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O No

Have you ever had a blood transfusion? [ Yes If yes, please give approximate detes:

3l

Caffeine Stress

Tobacco | {packs/day) Hazardous Substances

Drugs Heavy Lifting

Alcohol | (drinks/week) Contact with Blood or Body Fluids
Other Cther

Your Occupation:

Check (v) If your blood relatives had any of the following:
Disease Relationshlp to You

Father Obesity

Mother . Asthma, Hay Fever

Brothers Cancer and type

Age State of | Age at'

Relation Health | Death Cause of Death

Chemical Dependency
Diabetes

Heart Disease, Strokes
Sisters ' High Blood Pressure

Kidney Disease

Elevated Cholesterol
Other

| certify that the abave information is correct and complete to the best of my knowledge. | will not hold my doctor or any
member of his/her staff responsible for any errors or omissions that | may have made in the completion of this form.

Signature: Date:

Reviewed by: Date:




