
Fredric A. Santiago, MD, MBA
PATIENT AND FAMILY MEDICAL HISTORY

Patient Name: Date:

Are you allergic to any medications or substances?_

Please List:

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

GAIDS
Ell Alcoholism
QAnemia
DAsthma
CAnorexia
^Appendicitis
CArthritis
DBleeding Disorder
DBreast Lump
D Bronchitis
GBowel Problems
DCancer
DCataracts
GChemical Dependency
D Chest Pains
D Chicken Pox

D Diabetes
DDepression
DEmphysema
D Epilepsy
DFatigue
D Glaucoma
D Goiter
D Gonorrhea
DGout
CGallbladder
CHeart Disease
CHepatitis
D Hernia
G Herpes
DHay Fever
DHigh Blood Pressure

DHigh Cholesterol
DHigh Triglycerides
D Headaches
3 Indigestion /Reflux
DKidney Disease
G Liver Disease
DLupus
D Measles
D Migraines
DMononucleosis
QMultiple Sclerosis
DMumps
DOsteoporosis
D Pacemaker
D Pneumonia
DPolio

Explain here if needed ( example type of cancer)

Previous Surgeries List Here:

Q Palpitations
DParkinson's
DProstate Problems
nPsychiatric Care
D Rheumatic Fever
Q Sinusitis
D Seizures
Q Shingles
D Sleep Apnea
G Stroke
QThyroid Problems
D Tuberculosis
0 Ulcers
3 Vaginal Infections
D Venereal Disease
Other:

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

GAIDS
G Anemia
OAsthma
GArthritis
"Bleeding Disorder
G Bowel Problems
^Cancer
GBreast Cancer
GColon Cancer

D Other:

GCataracts
GCigarette

Smoking
DChronic

Bronchitis
C Blood in

stool
D Diabetes
GiDepression

DEmphysema
DGlaucoma
GGoiter
D Heart Attack
D Heart Disease
DHigh Blood Pressure
DHigh Cholesterol
DHeadaches
DKidney Disease

D Liver Disease
D Lupus
nProstrate Problems
DPsychiatric Care
D Seizures
D Sleep Apnea
DStroke
GThyroid Problems
G Ulcers


