AGAVE SURGICAL ASSOCIATES, PC
Medical History
Patient Name: DOB: Today’s Date:

REASON FOR VISIT:

Current and Past Medical History (please check all that apply)
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Have you had any prior surgeries? Please list below with dates.

Are you taking any medications? Please list below with strength and dosage or provide a list.
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Medical History

Current Smoker? How many years? Packs per day?
Former Smoker? When did you quit? How many years smoking?
Do you drink Caffeine? What type? . How many per day?

Do you drink Alcohol? How many drinks per week? Type of alcohol?




