
HEIGHT _______________           WEIGHT _______________LBS

WHAT ARE YOU ALLERGIC TO? (Please check box and note your reaction.)     q NOTHING KNOWN

q NOVOCAINE___________________________________________ 	 q PENICILLIN___________________________________________________

q ADHESIVE TAPE________________________________________ 	 q MATERIALS___________________________________________________

q SULFA________________________________________________ 	 q FOODS:______________________________________________________

q OTHER:________________________________________________________________________________________________________________

DO YOU SMOKE?   q  YES      q  NO     IF SO, AGE STARTED _______    HOW MUCH _______________________________________________

WHEN: _____________________________      WHO: ____________________________________________________________________________

WHY ARE WE SEEING YOU TODAY? / WHEN DID IT START AND HOW? / PRIOR TREATMENTS?________________________________________

________________________________________________________________________________________________________________________

DID YOU INJURE YOURSELF AT WORK? _________________ 


