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Briefly explain the history of your problem:

Name
DAL CEATER DEPARTMENT OF SURGERY "
Maik Talamini, MD PATIENT HISTORY INTAKE
12771 FORM bos
Attending Source Date
Attending Surgeon
Patient Identification
Name: Age: Date:
Reason for your clinic visit today:
- What is your most significant complaint?
PAIN ASSESSMENT Intensity (0-10) | Location

PAST MEDICAL AND SURGICAL HISTORY (Year, Surgery, Doctor, Hospital)

Include all prior hospitalizations, non-hospitalized major illnesses, and
surgeries (ambulatory or inpatient surgery) :

Currently Active?
O YES ONO

YES O NO

YES O NO

YES O NO

YES O NO

YES O NO

YES O NO

Qaaoaaaq

YES O NO

3 YESONO

MEDICATIONS, OVER-THE-COUNTER MEDICATIONS, HERBAL AND VITAMIN SUPPLEMENTS

Name

Dosage

Frequency

D207 (6-06)




ALLERGIES: (please list any drug, food, contact or environmental substance 1o which you have had a reaction)

Cag D anad

FAMILY HISTORY: Does anyone in your family have a condition similiar to yours.zpf, N

MOTHER: O Alive: Age O Deceased: Year of Death Age atdeath___
Diagnosed diseases:
FATHER: O Alive: Age O Deceased: Year of Death Age at death

Diagnosed diseases:

SISTERS & BROTHERS: (Ages and diagnosed diseases)

PLEASE CHECK ANY OF THE FOLLOWING WHICH ARE CURRENTLY PROBLEMS TO YOU:
GENERAL: O weight loss/weight gain O fever J night sweats  (J change of appetite

SKIN: Orashes O itching 3 color change

EAR, NOSE & THROAT: (J headaches 0J vision changes O enlarge lymph nodes
BREASTS: Opain O History of lumps O discharge |

RESPIRATORY: O cough O wheezing O sputum production (O shortness of breath
O emphysema O asthma '

CARDIAC: O chestpain (I palpitations (J heart murmurs O recent heart attack
O high blood pressure 3 heart rhythm problems 3 heart failure

GASTROINTESTINAL TRACT: O nausea 0J vomiting O3 change in bowel habits 3 diarrhea
3 bleeding O constipation  J incontinence (I bloating
O heartburn O3 hepatitis O abdominal pain
URINARY SYSTEM: O painful urination J frequency O urgency [ trouble controlling urine
KIDNEYS: O blood in the urine O kidney stones
ENDOCRINE: O diabetes 0 thyroid problems
MUSCULOSKELETAL: O weakness  OJ joint pains (3 arthritis
NEUROLOGICAL: O fainting spells O seizures (J mini-strdkes
HEMATOLOGICAL: O easy bruising (J excessive bleeding Oanemia O blood transfusions
PERIPHERAL VASCULAR: O leg pain when you walk or exercise
INFECTIONS: Do you need antibiotics for dental procedures? O yes Jno

GYN: O menstrual problems 0 difficulty with regnancies
Any chance you may be pregnant? yes O no

SOCIAL HISTORY:
Smoker? O No O Yes If yes, how much for how long?

Alcohol intake:

Occupation:

Signature/relationship to patient Date

P >,
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