Name:

Address: f

Cityr

Phone;

State:

Email:

Date of Birth:

£ipr

AN XXX - XX -

Date of Surgery'

Sex’

Aga on this v."s;it.'

Qooupation:
Personal Pf}_\/$f41:‘,".pn; Specialty:
Address; | Fhone:
Date of fast ex%m: Resufts.
Wheom may Wéi thank for this referral?;
This c:c&nsu.’tatfij:n iz to giscuss:
i. Medication: | Dosage: Last Time Taken:
2. Medication: ‘ Dorsage: Last Time Taken:
I. Medicatian; Dozage: _. Last Time Taken:
4, Medf{:ation:? Dosgge: . Last Time Tekan:
5. Medlcation; ‘ Dosage: Last Time Taken:

Piease check @prapriate box(es) if you currently have, or have had, any of the following:

O Prolonged blesding when cut
[J Falnting or bfackout eplEodas
O High blaod p:ressure

[ Ukcer dizeass

[ Heart disease anpd/or heart attack
[ Irregular heart baat, palpitations
Arg vou pragnént? [CINO O vYES

Diate of last me{-nsrruaf period:

How many pregnancias:

If you answered yves to ahy of the above, please explalm

[ Blood disorders (anemla, et
[ Thyroid proklems

[1 Herpes, fever bllsters

O zkin disorders

[ Eyes: burning, dryness, itching
[ biabetes

[ Kidnay Proklems 1 immune disorders

[1 Hepatitis

[0 Heart murmur

O Lung/respiratory problems [ Heart vaive disorger
O shortness of breath [ Rhumatic Fevar
I swelling of ankles '

[ cancer

1O 2



@andrewTRUSSLERmd Patient Health Questionnaire

Previous procedures and when they vecurred:

COSMETIC: OTHER:

[ Eye: ‘ [ Gallzladder: [] Tonsiis:

L] BEar: ‘ O Appendlx: [ Eyes:

[0 Mose: ‘ O oB/GYN: [JHeart:

O Fece: : [ sinus/Nosa: 0 orthopedic;
[ Breast: ‘ O Abdominal: [ Hysterectamy:
O Bady Contauring: _ [ ereast: O other:

Have Vou oF adyone i Your family hsd s reaction o general anesthesia? [CING [ YES

{F yes, please explain:

Have you form%ed excessive or Unsatisfactory scars in the past? [JMNO []YES

IF yes, give locatfons:

Have yau takern aspirin, anti-inflammatory medications or biood thinners within the past two weeks? [ ND' [3¥YES

If yes, plesse (st

Hawve you had %ny prolonged bieeding when cut andysor 15 7L In your family history™ [JNO [JYES

Hawve you had é blood transfusfon? [MWO [JYES /fyes, give date(s)!

Have you experienced a reaction to a transfusion? [JNG [JYES 1 ves, please describe:

Medication(s} bnd type of reaction:

Tape/Type: _ . Soap(sk

Foods): }

Do you now snboke, or have you ever smoked? [INO [CIYES /fves, how many backs per dav?
I

Have you quitt N0 [1YES [f yes, when?

Do vou drink alcohel? QMO [JYES ifwes, how aften?

Do yortr wge ar)_fr AGH-Erescrplon medicetions or drugs net already listed? [JNOG [ YES /F yes, pleaye list;

Do you use any dist medlcines? [ NGO [OYES [(ryes, plegse (st

Do vou uss StoJohns Wort? [JNOQ [JYES IFfyes, please list the dogage and times vou take it

Do vou take Ginseng? [FINO [IYES  /Fyes, please st the dosage and times you take it:

Do vou take OP’:‘EQ‘# 3 supplements? [INQ [JJYE%: /fyes pleaze list the dosage and Hmes vou take it

00 vau take ar}y ather herbal medicatfons? [JMNO [JYES [fyes, please list:






