David Makover, M.D., F.A.C.P., F.A.C.R.

Diplomate American Board of Rheumatology
Diplomate American Board of Internal Medicine

Name: Birthdéte:___/ /

Describe briefly your present symptoms:

Date symptoms began (approximate):

~ Previous treatment for this problem (include physical therapy, surgery and injections; (medications to be
listed later) ' |

Preferred Pharmacy

Pharmacy name: Address:” "1 o0k L T phoper

PAST MEDICAL HISTORY

Do you now or have ever had: (\/, if yes)

O Cancer [ Heart problems 0 Asthma
O Goiter O Tuberculosis [Stroke

[ Cataracts 0 Emphysema O Epilepsy
0 Anemia J Stomach ulcers O Colitis

[ Jaundice J Nervous breakdown O HIV/AIDS
0 Glaucoma 0 Rheumatic fever - [ Diabetes

O Leukemia [ High blood pressure
OPneumonia 0 Kidney disease

Previous Operations
Type Year Reason

Any previous fractures? OYes ONo Describe:

Any other serious injuries? [ Yes [0No Describe:

2900 N. Military Trail, Suite 244N Phone: (561) 367-0078
Boca Raton, Florida 33431 Fax: (561) 367-0529



MEDICATIONS
Drug allergies: OYes ONo  To what?

Type of reaction:

Present Medications (List any medications you are taking. Include such items as aspirin, vitamins, laxatives, calcium and other
supplements, etc.)




