VASCULAR SURGICAL ASSOCIATES, P.C.
PATIENT MEDICAL HISTORY INFORMATION

NOTE: There are two sides to this form. Please be as complete and specific as possible.

Name: Age: Weight: Marital Status:

S M w D
Date: BO.B. Ref. Dr.
Do you have, or have you ever had:
High blood pressure oYes oNo Stroke oYes oNo
Congestive heart fajlure oYezs oMo Asthma oYes oNo
Heart attack oYes o No Arthritis oYes oMo
Thyroid disease eYes oNo Phlebitig oYes oNo
Kidney disease oYes o No Cancer {typa) oYes oNo
Tuberculosis oYes o No Varicose veihs 0Yes oNo
Pulmonary embolus oYes oNo Blood clots oYes oNo
Diabetes oYes oNo Bleeding oYes oNo

Reason for today’s visit:

List current medications (name & dose):

List any medications you are allergic to:

List any surgeries you have had and the dates:
Procedure Date Procedure Date

Any problems with surgery or anesthesia:

Do you smoke? oYes oNeo  How much and how long? ‘ Drink? How much?

Occupation:

Has anyone in your family ever had any of the following conditions?

Indicate Relationship
Maternal Paternal
Mother  Father Brother Sister Grmother/Griather Grmother/Griather

Cancer oYas o No

Diabstes oYes o No —
High blood pressure  oYes o No

Aneurysm oYes oNo

Stroke oYes o No

Clotting problems oYes oNo




NAME

Do you have, or have you had, any of the followlng®?

General

Fever . ... ... . ... o Yes
Weight loss/changes ....... ..... o Yes
Chills ........................ o Yes
Fatigue ...................... oYes
ENT

Hearingloss .................. oYes
Mouthsores .................. o Yes
Swallowing difficulties ........... o Yes
Cardiac

Chestpain .................... 0 Yes
High blood pressure . ... ....... .. o Yes
Palpitations . .................. oYes
Swelling of arms or legs . ... ...... 0 Yes
Respiratory

Chroniccough ................. o Yos
Shortness of breath ............. 0Yes
Coughingupblood .......... ... oYes
Varicoseveins ................. 0 Yes
Vascular

Paininfeetatrest . . ........ ... oYes
Pain in legs with walking ...... ... o Yes
Vasculartesting ... ............. oYes
Gastrointestinal

Abdominal pain ..............., o Yes
Nausea/vomiting .......... ... .. 0 Yes
Constipation/diarrhea . . ..... ..... oYes
Appetitechanges . ........... .. 0 Yes
Endocrine

Heat or cold intolerance . . ..., . ... o Yes
Excessive thirst ... .. P o Yes
Tired/sluggish . ........... .. ... o Yes
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Genitourinary

Bloodinurine ,................ oYes oNo
Frequent/painful urination ., . ... ... oYes oNo
Erectile dysfunction ........... .. oYes oNo
Number of pregnancies .......... oYes oNo
Musculoskeletal

Jointpain, . ....... ... ..., oYes oNo
Backpain .................... oYes oNo
Muscle cramps/pain . . ......... .. oYes oNo
Pastinjuries . .................. oYes oNo
Skin/Intequmentary

Rash ... .. ... ............. oYes oNo
Sores ... oYes oNo
Discoloration .................. oYes oNo
Healing problems . ... ........... oYes oNo
Neurological

Headaches ... ............... oYes oNo
Lossof vision ................. oYes o No
Clumsiness .................. . oYes oNo
Arm/leg weakness . ...........,. oYes oNo
Seizures ..................... oYes oNo
Burning of toes, feet, hands . ... ... oYes oNo
Numbness#ingling .. ............ oYes oNo
Difficulty speaking .............. oYes 0 No
Psychiatric

Depression ................... oYes oNo
Nervousness ............... ... oYes oNo
Insomnia ................... .. oYes oNo
Hematological/Lymphatic

Swollen glands ................ oYes oNo
Phiebitis ................. ... oYes oNo
Blood clotting problems .. ..... ... oYes oNo
Patient Signature Date

Print Name




