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PHARMACY & STREET NAME:  ____________________________________ PHONE #_________________ 

 

 

  

 

 

 

 

 

 

 

First Name: _________________________ Middle: ________________ Last: ________________________________________ 

Date: _____/_____/_______ SSN: _____-____-_______ Date Of Birth: _____/_____/_______ Dr. Seen Today_______________ 

Primary Physician  ___________________________ Referring Physician ____________________________________ 
                               First and Last Name               First and Last Name 

Gender:    Male  Female   Race:  Caucasian  Black  Asian  Other___________________________ 

Ethnicity:   Hispanic or Latino    Not Hispanic or Latino   Declined      Primary Language Spoken:  ________________ 

Address: ____________________________________________ City: ______________________ State: ______ Zip: ________ 

Home Phone: ( _____ ) ______-___________ Cell Phone ( _____ ) ______-___________Marital Status: M  S  D  W 

Work Phone: (_____) ______-_______ Occupation: ____________________  Are calls allowed @ your work? Y __   N ____ 

Emergency Contact _______________________Relationship__________________ Emergency #_______________________  

########________________________ 

 
Reason for Consultation: (HPI-PHYSICIAN USE ONLY)_______________________________________________________________________________________ 

Chief Complaint (Symptom):  _______________________________________________________________________________________________ 

If Symptoms Include Pain Check The One(s) That Best Describes: Burning  Cramping  Deep Gnawing  Sharp  

Shifting Stabbing  Sudden  Superficial   Other: _______________________________________________________  

Intensity:   Mild  Moderate  Severe  Excruciating  

How Long Does Pain Last:  Minutes(s) ____  Seconds(s) ____  Hour(s) ____ Day(s) ____ Week(s) ____  Month(s) ____  Year(s) ____ 

Frequency:  Constant  Occasional  Intermittent   

Location:  __________________________________________________________  

Date Symptoms Began:___________________________ _____________ How did Symptom(s) Start? :  ________________________________ 

How Did Symptoms Progress:__________________________________ What Brings It On: _________________________________________ 

What Makes It Worse? ________________________________________  What Relieves It: __________________________________________ 

Associated Symptoms: ________________________________________ Historian: _________________________________________________ 

Right Handed   Left Handed  Ambidextrous   
Comments(PHYSICIAN USE ONLY)   
_________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 
 

Drug Name (Generic/Brand) Dosage Frequency Aspirin:   Yes    No  

   Vitamin E: Yes  No  

   St. John’s Wort: Yes  No  

   Prophylactic antibiotics: Yes  No  

   Meridia: Yes   No  

    

    

    

    

 

GENERAL SURGERY CLINICAL HISTORY FORM 

Chief Complaint and Present Illness 

Medications - List all prescription medications you are currently taking. 
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DIALYSIS CENTER TELPHONE #_____________________ (if applicable) 
 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

List ALL Allergies Allergic Reaction 

  

  

 

Allergies - List your allergies including any medications that caused an allergic reaction. 

List All Major Illnesses Date Hospital Treatment Physician 

     

     

     

     

     

    Do you have any history of HIV   Y    N    

Past Major Medical History - Please provide a complete a history including all illnesses and hospitalizations. 

List Blood Relatives Illnesses Cause of death if deceased 

Father   

Mother   

Sibling(s)   

   

   

   

 

Family History- Please list all Blood Relatives with their current health status and any illnesses they have had or have. 

List All Operations Date Hospital 

   

   

   

   

   

 

Past Surgical History - Please provide a complete a history including operations. 

Alcohol:             Omit  Never  Beer(s)  ______ Per Week  Liquor ______ Per Week  ______ Wine Per Week   How Many Years: ____ 

Smoking:           Omit  Never  Current  Discontinued   Type:  ____________________ Quantity_________ How Many Years: ________ 

Caffeine:             Omit None    Cups Per Day: ______ How Many Years: ______ Other: _____________________________ 

 

Social History- Please check the appropriate boxes and fill in the accurate amounts of standard portions. 

Describe All Problems Date Hospital 

Anesthesia:   

Wound:   

Bleeding   

Clotting:   

Fever:   

Other:   

   

 

Prior Surgical Problems 

Were you ever told to use prophylactic antibiotics?  Yes   No If yes, why? 

What kind?  

 

Prophylactic Antibiotics Usage 


