Virginia Beach Surgery Medical History  (Complete both sides)
Appointment Date: _______________________

Patient Name: _________________________________   DOB: _______________________Social Sec # ____________________ 
Referring Doctor_______________________________   Primary Care Physician: ___________________________________

Pharmacy & location ________________________________________________________________________________________

Why are you here today? _____________________________________________________________________

Your Medical Problems (past and present; not surgeries) 
	 Atrial fibrillation 427.31

 Anemia 285.9

 Asthma 493.90

 Bipolar disorder 296.90

 Bowel obstruction 560.9 
 Breast Cancer  174.9
 C.Diff Colitis 008.45

 Chest pain 786.59    
 Colon Cancer 153.9
 Colon polyps 211.3
 COPD 496/Emphysema
 Blood clots/DVT 453.40     

	 Depression 311

 Diverticulitis 562.11

 Diabetes 250.00

 Gallbladder Disease 575.8

 Reflux/GERD 530.81

 Gallstones 574.2
 Gout 274.9
 MI/Heart Attack 410.90

 Heart murmur 785.2  
 Hemorrhoids
 Hepatitis 573.3
 Herpes 053.9

	 Aids/HIV 042
 High Cholesterol 272.0
 Hypertension 401.9
 Hypothyroidsim 244.9

 Impotence 607.84
 Incisional Hernia 553.21

 Inguinal Hernia 550.90

 Kidney Problems 593.9

 MRSA Infection 041.12

 Osteoporosis 733.00

 Pancreatic Cancer 157.9
 Stomach (peptic) ulcers 533.90        

	 Pneumonia 486
 Rheumatoid Arthritis 714.0
 Schizophrenia 295.90
 Skin Cancer   173.90
 Sleep apnea 780.57

 Stroke 436

 Umbilical Hernia 553.1

 Varicose veins 

 Ventral Hernia 553.20

 Other Cancer:
     ​​​​​​​​​​       __________________


Other Medical Problems:

_____________________________________
_______________________________________________

_____________________________________
_______________________________________________

ALLERGIES:

Circle allergies to:    Shellfish     Iodine    Latex      X-ray dye      NONE

Medication Allergies and Reactions: ______________________________________________    or     NONE

Your Family History (NOT YOU)  Check conditions found in your biological family. Indicate which family member had condition

 ADOPTED
__Cancer (Who and Type): ____________________________________________________________      NONE
	Anemia
	
	
	Heart Disease
	

	Aortic Aneurysm
	
	
	High Blood pressure (Hypertension)
	

	Bleeding Disorders
	
	
	High Cholesterol
	

	Blood Clots (DVT)
	
	
	Inflammatory Bowel Disease
	

	Brain Aneurysm
	
	
	Kidney Disease
	

	Diabetes Mellitus
	
	
	Stroke/ Mini stroke (TIA)
	

	Gallbladder problems
	
	
	Thyroid Disease
	

	Heart attack (MI)
	
	
	Other:
	


Marital Status (circle)    Single

Married
Divorced
Separated
Widowed  

Currently employed?   Y
    N       Occupation: _____________________________   Employer:___________________________
Do you currently smoke?    Y
  N
In the past?    Y        N


How much? ____________packs per day
When did you quit smoking?_____________________________ 
Do you drink alcoholic beverages?  Y    N
   How much? __________________________________________
Do you use recreational drugs?   Y    N    If yes, what kind? ________________________________________
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Patient Name:__________________________________________________

Date of Birth:_____________________________

Prescription and nonprescription medications: If you have a list please allow us to copy it.

Name 

Dose

Frequency
Name

Dose

Frequency                                NONE
____________________________________
_______________________________________________

____________________________________
_______________________________________________ 
____________________________________
_______________________________________________

____________________________________
_______________________________________________

____________________________________
_______________________________________________

____________________________________
_______________________________________________

(Female patients) Date of Start of Last Menstrual Period: ___________ Pregnancies: ________# of Children______

Your Previous Surgeries (month and/or year):

	 NONE
	
	  Coronary Stents

	
	
	  Coronary Artery Bypass

	  Hysterectomy
	  Carotid Artery Surgery
	  Pacemaker/Defibrillator

	  Tubal Ligation
	  Varicose Vein Surgery
	  Aneurysm Surgery

	  Gallbladder Surgery
	  Colon Surgery
	  Leg Bypass 

	  Appendectomy
	  Tonsillectomy
	  Groin Surgery ( ) Left     (  )Right

	  Umbilical Hernia
	  Breast  (  ) Biopsy   (  ) Mastectomy
	  Orthopaedic


Other Surgeries:
_____________________________________
____________________________________

_____________________________________
____________________________________

_____________________________________
____________________________________

_____________________________________
____________________________________

_____________________________________
____________________________________

_____________________________________
____________________________________

Date of last Mammogram (Mo/Yr): ______________________________________   NONE

Have you had colon cancer screening?   Y   N

If yes, please complete most recent testing information:

Fecal Occult Stool Card (date)_________________

FIT-DNA (i.e. Cologuard) (date)________________

Sigmoidoscopy (date) __________________

Colonoscopy (date) ____________________
Did the testing reveal any abnormal findings?  Y    N  
If yes, please explain:

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Patient Name:_______________________________________   Today’s Date:____________________

Date of Birth:______________________________

Physician Care Team

Please print the name and specialty of other physicians that you see so our doctors may communicate with them as needed for your care.

