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AMERICAN CLUB
MEDICAL }IISTORY QU ESTIONNAIRE Holognm SUd<er
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Do you have or have received treatment for the following:

any explain

conditions?

Name: of

w-qz2o.tYtK5, LIAP,/.]L C Lf AT.

Employer:
Ph.:

Physician or

Phone:

ALLERGIES:

in
YesYes Nol Yes No

tr MMental Illnesssii*ls tr Disease

Epllepsy/Seizure tr Wn E[lon.u' tr L[

NOYESYES NO

M tr MJaundice or HepatiusDlabetes

tr MM DlzzlnessHeart Trouble

tr EIMI Back ProblemsHiqh Blood Pressure

tr Mslipped Discu VShortness of Breath

MtrM Wrist ProblemsChest Pain

tr tstr M Fractured vertebBeChronic Cough

tr Mtr M Arthritis / GoutAsthma

tr EM Kidney ProblemstrTuberculosls

Mtrtr M Cancer / TumorRheumatic Fever

n uEI Rash or Skin ProblemFrequent Headaches

tr EItr M Hernia / HydroceleVision Problems

M tr MVaricose veins20/20 Vision

tr tr EiDrug ProblemsEpllepsy E
Mental Breakdown tr EItr tuHearing Problems

n EiImpairment, Depression or Mental Illness

u M

If yes, glve details :
Yes No Yes No

tr V Pregnancy r-l
Tcsticular Lumps tr ll4

Breast Lumps n tr
Pq.hil!.Discnarge u Menstrual Problems tr tr

Yes

NO Date i

bEte,of last tetanus Vaccination : (ddlmm/Yyyy)

othiir:Vaccinations . Mention :

$iri.ri.of last dental cleaning: (ddlmm/yyyY)

(ddlmm/yyyy)

Yes No

lfow long?Do you or did you smoke?

Packs per day?

How
much/often?

Do you use alcoholic
beveraoes? il

n Mention druos used below :
Do you use or take any
druos?

Yes M ilo,!rd\l-ou presently on any medication I

prescription and over the counter medicatlons you

Woutd'you say that your health is (please check one): Exce!lent Good tr - 
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' trlt Fc.

Disease

a

on page

D3tcr of- recent dental work:

llfit


