Advanced Surgical Associates Patient Worksheet

Name: Age: Acct#:

Reason For Visit:

Medical History: check all that apply

oHigh BP oDiabetes OHeart oStroke OThyroid Disease
oCancer OAsthma OArthritis oUlcers oLiver Disease
oBladder oKidney OPneumonia oProstate OGastrointestinal
oOther
0Other
Surgical History: check all that apply and write year of surgery
oGallbladder/Date: OHernia/Date: oBreast/Date:
oColon/Date: OHysterectomy/Date: oKidney/Date:
OHeart Bypass/Date: o0Thyroid/Date: oReflux/Date:
0Other/Date:
oOther/Date:
Medication/Dose:
1) 5)
2) 6)
3) 7)
4) 8)
Medication Allergies:
oONo Drug Allergies
or
1) 5)
2) 6)
3) 7)
4) 8)
Social History:
o0 Tobacco  Packs/day # of Years
Quit Y/N Year
oAlcohol # of Drinks per Day/ Week / Month
0Other Drug use:

Occupation:




Family Medical History:

Mother:

Father:

Sisters:

Brothers:

Children:

Grandparents:

Review of Systems: Check any that apply

Head/Neck:

Throat:

Chest:

Heart:

Back:

Abdomen:

Rectal:

Extremities:

Neuro:
Skin:
Urinary:

Other:

oBlurred vision oOEar aches oONosebleeds oEnlarged Lymph Node
oSore Throat oUlcers  oLoose teeth

oCough oSputum ©OWheezing oShort of breath

oChest Pain ~ olrregular heartbeat

oSore Back oShoulder pain

oBloating ONausea  ODiarrhea  oConstipation

oBloody stools oPain with BM

oLeg pain with walking oUlcers oVaricose veins
oHeadache oSeizures OWeakness OParalysis
ORashes OAbscess OCysts oEnlarging moles

oBloody urine  oPainful urination

oFever oChills OVomiting oNight sweats

This health information sheet is accurate to the best of my knowledge.

Patient Signature:

Date:




