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SUPPLEMENTARY INFORMATION REGARDING MEDICAL HISTORY
	Please complete the following survey.  This information regarding your general medical history may be distributed to the faculty of the program at which you are placed.  Such information can be very helpful for educational purposes or assist with determining placement in a medical/surgical research facility.



Full Name: _________________________________________________________________________
Date of Birth: _____________ Sex: ______ Race: _________ Height: ___________ Weight: _________

Medical History
All Surgical Procedures: (please list date, if known)
1. ____________________________________________________________________________
2. ____________________________________________________________________________
3. ____________________________________________________________________________
4. ____________________________________________________________________________
5. _____________________________________________________________________________

History of any communicable diseases or infections (Hepatitis, MRSA, HIV/Aids, Tuberculosis, Meningitis, etc.): ____________________________________________________________________________________________________________________________________________________________________________________________________
History of Heart Disease or Diabetes (include High blood pressure, High cholesterol, etc):
____________________________________________________________________________________________________________________________________________________________________________________________________

Respiratory issues (Asthma, COPD, Emphysema, etc.): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Kidney, Liver, Pancreas, Bowel or Bladder issues: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Cancer (Type) ______________________________________________________________________________________
__________________________________________________________________________________________________
	Treatment: __________________________________________________________________________________
	Length or dates of illness: ______________________________________________________________________


Neurological Issues (Alzheimer’s, Dementia, Parkinson’s, Seizures, Multiple Sclerosis, Neuropathy, etc.):
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

Implanted Devices (Pacemaker, Defibrillator, Insulin pump, Morphine pump, Chemo port, etc.)
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________



General Medical History (Please list any information here that you feel is important):  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DONATION SUBJECT TO THE ANATOMICAL ACCEPTABILITY OF THE BODY AFTER DEATH OCCURS	
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