[image: ]Potter Plastic and Reconstructive Surgery
Medical History

Patient Name: ___________________________________ Date of Birth: ______________ Today’s Date: _____________Medical History


Primary Care Physician: ______________________________________________________________________________

Have you had:				YES	NO	Describe
General anesthesia/surgery		____	____	_________________________________________________________
Anesthesia complications (including local)	____	____	_________________________________________________________

Do you currently have or have you had problems with the following:

Eyes (cataracts, glaucoma, contacts, etc.)	____	____	_________________________________________________________
Ears, nose, sinuses			____	____	_________________________________________________________
Endocrine (thyroid, diabetes)		____	____	_________________________________________________________	
Heart (Chest pain, irregular heartbeat, etc.)	____	____	_________________________________________________________
Vascular (aorta, carotid, DVT)		____	____	_________________________________________________________
High Blood Pressure			____	____	_________________________________________________________
Cholesterol				____	____	_________________________________________________________
Blood (Bleeding, Clotting, transfusion, etc.)	____	____	_________________________________________________________
Lungs (asthma, emphysema, TB, COPD)	____	____	_________________________________________________________
Intestinal (heartburn, ulcers)		____	____	_________________________________________________________
Liver (Hepatitis)				____	____	_________________________________________________________
Kidneys or Bladder			____	____	_________________________________________________________
Bones, joints, back, neck, spine		____	____	_________________________________________________________
Brain (Stroke, TIA, Alzheimer’s, seizures)	____	____	_________________________________________________________
Psychiatric (anxiety, depression, etc.)	____	____	_________________________________________________________
Skin (psoriasis, rash, etc.)			____	____	_________________________________________________________
Cancer					____	____	_________________________________________________________
Immune deficiency, contagious disease	____	____	_________________________________________________________
Disruptive snoring or sleep apnea		____	____	_________________________________________________________
Have you taken any of the following for
         Osteoporosis or cancer treatment	____	____	_________________________________________________________
		Etidronate (Didronel); Tiluderonate (Skelid); Alendronate, Fosamax; Risedronate (Actonel/Atelvia);
		Ibandronate (Boniva), Pamidronate, (Aredia); Zoledronate (Zometa or Reclast); Prolia; or XGEVA
[bookmark: _GoBack]Other:               ___________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Surgical History



Please list all previous surgeries and dates:	________________________________________________________________________

____________________________________________________________________________________________________________	



Family History



Have any occurred in your family?	YES	NO	Describe
Bleeding problems			____	____	_________________________________________________________
Anesthetic complications			____	____	_________________________________________________________
Genetic diseases				____	____	_________________________________________________________

Have you had any of the following	YES	NO	DescribeSocial History

Alcohol use? (# of drinks/week)		____	____	_________________________________________________________
Tobacco use? (#/week- how long)		____	____	_________________________________________________________
Recreational drug use?			____	____	_________________________________________________________
Are you disabled?			____	____	_________________________________________________________

Name of Medication					Dose			How often TakenMedications (Include all prescription AND non-prescription meds, aspirin, vitamins, herbals)


_______________________________________		_____________		________________________________

_______________________________________		_____________		________________________________

_______________________________________		_____________		________________________________

_______________________________________		_____________		________________________________

Have you taken aspirin containing products in the last two weeks?			YES		NO
Have you taken steroid or cortisone-type drugs within the last two years?		YES		NO

Name					Describe Allergic ReactionAllergies (Include medications, environmental agents, foods, latex, tape, etc.)


_______________________________	_________________________________________________________________

_______________________________	_________________________________________________________________

_______________________________	_________________________________________________________________

Person Completing this Health History

Name (Please Print):________________________________	Date of Birth: ____________			 
I certify that I have understood all items and have answered questions accurately and completely.


Signature: __________________________________________ 	Date: _______________________________

If guardian, please state relationship: ____________________          



  Record #____________     Today’s Date______________     Patient Name_____________________________________________________     DOB______________
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