MEDICAL HISTORY
PLEASE FILL AND PRINT CLEARLY


NAME: ___________________________________          DATE: ________________________
HT: __________     WT: __________
MEDICATIONS: (List Dose & Frequency)


WHAT TYPE OF HERBS DO YOU TAKE?

WHAT VITAMINS DO YOU TAKE?

ALLERGIES: (List Reactions)

DO YOU HAVE ANY LATEX ALLERGIES?  _Y / N_     
Do you have a history of smoking?   _Y / N_     If yes, how many packs per day? _____
Nicotine patches?  _Y / N_  Nicotine Gum?  _Y / N_  Vaping?  _Y / N_
Non-Nicotine Vapes?  _Y / N_    THC or CBD oil?  _Y / N_  Marijuana Smoking?  _Y / N_
Marijuana Edible Products?  _Y / N_

The patient was informed that they must absolutely quit smoking a minimum of two weeks before surgery and two months after surgery. This includes not one puff from a cigarette, secondhand smoke (in the house or car), nicotine patches or gum, e-cigs, non-nicotine vapes & marijuana products because any of the above can cause skin loss, infection, poor wound healing and permanent irreversible deformities. The patient understands the above and will comply. Patient Acknowledgement (Initial) ___________

How much alcohol do you routinely drink in a day? __________

OPERATIONS: (Please list the type of surgery & date)



HAVE YOU HAD A TUBAL LIGATION?  _Y / N_      Year Preformed: __________
HAVE YOU HAD A HYSTERECTOMY?  _Y / N_      Year Preformed: __________
HAVE YOU HAD YOUR OVARIES REMOVED?   Y / N_    Year Preformed: __________


	PMH (PAST MEDICAL HISTORY
	YES
	NO
	YEAR DIAGNOSED

	CARDIO/VASCULAR (HEART)
	
	
	

	History of Phlebitis
	
	
	

	History of Deep Venous Thrombosis (Clots in your legs)
	
	
	

	High Blood Pressure 
	
	
	

	Heart Attack
	
	
	

	Angina (heart/chest pain)
	
	
	

	Arrythmia (funny heartbeat)
	
	
	

	Heart Failure
	
	
	

	Heart Valve Problems
	
	
	

	Rheumatic Fever
	
	
	

	
	
	
	

	RESPIRATORY (LUNGS)
	
	
	

	Asthma
	
	
	

	Bronchitis
	
	
	

	Emphysema
	
	
	

	Pneumonia 
	
	
	

	Shortness of Breath
	
	
	

	Pulmonary Embolus
	
	
	

	
	
	
	

	GASTROINTESTINAL
	
	
	

	Hiatal Hernia
	
	
	

	Ulcers
	
	
	

	Gallbladder Disease 
	
	
	

	Pancreatitis 
	
	
	

	Colonic Problems
	
	
	

	
	
	
	

	INFECTIOUS DISEASES 
	
	
	

	AIDS
	
	
	

	Hepatitis 
	
	
	

	Herpes
	
	
	

	Other 
	
	
	

	
	
	
	

	GENITOURINARY
	
	
	

	Urinary Tract Infections
	
	
	

	Uterine Problems
	
	
	

	Prostate Problems
	
	
	




	NEUROLOGY
	
	
	

	Bells Palsy
	
	
	

	Seizures
	
	
	

	Stroke
	
	
	

	Mini Strokes (TIA) 
	
	
	

	
	
	
	

	ENDOCRINE
	
	
	

	History of Diabetes
	
	
	

	Thyroid Problems
	
	
	

	
	
	
	

	HEMATOLOGIC 
	
	
	

	History of Bleeding Disorder
	
	
	

	Blood Disorder
	
	
	

	
	
	
	

	INFECTIOUS DISEASE 
	
	
	

	Cold Sores
	
	
	

	Shingles (Herpes Zoster)
	
	
	

	History of skin infections, boil or abscess (personal or family)
	
	
	

	History Of MRSA (personal or family)
	
	
	

	
	
	
	

	OPHTHALMOLOGIC (EYES)
	
	
	

	History of Glaucoma
	
	
	

	
	
	
	




Other Medical Problems: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of person picking you up and staying with you for 48 hours after surgery: ______________________________________________________________________________

Phone number of person picking you up: ________________________________
