Medical Information

Patient’s name__________________________________________________________

Primary Health Care Physician_____________________________________________

Do you have any general health problems?  Yes  ________      No _______

If yes, please explain______________________________________________________


Females: Are you pregnant?_______________________

Have you had a hip or knee replacement surgery?______________________________________________

Are you allergic to any medications?_________________________________________________________

Please list any medications you are currently taking_________________________________

__________________________________________________________________________

The above information is accurate and true, by signing my signature below I agree to be examined and treated by Dr. P. Piero.

Signature__________________________________________              Date____________

Please circle if you have had any of the following:





Rheumatic Fever                                     Kidney Troubles                                 Hepatitis


Heart attack / Stroke                               Arthritis 				    Liver Diseases                                        


Low Blood Pressure                               Rheumatic Heart Disease                   Tuberculosis


Abnormal Bleeding                                High Blood Pressure                           HIV (positive result)


Asthma                                                    Blood Disorders			    Diabetes


Seizures / Fainting Spells                       Prolonged Healing / Bruise Easy        Thyroid


Other   ____________________________________________________________________________      


Cancer  (what type?)__________________________________________________________________














