CHEBOYGAN

SURGICAL
A&%{}{:“\j ES 810 South Main Street, Suite 1, Cheboygan, Ml 49721« 231-627-4364 * Facsimile 231-627-7758
www.cheboygansurgical.com
Patient Health History
Reviewed By:
Name: Birth Date: Today’s Date:

Briefly explain why you are seeing the surgeon today:

PAST SURGICAL HISTORY:
(Please check all that apply to past surgical history.)
Yes Dates/Detail
EYES, EARS, NOSE, THROAT & MOUTH
Cataract or Other EYe SUIGEIY ......cooeiierieiiiiesesiese e

Ears, Nose, Throat Surgery (please circle T&A, ear tubes, thyroid)........

CARDIOVASCULAR
Abdominal Aortic Aneurysm Resection with Graft Placement ...............

Angioplasty/Stent Placement ...........cooveieiiiene it

Carotid ENdartereCtomMy .......cceoeieiiiere ettt

Coronary Artery Bypass (please list # of vessels).......ccccoveveiiiinniinnnnns

Extremity Artery Bypass with Graft or Angioplasty (please list location)

Heart Catheterization .........c..cocvveieiiiiiie e

Heart Valve Replacement (please list which valve)............cc.ccccvvevivennnne.

GASTROINTENSTINAL
APPENAIX SUFGEIY 1vvevieiiie sttt st sae e sresreens

COlON SUIGEIY ..ttt

Gallbladder Surgery (please circle either open or laparoscopic)..............

Sigmoidoscopy - “ShOrt SCOPE” .....cveieieiere e

Stomach (EGD, gaStrOSCOPY) .....ceaeeurruerierierieniesiesieeeeseesiesee e

Total Colon (colonoscopy — “long scope with sedation”)...........ccccceeeeees
GENITOURINARY
Bladder Surgery (please describe) .......cccovvveieicieieiice e

Cystoscopy (scope test looking into bladder)...........ccocveveviiiiiiinnininnas

Kidney Stone Surgery (please circle open or lithotripsy) .........ccccvvevrvnnne.

WOMEN
Cesarean Section (NOW Many?) .......cccevvverieresnsieneeeeseene e s

Hysterectomy (please circle Abdominal or Vaginal) ..........ccceeeeveniennne.

OVaAriES REMOVED ......coviiieeeiiie ettt ettt e bae e s st e e saeeas

Sterilization (tubal ligation) ...

MEN
Prostate Surgery (please circle TURP, prostatectomy) ...........ccoceveeeneene

Sterilization (VASECIOMY) .....cviviiieiiieie et sre

INTEGUMENTARY/BREAST
Breast Surgery (please circle Right or Left / Biopsy or Mastectomy) .....

HEIMIA SUIGEIY 1ottt e

MUSCULOSKELETAL
Orthopedic Surgery/Joint Replacement (please list joint)...........cccccceeeine

Arthroscopy (please list 10Cation) .........ccoevveveienininiesieeeee e,

Back or SPiNal SUMGENY ..o

Bone Fracture/Repair (please list location).........c.cccoceoveiiiennnnnne.

SKIN & SOFT TISSUE
Plastic Reconstructive Surgery (please list location) ...........ccccccceverienene

Other Surgery:
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PAST ANESTHESIA HISTORY:

Yes Dates/Detail
Have you or a family member had serious problems with anesthesia?....

Please explain:

Fevers With ANESTNELIC? .......ooiviiiii e

Have you ever had a blood transfusion? ............ccccoevvivienivnieniecccresces

F AT 0V (O I ()OS

(If yes, please fill out latex allergy questionnaire)

PAST MEDICAL HISTORY (check all that apply to patient’s history):

RESPIRATORY GENITOURINARY
ASTNMA ..o Benign prostatic enlargement (BPH)..............
Chronic obstructive pulmonary disease (COPD) ...... Kidney Stones ..........ccccvvvviviniiicccceeee
BronChitis.......ccooeviieniiiieee e
EMPhYSEMA.....ccoiiiiiiiiee e ENDOCRINE
Diabetes Mellitus ........ccccoveveieeieeie e,
CARDIOVASCULAR Osteoporosis/oSteopenia.........cceovevverereerierene
Angina, Coronary artery diSease .........c.o.ovvvrverevevruenns Over-active thyroid (hyperthyroidism)...........
Atrial fibrillation (A. fib) .....ccooeeviiiiiieee e, Thyroid enlargement/goiter/nodule/cyst.........
Congestive heart failure (CHF) .......co.ovveveerireeenn. (please circle all that apply)
Heart attack (myocardial infarction) ............cceuevnne. Under-active thyroid (hypothyroidismy)..........
High blood pressure (hypertension) ........c..ccocveveveene.
High cholesterol or triglycerides (dyslipidemia)....... NEUROLOGICAL
Pacemaker/Implantable defibrillator......................... Acrthritis (please circle below) ..........cccccevvenee.
Valvular heart disease/murmur ..........cccceeveverenennns a) Rheumatoid
b) Osteoarthritis
GASTROINTENSTINAL ¢) Gout
(070] [0 11 001 1 o OO Migraine headaches............c.c.ccoeiiiiiiiiiinn,
Diverticulosis/Diverticulitis............c.c.coeveeeceverenennn, Parkinson’s disease.........coovvvvniiisiciciinnns
Gallstones or gallbladder disease............ccceevrvennnen. Seizure disorder ..o,
Gastroesophageal reflux disease (GERD)................. Stroke (CVA)......ccoiicec
HEMOIMNOIAS ... TIA (transient ischemic attack) ......................
Hepatitis A, B, C (circle type please).........c..cccevevuene.
Hiatal hernia...........ccocooe i, HEMATOLOGIC
HIV POSItIVE....ceiviicicece e, ANBMIA et
Inflammatory bowel diSease ...........cccccevvervivrieiennnn. Blood clot in lung (PE).....ccccooveveveieierieien
CroNN’S diSEASE ......cveeeeereeeeeee e s Deep vein thrombosis (DVT) ......c.ccceveinnae
Ulcerative COMItIS .......ooviiiiiiiicie e
LIVEr diSEaSE ......coveiuieieiiiie et
PaNCrEatitiS......cvivereeiiiie et
Stomach or duodenal ulcers...........cccccvvvviivrrinennnn,
TB or positive SKiN teSt .........ccvvvviviiveieieeieiercie s

Other medical conditions, hospitalizations, accidents, illnesses, injuries, pregnancy problems, etc. (please explain):




Cheboygan Surgical Associates — Patient Health History Page 3

CURRENT MEDICATIONS
(including nonprescription, over-the-counter drugs and herbs)

Name of Medication Dosage How Often

ALLERGIES

Drug Please Describe Reaction to Drug.

SOCIAL/PERSONAL HISTORY:

1. Single Married Separated Divorced Widowed
2. Currently Living: Alone With family With friends With Significant Other
3. Do you have a language or reading problem? Yes No

4. Last grade completed in school

5. Have you ever smoked? Yes No

6. How much per day? How long did/have you smoked? Date quit
7. Coffee/tea/pop (caffeinated/decaffeinated — please circle which) cups per day.

8. Alcohol consumption? Yes No . How often? How much?

9. Do you use drugs? Yes No Type How often?

10. Current Occupation (if retired, former occupation):

11. Do you exercise regularly? Yes No
12. Hobbies and interests:

SPIRITUAL HISTORY:

Research studies have revealed that religious commitment can have an impact on physical and mental health.

1. Do you attend religious services? Yes No
2. If so, how often do you generally attend?
Major hardship only More than 4 time per year Weekly More than once a week
3. Aside from attending religious services, how important would you say religion or spirituality is to you?
Not at all Not very much Somewhat Pretty much Very much
4. Do you pray? Yes No
5. What is your church name/religious affiliation?
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FAMILY MEDICAL HISTORY

Father Mother Brothers Sisters Children Comments
Total #: Total #: Total #:

Age: Age: . - -

# Living

# Deceased

Cause of
Death
(if applies)

Please check all that apply:

Breast
Cancer

Colon
Cancer

Other
Cancer

(list type)

Diabetes
Mellitus

High Blood
Pressure

Heart
Attack/
Disease

Other
(please list)

Additional Family History (i.e., grandparents, aunts, uncles):
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