrointestinal Problems IfYES, Circle

Hepatitis: Type Hiatal Hernia
Liver Disease Pancreatitis
Heartburn Gall Bladder

Peptic Ulcer Irritable Bowel /Crohn’s

Neurological Problems IFYES, Circle
CVA/Stroke Seizures/Epilepsy

Transient Ischemic (TIA) Head Trauma
Dementia/Alzheimers Dizziness/Vertigo

Parkinson’s Fainting

Multiple Sclerosis Headaches

Peripheral Neuropathy ~ Other

Musculoskeletal Problems IfYES, Circle
Arthritis Fibromyalgia

Disk Disease Back Injury

Osteoporosis Unsteady Gait

Gout Limited Movement

Assisted Devices (Wheelchair, Cane, Walker)

Cancer History IfYES, Circle
Cancer Type

Radiation Chemotherapy

Family History

Female Reproductive

System Problems IfYES, Circle
Female Reproductive Problems

Post Menopausal

Hematologic Problems IFYES, Circle
Anemia Clotting Problems

Blood Transfusion: When

Transfusion Reaction

Other Blood Problems

Endocrine Problems IfYES, Circle

Hypothyroidism Hyperthyroidism

Diabetes: Type Insulin 4 Non-Insulin Q
New History of Diabetes

Psychosocial History IfYES, Circle

Alcohol Use: How Much
Substance Use

Do You Feel Your Alcohol/Substance Use Is A Problem? YU NU
Depression Panic/Anxiety Attacks

Other Psychiatric Problems

Autoimmune Diseases IfYES, Circle
Lupus Sjogrens
Other

The William W. Backus Hospital Mission Statement
The William W. Backus Hospital delivers and coordinates a continuum of high quality health care that is sensitive to the

needs of individuals in eastern Connecticut. The Hospital is committed to being responsive and accountable to those for
whose benefit it exists, and to achieving improvements in the health of its communities.
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