Progressive Surgical Care Date

Name Date of Birth Age M

Referring Doctor PMD

Reason for your visit

Past Medical History
Height____ Weight
{Please Circle ali that applies)
Heart Disease Diabetes Kidney Disease (Stones, etc)
Heart Attack CoPD Dialysis
Arrhythmia Asthma Anemia
Congestive Heart Failure Sleep Apnea Thyroid Disease
High Cholesterol GERD {Heart Burn) Crohns Disease/ Ulcerative Colitis
High Blood Pressure Hepatitis Hiatal Hernia
Number of Stents Dates

Other Medical Problems

Recent Hospitalizations {Reason and dates)

Medications
See attached list
Medication Name Dosage Frequency
{Piease Circle alf that applies)
Aspirin Plavix Coumadin Effient Pradaxa Xarelto Eliquis
Preferred Pharmacy Phone
Pharmacy Address
Allergies
Medications Y/ N What medications Reaction
Foods Y/ N What Foods Reaction

Latex Y/ N



Social History

AlcoholUse Y / N Type Quantity Frequency
TobaccoUse Y / N Amount Duration Quit Date
Drug Use Y / N Amount Duration Quit Date
Occupation Employed Retired Disabled
Place of Birth
Language English Y/N  Other Translator

Past Surgical History

No Surgical History

Surgery Year
Surgery Year
Surgery Year
Surgery Year
Surgery Year

Family History

No Significant Family Medical History

_;__Heart Disease

__Ulcerative Colitis ___Crohns Disease ____Gallbladder ___Diverticulitis
Cancer {Type) Who has it
Cancer (Type) Who has it

Cancer {Type) Who has it




Last Name First Name DOB
Review of Systems
Have you recently had any of the foliowing?

General Cardiovascular Genitourinary
Fever Y N Chest Pain Y N Blood in Urine Y N
Chills Y N Palpitations Y N Pain with Urination Y N
Nausea Y N Shortness of breath on exertion Y N Nighttime Urination Y N
Vomiting Y N Heart Attack Y N Recent UTI Y N
Night Sweats Y N Stroke Y N Frequent Urination Y N
Weight Loss Amt Urine Retention Y N
Weight Gain  Amt Blood

Anemia Y N Musculoskeletal
Neurologic Bleeding Y N Joint Pain Y N
Seizure Y N Bruising Y N Joint Swelling Y N
Migraines Y N Blood Clots Y N Osteoarthritis Y N
Dizziness Y N Transfusions Y N Rheumatoid Arthritis Y N
Skin Gastrointestinal Psychiatric
Lumps Y N Abdominal Pain Y N Anxiety Y N
Rashes Y N Heart Burn Y N Depression Y N
Lesions Y N Indigestion Y N Memory Loss Y N
Itchiness YN Constipation Y N

Diarrhea Y N
Pulmonary Food Intolerance Y N
Shortness of Breath Y N Pain with Swallowing Y N
Cough Y N Excessive Flatus Y N
History of TB/+PPD Y N Rectal Bleeding Y N

Hemorrhoids Y N

Date of Last PAP Smear Date of Last Mammogram

Number of Children Birthed

Number of Natural Childbirth

Ages of Children

Number of Pregnancies

Number of C-Sections

Last Menstrual Period

Have you had a Colonoscopy Y / N

Date

Upper Endoscopy Y / N Date

Patient Signtature

Date

Provider Signature

Date




