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ARIZONA PAIN MANAGEMENT & REHABILITATION
Estelle R Farrell D.O.

PAST MEDICAL HISTORY

Patient Name Age Date

Medical

[0 None [ Diabetes [JAsthma [CIHigh Blood Pressure [1Cancer [1Heart Disease [1High Cholesterol
LJAnxiety CIDepression
Other

Surgical
ONone OTonsillectomy OAppendectomy OHysterectomy COOHernia OGall Bladder CC-Section

O Arthroscopy OColonoscopy Other

Allergies to medication

ONone [OYes If yes, please explain

Current prescriptions and over the counter medications COONone @O See attached list
Name of Prescription/OTC/Herb mg dose #tablets/ per day problems Prescribed By
Patient Signature Date Physician Signature Date
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ARIZONA PAIN MANAGEMENT & REHABILITATION
Estelle R Farrell D.O.

PAST MEDICAL HISTORY

Patient Name Age Date

Family History

Father OLiving Age [ODeceased Age Cause
Mother OLiving Age [ODeceased Age Cause
Sibling’s Number of Living Number of Deceased

Cause
Children Number of Living Number of Deceased

Cause

Other llinesses in family

Social History

OSingle OMarried, Years__ OWidowed ODivorced, Spouse’s Name

Smoke OONo [OYes/Previously

#Packs/day # of Years Stopped Smoking? Date

Alcohol ONone ORarely OOccasional wine with dinner OWeekends
O1-2 Drinks per day OMore than 2 per day

OTC Drugs ONone OAspirin OTylenol Olbuprofen OAleve OTums OMaalox OMylanta OPepcid AC
OAllergy

Exercise ONone OYes What and how frequently?

Substance Abuse CONone OMarijuana OIV Drug Abuse Other

Patient Signature Date Physician Signature Date

9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
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