MARY N. SHINN, M.D.                                                                                     713-522-4411

HEALTH INFORMATION AS OF ______________________(today’s date)

Confidential Record: Information contained here will not be released unless you have authorized us to do so. Please answer all questions to the best of your knowledge.

Reason for visit:_______________________________________________________________________________

Name:_______________________________________________________________________________________

Age:_______________ Height:_______________ Weight:_________________

Current Physician:___________________________________ Phone#__________________________________

Please list any Surgeries/Serious Illnesses/Accidents :_______________________________________________

Have you previously had or been treated for any of the following?

[ ] Diabetes
[ ] Stroke
[ ] Vascular Disease
 [ ] Heart Disease
[ ] Kidney Disease

[ ] Fever Blisters 
[ ] High Blood Pressure  [ ] Poor Scarring    [ ] Bruising Problems

[ ] Respiratory, Pulmonary, or Lung Disease   [ ] Bleeding Tendencies or Blood Disorders

[ ] HIV/Autoimmune Disease   [ ] Any Eye Disease, Injury, Impaired Sight    [ ] Skin Disease

[ ] Serious Medical Disorders   [ ] History of Problems with Anesthesia

[ ] Bladder Disease   [ ] Depression   [ ] Anxiety  [ ] Anemia   [ ] Cancer   [ ] Hepatitis

[ ] Frequent or Severe Headaches    [ ] Liver Disease    [ ] Gallbladder Disease

HEALTH INFORMATION CONTINUED

Please list all medications you are currently taking or have taken within the last month. (Including over the counter, herbal medications, diet, or vitamin supplements). Please indicate the name of drug, dosage, and frequency.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list all medications and/or latex you are allergic to:___________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Do you smoke?
[ ] Yes   [ ] No    If yes how many? _________packs per day    How long? __________ years

Do you use recreational drugs?     [ ] Yes   [ ] No

Alcoholic beverages?    [ ] Never    [ ] Rarely   [ ] Moderately  [ ] Daily

When was your last physical exam? _____________ Chest X-Ray _______________ EKG ________________

Mammogram ___________________________ Where ______________________________________________

Number of previous pregnancies_________________ Number of children______________________________

Date of last menstrual period?____________________ Could you be pregnant?_________________________

The above information is accurate and complete to the best of my knowledge.

Signature__________________________________________ Date_______________________________

