
MESQUITE ORTHOPEDIC CLINIC 
GENERAL MEDICAL HISTORY 

NAME_____________________________________  DATE______________________ 

Past Medical History 

**** NOT APPLICABLE (NA) IF LEFT BLANK***** 
Year 
____  Heart trouble: � angina, � heart attack, � heart failure, � heart murmur, � valve disease, 

� other ________________________________________________________________________________. 
____  High blood pressure 
____  Stroke 
____  Ulcers: � stomach, � duodenal, � colon. 
____  Diabetes (high blood sugar) 
____  Liver disease: � hepatitis, � type A, � type B, � type C, � cirrhosis, 

� other ________________________________________________________________________________. 
____  Kidney disease: � stones, � infections, � other _______________________________________________. 
____  Lung disease: � hepatitis, � TB, � chronic bronchitis, � cancer, � asthma, � frequent pneumonia, 

� other _________________________________________________________________________________. 
____  Blood disorders: � anemia, � leukemia, � bleeding tendency, � other _____________________________. 
____  Eye disease: � glaucoma, � other __________________________________________________________. 
____  Arthritis: �degenerative, � rheumatoid � gout � other __________________________________________. 
____  Cancer: type:____________________________________________________________________________. 
____  Acquired Immune Deficiency Syndrome (AIDS) 
____  Psychological difficulties: � depression, � psychosis, � other ____________________________________. 
____  Seizures 
____  Other illness not noted above:_______________________________________________________________. 
____  No major illnesses 

Year  Surgeries (to include childbirth) 
____  Tonsillectomy  ____  Hysterectomy: � total, � partial 
____  Appendectomy  ____  Prostate operation 
____  Gall Bladder  ____  Biopsy­result & type: __________________________________ 
____  Hernia Repair  ____  Fractures­explain: _____________________________________ 
____  Vasectomy  ____  Other: ______________________________________________ 
____  No Surgery 

Major injuries 
____  Auto or cycle accidents, etc­­Describe: _______________________________________________________ 
____  No Major injuries 

Hospitalizations­explain: ________________________________________________________________________ 

Medications (give names and doses) 
� Aspirin � Tylenol 

� Sleep meds: ________________________________ � Pain meds:_____________________________________ 

� Anti­inflammatories: __________________________ � Muscle relaxants: ________________________________ 

� For other medical problems:_____________________________________________________________________