	Physician’s Name
	Specialty

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Today’s Date: ____________________________________________________

Virginia Beach Surgery

Review of Systems

Check if you CURRENTLY have any symptoms listed:

General



       Skin



       Head, Neck, Throat

 FORMCHECKBOX 
 Loss of appetite

 FORMCHECKBOX 
 Bruising



 FORMCHECKBOX 
 Vision loss


 FORMCHECKBOX 
 Fatigue


 FORMCHECKBOX 
 Change in moles


 FORMCHECKBOX 
 Double vision


 FORMCHECKBOX 
 Fever


 FORMCHECKBOX 
 Hives



 FORMCHECKBOX 
 Hoarseness


 FORMCHECKBOX 
 Night Sweats


 FORMCHECKBOX 
 Rash




 FORMCHECKBOX 
 Runny Nose

 FORMCHECKBOX 
 Weight gain > 10 lbs

 FORMCHECKBOX 
 Itching



 FORMCHECKBOX 
 Missing Teeth

 FORMCHECKBOX 
Weight loss > 10 lbs














Respiratory


      Breast



      Cardiovascular


 FORMCHECKBOX 
 Chronic cough

 FORMCHECKBOX 
 Mass



 FORMCHECKBOX 
 Chest pain


 FORMCHECKBOX 
 Shortness of Breath

 FORMCHECKBOX 
 Pain




 FORMCHECKBOX 
 Irregular heart beat


 FORMCHECKBOX 
 Coughing up blood

 FORMCHECKBOX 
 Abnormal Mammogram

 FORMCHECKBOX 
 Palpitations


 FORMCHECKBOX 
 Wheezing


 FORMCHECKBOX 
 Nipple Discharge


 FORMCHECKBOX 
 Leg Swelling / Pain







Color:__________

 FORMCHECKBOX 
 Antibiotics for dental work











 FORMCHECKBOX 
 Chronic Sore on leg or foot

Gastrointestinal


     Genitourinary


     Musculoskeletal


 FORMCHECKBOX 
 Abdominal pain

 FORMCHECKBOX 
 Painful urination


 FORMCHECKBOX 
 Back Pain



 FORMCHECKBOX 
 Blood in stool

 FORMCHECKBOX 
 Discharge from penis


 FORMCHECKBOX 
 Joint Pain


 FORMCHECKBOX 
 Constipation 


 FORMCHECKBOX 
 Discharge from vagina

 FORMCHECKBOX 
 Leg cramps


 FORMCHECKBOX 
 Diarrhea


 FORMCHECKBOX 
 Impotence



 FORMCHECKBOX 
 Broken bones


 FORMCHECKBOX 
 Difficulty swallowing

 FORMCHECKBOX 
 Kidney disease


 FORMCHECKBOX 
 Arthritis


 FORMCHECKBOX 
 Jaundice


 FORMCHECKBOX 
 Blood in urine


 FORMCHECKBOX 
 Connective tissue disorder


 FORMCHECKBOX 
 Nausea


 FORMCHECKBOX 
 Incontinence of urine


 FORMCHECKBOX 
 Vomiting


 FORMCHECKBOX 
 Vaginal bleeding after Menopause


 FORMCHECKBOX 
 Vomiting blood

 FORMCHECKBOX 
 Hot flashes



 FORMCHECKBOX 
 Heartburn


 FORMCHECKBOX 
 Birth control pills/shot



 FORMCHECKBOX 
 Indigestion


 FORMCHECKBOX 
 Hormone replacement therapy


 FORMCHECKBOX 
 Pain with swallowing


 FORMCHECKBOX 
 Liver disease

Neurological


      Psychiatric



     Endocrine


 FORMCHECKBOX 
 Numbness


 FORMCHECKBOX 
 Anxiety



 FORMCHECKBOX 
 Thyroid problem


 FORMCHECKBOX 
 Decreased memory

 FORMCHECKBOX 
 Change in sleep pattern

 FORMCHECKBOX 
 Adrenal gland problem


 FORMCHECKBOX 
 Difficulty speaking

 FORMCHECKBOX 
 Depression



 FORMCHECKBOX 
 Hormone imbalance


 FORMCHECKBOX 
 Dizziness


 FORMCHECKBOX 
 Insomnia



 FORMCHECKBOX 
 Parathyroid disease




 FORMCHECKBOX 
 Weakness in extremities
 FORMCHECKBOX 
 Hallucinations


 FORMCHECKBOX 
 Steroid use (anytime)


 FORMCHECKBOX 
 Tremor


 FORMCHECKBOX 
 Paralysis









 Hematology







 FORMCHECKBOX 
 Anemia



Printed Name: ____________________________________________


 FORMCHECKBOX 
 Blood clot


 FORMCHECKBOX 
 Easy bruising


Signature:________________________________________________                  
 FORMCHECKBOX 
 Enlarged lymph node(s)


 FORMCHECKBOX 
 Blood disorder


DOB: _________/__________/___________


 FORMCHECKBOX 
 Use of blood thinners


 FORMCHECKBOX 
 Blood product transfusion (anytime)

Primary Care Physician:__________________________________









(please give first and last name)
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