Name__________________________________________Date of Birth______________

Today’s Date_______________Age__________Ht___________Wt_________________

Referred by______________________________________________________________

Chief Complaint

Why are you seeing the doctor today?_________________________________________

________________________________________________________________________

Medical History

Yes
No
1.  Are you taking any medications or drugs? (list name, frequency,dose)



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________

Yes
No
2.  If applicable, how long have you been taking birth control pills? _____



____________________________________________________________

Yes
No
3.  Are you allergic to any medications, creams, tape, makeup, detergent,



etc., (please list)  _____________________________________________



____________________________________________________________



____________________________________________________________

Yes
No
4.  If allergic to penicillin, can you take Keflex?

Yes
No
5.  Do you have any food allergies? (list) __________________________



____________________________________________________________

Yes
No
6.  Do you have any seasonal allergies?____________________________
Yes
No
7.  What is the name and number of your pharmacy? _________________



____________________________________________________________

Yes 
No
8.  Have you ever received local anesthesia (Novacaine, Xylocaine, etc.)



by a doctor or dentist?

Yes
No
9.  Have you had a reaction to ANY anesthesia? (explain) _____________



____________________________________________________________

Yes
No
10. Are you or have you taken any diet pills? (list) ___________________



____________________________________________________________

Yes
No
11. Have you had any operations? (list along with approximate date)



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________

Name__________________________________________


Pg2

Yes
No
12. Have you had any cosmetic surgery? (list) ______________________



____________________________________________________________

Yes
No
13. Do you do any type of exercise? (how often and what type) _________



____________________________________________________________

Yes
No
14. Do you live alone?



15. Who will take care of you if you have surgery? __________________



16. Do any of your family members have: (indicate who)

Yes
No
Heart problems _______________________________________________

Yes
No
Diabetes ____________________________________________________

Yes
No
High blood pressure ___________________________________________

Yes
No
Excessive bruising ____________________________________________

Yes
No
Excessive bleeding ____________________________________________

Yes
No
Excessive scarring ____________________________________________

Yes
No
Cancer _____________________________________________________

Yes
No
Thyroid problems _____________________________________________

Yes
No
Poor healing _________________________________________________

Yes
No
17. Do you smoke cigarettes, cigars, pipes? (how much?)______________

Yes
No
18. Do you dip snuff or chew tobacco? ____________________________

Yes
No
19. Do you drink alcohol, if yes how much and how often _____________



____________________________________________________________

FOR WOMEN ONLY
Yes
No
20. Have you ever had any “female” or gynecological problems? (explain)



____________________________________________________________

Yes
No
21. Have you had a mammogram? (list date and facility) ______________



____________________________________________________________

Yes 
No 
22. Do you have a family history of breast cancer? (list relationship to



you) _______________________________________________________
Yes
No
23. Do you have a history of any breast lumps, masses, or nipple 



discharge? __________________________________________________



24. What is your current bra size? ________________________________

Yes
No
25. Have you ever been pregnant? (list number of children & ages)______



____________________________________________________________

FOR MEN ONLY

Yes
No
25. Have you ever had any prostate problems? (explain) ______________



____________________________________________________________

