Fredric A. Santiago, MD, MBA

PATIENT AND FAMILY MEDICAL HISTORY

Patient Name:

Date:

Are you allergic to any medications or substances?

Please List:

Check (\/) conditions YOU currently have or have had in the past.

DOAIDS ODiabetes [IHigh Cholesterol [(Palpitations
CAlcoholism [ODepression COHigh Triglycerides [IParkinson's
CAnemia COEmphysema [IHeadaches [IProstate Problems
JAsthma UEpilepsy OlIndigestion /Reflux [Psychiatric Care
CAnorexia COFatigue COKidney Disease [JRheumatic Fever
O Appendicitis OGlaucoma OLiver Disease [Sinusitis

[ Arthritis OGoiter OLupus CISeizures
OBleeding Disorder OGonorrhea DMeasles CIShingles

[IBreast Lump OGout CMigraines OSleep Apnea
CBronchitis [Gallbladder [IMononucleosis [1Stroke

UBowel Problems [JHeart Disease [Multiple Sclerosis OThyroid Problems
CCancer CHepatitis [OMumps JTuberculosis
[Cataracts [JHernia [JOsteoporosis OUlcers

[Chemical Dependency OHerpes OPacemaker [JVaginal [nfections
OChest Pains [JHay Fever OPneumonia [JVenereal Disease
COChicken Pox CHigh Blood Pressure OPolio Other:

Explain here if needed ( example type of cancer)

Previous Surgeries List Here:

Family History: Please check if any of your immediate blood relatives have had any
of the following:

JAIDS OCataracts COEmphysema OLiver Disease

O Anemia OCigarette OGlaucoma OLupus

O Asthma Smoking OGoiter OProstrate Problems
C Arthritis OChronic [Heart Attack OPsychiatric Care
OBleeding Disorder Bronchitis UOHeart Disease [Seizures

COBowel Problems OBlood in [High Blood Pressure OSleep Apnea
ClCancer stool THigh Cholesterol OStroke

[JBreast Cancer ODiabetes OHeadaches OThyroid Problems
[Colon Cancer ODepression UKidney Disease [OUlcers

[1Other:




