Watauga Surgical Group, P.A.

Patient Name: DOB: Date:

Primary Care Physician

Referring Physician

Have you recently had the following: Circle Yes or No; if in doubt, leave blank.

REVIEW OF SYSTEMS

GENERAL DIGESTIVE SYSTEM
Weakness Yes No Change in Appetite Yes No
Marked Weight Gain or Weight Loss  Yes No Difficulty Swallowing Yes No
Night Sweats Yes No Heartburn Yes No
Persistent Fever Yes No Abdominal Pain Yes No
SKIN Nausea Yes No
Rashes Yes No Vomiting Yes No
Jaundice Yes No Vomiting of Blood Yes No
EYES Rectal Bleeding Yes No
Vision Changes Yes No Tarry Stools Yes No
Double Vision Yes No Constipation Yes No
EARS, NOSE, THROAT Diarrhea Yes No
Hoarseness Yes No Hemorrhoids Yes No
Post Nasal Drip Yes No Bloating Yes No
RESPIRATORY Change in Bowel Habits Yes No
Bloody Sputum Yes No MUSCULOSKELETAL
Cough, Persisting Yes No Muscle Weakness Yes No
Difficulty Breathing while Calf pain when walking Yes No
Lying Down Yes No Back Pain Yes No
Shortness of Breath Yes No HEMATOLOGY
Sputum (Phlegm) Yes No Excessive Bleeding Yes No
Wheezing Yes No Easy Bruising Yes No
CARDIOVASCULAR NERVOUS SYSTEM
Chest Pain Yes No Headaches Yes No
Palpitations Yes No Fainting Yes No
GENITOURINARY Weakness or Paralysis Yes No
Blood in Urine Yes No
Painful Urination Yes No
TUBERCULOSIS
Have you ever had Tuberculosis Yes No

If yes, were you treated

Have you ever had a positive PPD Test Yes No

If yes, were you treated

Have you ever been diagnosed with an infectious disease? Yes No

If yes, what disease?

Patient Signature Date

Physician Signature Date

COMPLETE REVERSE SIDE




Patient Name:

Watauga Surgical Group, P.A.

DOB: Date:

Past Medical History
Circle Yes or No

Have You Ever Had:

Arthritis Yes
Cancer Yes
Bronchitis Yes
Diabetes Yes
Pneumonia Yes
Asthma Yes
Emphysema Yes

High Blood Pressure  Yes

Heart Disease Yes
Heart Attack Yes
Anemia Yes
Blood Transfusion Yes
Hepatitis Yes
(Yellow Jaundice)

Ulcer Yes
Kidney Disease Yes
Reflux Yes
Stroke Yes
Hx of MRSA Yes
Other

Operations

Heart Yes
Thyroid Yes
Appendix Yes
Gall Bladder Yes
Stomach Yes
Breast Yes
Uterus/Ovary Yes
Prostate Yes
Hernia Yes
Colon Yes
Other

IMMUNIZATIONS

Smallpox Yes
Tetanus Yes
Polio Shots Yes
Polio Oral Yes
Other Yes

No
No
No
No
No
No
No
No
No
No
No
No
No

No
No
No
No
No

No
No
No
No
No
No
No
No
No
No

No
No
No
No
No

Year Family History - Has any blood relative had any of the following.
Circle “Yes” or “No”, if so, what relationship
Heart Disease Yes No
Diabetes Yes No
Colon Polyps Yes No
Cancer Yes No
Thyroid Trouble Yes No
Medications, including over-the-counter medications and vitamin supplements
Medication Name Dosage Frequency
Year
PHARMACY NAME
ADDRESS ZIPCODE
PHONE NO.
SOCIAL HISTORY
Smoking Yes No
Snuff Yes  No MEDICATION
Chewing Tobacco Yes No ALLERGY REACTION
Alcohol Yes No
Drugs Yes No

Latex Allergy Yes No
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