
Long Island Radiation Therapy 
Health History 

 
Patient Name_______________________________________________________Date__________________ 
 
Using a check mark, please indicate if you have ever had any of the below: 
 
               No       Yes         If  “yes” ,  please explain. 
Previous Cancer                                             _________________________________________ 
Previous Radiation Therapy                          _________________________________________ 
Chemotherapy                 _________________________________________ 
Hypertension                 _________________________________________ 
Heart Disease                 _________________________________________ 
Kidney Disease      
Lung Disease                 _________________________________________ 
Diabetes        _________________________________________ 
Other                  _________________________________________ 
 
Urinary Problems 

a) Urgency                _________________________________________ 
b) Frequency                _________________________________________ 
c) Burning                _________________________________________ 
d) Blood in Urine               _________________________________________ 
 

Gastrointestinal Problems 
a) Inflammatory Bowel              _________________________________________ 
b) Diverticulitis               _________________________________________ 
c) Blood in Stool               _________________________________________ 
d) Hemorrhoids               _________________________________________ 
e) Ulcers                 _________________________________________ 
f) Colitis / Ulcerative Colitis              _________________________________________ 

 
Other 

a) Weight Loss               _________________________________________ 
b) Loss of Appetite              _________________________________________ 
c) Headaches               _________________________________________ 
d) Visual Problems             __________________________________________ 
e) Memory Loss              __________________________________________ 

 
Lupus, Scleroderma, Rheumatoid Arthritis           __________________________________________ 
Chronic Back Problems             __________________________________________ 
Chronic Pain of Any Kind             __________________________________________ 
Recent Pain of Any Kind             __________________________________________ 
 
Other_____________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Do you or did you smoke tobacco?    
Do you or did you drink alcohol regularly?   



Long Island Radiation Therapy 
Health History 

 
 
Please list any surgery you have had.  Include type of surgery, date and surgeon’s name.   
 
Operation                                                    Date                         Surgeon 
_____________________________________    ____________    ___________________________________ 
_____________________________________    ____________    ___________________________________ 
_____________________________________    ____________    ___________________________________ 
_____________________________________    ____________    ___________________________________ 
_____________________________________    ____________    ___________________________________ 
 
 
 
Please indicate the medications you take daily.  Include dosage and frequency. 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
 
Do you have any allergies to medication?          No   Yes 
 
If yes, what medication are you allergic to? ______________________________________________________ 
 
 
 
Please feel free to include any other data that will aid us in treating you on a daily basis. 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
 
Please list the names of doctors who take care of you so that we can send them a report. 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
Has anyone in your family had cancer?             No               Yes    
 
If  “yes”, who and what type of cancer?__________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
Reviewed by:   _______________________________, M.D.                              Date______________________ 
 


