sLRGICAL

Please complete this medical history form and mail it to the address below or
fax the form to 269-979-6406.

Family Surgical, P.C.
3600 Capital Avenue, S.W,
Suite 103

Battle Creek, M1 49015

If time does not allow for the form to be mailed prior to your scheduled
appointment and you do not have access to a fax, please bring completed form

to appointment with you.

Thank you for your assistance and we look forward to your visit to our office.

The Physicians and Staff of Family Surgical, P.C.



S LIRGICAL

Name:

Medical History Form

Date of Birth:

Family Doctor:

Email Address of Referring Doctor (if known):

Chief Surgical Complaint

Referring Doctor:

Date

Age:

Enter text here

Childhood IlInesses (check all that apply)

] Measles

1 Mumps

[] Chickenpox

] Rheumatic Fever

[ Asthma
[ Seizures
[ Polio
[ Other

Adult IlInesses (check all that apply)

[ Asthma

[] Diabetes

[ Heart Disease
[ Hypertension
[] Stroke

] Emphysema
[J Ulcers

[ Hepatitis

[ Kidney Stones
[1 Glaucoma

[ Kidney Disease
[] Depression

[ Gerd

[] Sleep Apnea
[ Osteoarthritis
[ Other

Previous Surgeries (check all that apply)

[1 Tonsillectomy
[1Hysterectomy

[] C-Section

[ Appendectomy
[J Ovaries Removed

[] Breast Biopsy
1 Hernia

[] Gall Bladder
[ Heart

] Other




Medications you are currently taking (please list all)

Enter text here

Medication Allergies (please list all)

Enter text here

Family Medical History

] Early Heart Disease

[] Cancer (please specify type of cancer)
[ Diabetes

[] Hypertension

[ Stroke

] Other

List family member(s) and disease(s) noted above:

Social History (select one)

] Single [] Divorced
O Married ] Widowed
Occupation

Do you currently or have you ever smoked? [ONo [Yes
How many years?
When did you quit?

Do you drink alcohol? [ No[J Yes

How many drinks do you consume per week?

Do you take drugs? [ONo [Yes
If yes, please list:




Bariatric (Weight Loss) Patients Only
Height Weight BMI Number of Years Overweight

Please list previous weight loss programs you have participated in

Please list Physician supervised weight loss programs you have participated in

Review of Systems: (please check all that apply)

General:
[1 Fever/Chills ] Weight Loss How many pounds?
[ Fatigue [ Weight Gain  How many pounds?
Skin:
[ Eczema [ Psoriasis
[ Hives [JRash
Neuro:
[CJHeadaches [] Mini-Strokes
[1Seizures [ Strokes
[ Fainting
Eyes:
] Glasses [Ccataracts
] Contacts [ Loss of Vision
[JGlaucoma
Ears:
[ Hearing
[J Hearing Aid
Mouth:

[ Difficulty in Swallowing
[JHoarseness
[ Dentures or Caps

Breast:
I Lumps
[ Nipple Bleeding
[ Date of last mammogram




Glands:
[ Thyroid Disease
1 Abnormal Lymph Nodes

Heart:
] Chest Pain [ Heart Murmur
[J Rapid/lrregular Heartbeat []Heart Failure
Lungs:
[1 Shortness of Breath [1Coughing Blood
[ Cough [JWheezing
Abdomen:
[JLiver Disease [1 Hepatitis
[ Heartburn [ Vomiting blood
[JFood Intolerance [ Blood in stools
[ Diarrhea 1 Black-tarry stools
[JUlIcers ] Constipation
CJPains
Urinary:
[1Leaking []Painful voiding
[IBlood in Urine [ Infections
[IKidney Stones [ Prostrate problems
Bone/Joint:
[ Arthritis [1Joint swelling
[ Artificial Joints [JLeg Pains
] Gout

Women’s Issues

Number of Pregnancies Number of Live Births Abortions/Miscarriages
Date of last menses Abnormal Bleeding [0 No [Yes
Date of last Pap Do you still have your ovaries? [1No [JYes

Do you take or use any of the following?
[CJHormones
[ Birth Control
Age started having periods Menopause Age

Age of first pregnancy Age of last pregnancy

Please fax form to 269-979-6406 or mail to 3600 Capital Avenue, Suite 103, Battle Creek, Ml 49015. Thank You!



	Date: 
	Name: 
	DOB: 
	Age: 
	Family Doctor: 
	Referring Doctor: 
	Email: 
	Complaint: Enter text here
	mumps: Off
	chkpox: Off
	asthma: Off
	seiz: Off
	polio: Off
	otherill: Off
	ad-asthma: Off
	diabetes: Off
	heartdis: Off
	hyperten: Off
	stroke: Off
	emphy: Off
	hep: Off
	stones: Off
	glau: Off
	kid-dis: Off
	depress: Off
	gerd: Off
	apnea: Off
	osteo: Off
	other-ad: Off
	hyster: Off
	tonsil: Off
	c-sect: Off
	append: Off
	ovaries: Off
	breast-bio: Off
	hernia: Off
	bladder: Off
	heart: Off
	other-surg: Off
	other-surgeries: 
	other_adultill: 
	other-childill: 
	medications: Enter text here
	med-allergies: Enter text here
	early-heart: Off
	measles: Off
	cancer-type: 
	diab: Off
	hyper: Off
	stroke-fam: Off
	cancer: Off
	other-fam-desc: 
	family2: 
	family1: 
	married: Off
	single: Off
	divorced: Off
	widow: Off
	family3: 
	occup: 
	other-fam: Off
	yes-smoke: Off
	yearssmoke: 
	quit: 
	nodrink: Off
	yes-drink: Off
	nosmoke: Off
	yesdrugs: Off
	drinks: 
	druglist: 
	weight: 
	bmi: 
	height: 
	yrsover: 
	weightprograms1: 
	weightprograms2: 
	fever: Off
	fatigue: Off
	weightloss: Off
	weightgain: Off
	ecz: Off
	hives: Off
	psor: Off
	rash: Off
	headaches: Off
	seiz-neo: Off
	mini-strike: Off
	nodrugs: Off
	stroke-neo: Off
	pound-loss: 
	pound-gain: 
	glasses: Off
	contacts: Off
	glaucoma-eyes: Off
	cataracts: Off
	loss-vision: Off
	hearing: Off
	hearinaid: Off
	swallow: Off
	hoarse: Off
	dentures: Off
	lumps: Off
	bleeding: Off
	mammo: Off
	faint-neo: Off
	lymphnodes: Off
	chestpain: Off
	rapid: Off
	murmur: Off
	failure: Off
	sdhortbreath: Off
	cough: Off
	coughingblood: Off
	whezing: Off
	liver: Off
	heartburn: Off
	foodintolr: Off
	diarrhea: Off
	ulcers: Off
	pains: Off
	hepatitis: Off
	vomit-ab: Off
	bloodstools: Off
	blacktarry: Off
	constipation: Off
	leaking: Off
	bloodurin: Off
	urin-stones: Off
	voiding: Off
	infections: Off
	prostrate: Off
	arthitis: Off
	art-joints: Off
	gout: Off
	joint-swelling: Off
	thyroid: Off
	births-live: 
	abort: 
	preg: 
	menses: 
	nobleeding: Off
	yesbleeding: Off
	pap: 
	noovaries: Off
	yesovaries: Off
	hormones: Off
	legpains: Off
	birthcontrol: Off
	menopause: 
	preg1: 
	periods: 
	preg2: 
	datemammo: 


