T. L. Wood, MD FACS

Welcome to our practice. Please fill out the information found below to the best of your ability.

Patient Name:

Date:

Why are you here to see the Dr.?

Age:

D/C - 4+
Primary Dr.:
Medical History: D-1/3C-2to

Patient Medical History:

Diabetes No
Hypertension No
Cancer No
Stroke No
Heart Trouble No
Aurthritis/gout No
Convulsions No
Bleeding tendency No
Acute Infections No
Venereal disease No
Hereditary defects No

List the medication you are taking:

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

« Patient Social History:
Marital Status: 3 Single O Married (3 Separated

O Divorced (3 Widowed

Use of Alcohol: O Never O Rarely O Moderate O Daily

Use of Tobacco: O Never O Previously, but quit
3 Current packs/day:

Use of Drugs: O Never O Type/Frequency

Excessive Exposure at home or work to:
3 Fumes O Dust 3 Solvents
3 Air Born Particles O Noise

Health History Reviewed By
Initial Date

Previous Hospitalization/Surgeries/Serious Injuries:

COMPLETE BOTH SIDES



Review of Systems: Please Indicate any personal history below:

CONSTITUTIONAL SYMPTOMS
Good general health lately............c..cccceevennee.
Recent weight change..........ccccocevevcviciiennne.

FatigUE ..vvevvevece s
Headaches.........ccouvveveeiiiiicce e

EYES
Eye disease or injury ........ccccceceeeveverienvernene
Wear glasses/contact 1enses..........ccccecevveenennns
Blurred or double vision............ccocccvvvirinnnne
GlaUCOMA. ...

EARS/NOSE/MOUTH/THROAT
Hearing 10sS or ringing........cccccevevevevvcivennne.
Earache or drainage..........ccoeevevevevcnicniennn,
Chronic sinus problem or rhinitis..................
NOSE BIEedS........ccvvveiriiiiie
MOULN SOTES ...eveive e
Bleeding gUMS.........cccovviviveneiece e
Bad breath or bad taste.........ccccccvvvriirinnnn
Sore throat or voice change..........cc.cceeevennene.
Swollen glands in neck........cc.ccoevvevievenienne.

CARDIOVASCULAR
Heart Trouble........cccovvviiviiiiecccc
Chest pain or angina pectoris ...........c.cccevee.
Palpitation.......c.ccccovvieie i
Shortness of breath with walking or lying flat ..
Swelling of feet, ankles or hands...................

RESPIRATORY
Chronic or frequent coughs...........ccccceeevenene.
Spitting up blood ........cccoveviiiiii e,
Shortness of breath ..o,
Asthma or Wheezing ..........ccoeveevvievciennennns

GASTROINTESTINAL
L 0SS Of aPPELItE ....ecvvevvcecece e
Change in bowel movements ..............c.c......
Nausea or VOMIting .......ccoceveevererevenicnieinenns
Frequent diarrhea...........ccoooeeveieic e,
Painful bowel movements or constipation ....
Rectal bleeding or blood in stooal...................
Abdominal pain.........cccccoeviiiiininc e
Peptic ulcer (Stomach or duodenal) ..............

GENITOURINARY
Frequent urination ............ccoeeveeereverecnieinne
Burning or painful urination.............cccccvev....
Blood iN UFNE....ccooiiriiieiece e

MUSCULOSKELETAL
JOINtPAIN ..o
Joint stiffness or swelling...........ccccceevenneee,
Weakness of muscles or joints.............ccccvv.e.
Muscle pain or Cramps ......ccoeevererereseeneenns
Back PaiN........ccccevviienie i
Cold extremities .......ccoccevveevrerinennenseneen,
Difficulty in walking ..........cccoceeveveieninenne.

Reviewed By:

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

INTEGUMENTARY (Skin, breast)

Rash or itching ........ccocooniiinn e No
Change in skin Color.........ccccoevneriieinee, No
Change in hair or nails...........ccccooevvennennnen. No
VariCOSE VEINS.....cviveerreriesiesiesesienieseeseeieneas No
Breast PaiN.......cccccovvevie i No
Breast lump ..o No
Breast discharge .........ccocvvveveneni e No
NEUROLOGICAL
Frequent or recurring headaches.................... No
Light headed or dizzy.........cccoceevvviiiiinennnn, No
Convulsions O SEIZUIES.........ccccveirvererieieen. No
Numbness or tingling sensations................... No
TEEMOIS. . No
Paralysis .......covvveireiiiiiesce e No
SEIOKE v No
Head iNfUry ..o No
PSYCHIATRIC
Memory loss or confusion............cccceevveneninn No
NEIVOUSNESS ..o No
DEPIeSSION ....c.cvevieeiirieiiniesieee e No
INSOMNIA ...ceveiieieieieeccee e No
ENDOCRINE
Glandular or hormone problem..................... No
Thyroid diSEase.........cccvvevvrierieiiesieiesese e, No
Diabetes (insulin or non insulin - circle one) ........... No
Excessive thirst or urination.............c.cccce.e.... No
Heat or cold intolerance .........cc.ccoceveveriennene. No
Skin becoming drier ..........cccooeevernennennnnen, No
Change in hat or glove size .......c..ccccevvevenene. No
HEMATOLOGIC/LYMPHATIC
Slow to heal after Cuts.........ccococevvvicnencnne. No
Bleeding or bruising tendency..............c.c..... No
ANEMIA . No
PhIEDILIS ... No
Past transfusion ... No
Enlarged glands ..........cccovvivenene v, No
ALLERGIC/IMMUNOLOGIC
History of skin reaction or other adverse reaction to:
Penicillin or other antibiotics .............ccc...... No
Morphine, Demerol, or other narcotics.......... No
Novocaine or other anesthetics...................... No
Aspirin or other pain remedies.............ccc..... No
Tetanus antitoxin or other serums ................. No
lodine, merthiolate or other antiseptic........... No

Other drugs/medications:

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Known food allergies:

Environmental allergies:

Date




