T UR | THOMPSON

MEDICINE HEALTH

Name:

DOB: Age:

ADVANCED SURGICAL SERVICES NEW PATIENT FORM

PATIENT INFORMATION:

Last Name:

Appointment Date:

First Name: Preferred:

Address:

Home Phone:

Mobile Phone:

Preferred Language:

Religion:

Primary Care Physician:

Phone:

Office Address:

Preferred Pharmacy:

INSURANCE INFORMATION:

Primary Coverage:

Insurance:

Subscriber ID

Subscriber Name:

Subscriber DOB:

Secondary Coverage:

Insurance:

Subscriber ID

Subscriber Name & DOB:

Secondary Coverage

REFERRAL INFORMATION:

Referring Physician:

Phone:

Address:

Fax:

Reason for Referral/Symptoms:

How long has this been occurring?

Previously Treating Physician:

Please circle the provider you are seeing today:

Dr. Peter Dr. Wormer

Dr. Talarico

Have you been treated for this before?

Jen Topor NP



SOCIAL HISTORY:

Do you live: Oalone Owitha Spouse or Partner Hwith Family Oother
Who do you rely on for support and help?

Do you smoke? DCurrentIy Oin the past CNever ____packs/dayfor ____ years Date quit:
If you do smoke, are interested in quitting? LJYES  TINO

Other nicotine use LIYES CIno

Exposure to second hand smoke? [lyEs LINO

Do you drink alcohol? Oyves Ono OBeer Hwine |:|Liquor How many per week?

How many caffeinated beverages per day? - Lcoffee Tea Hsodas DEnergy Supplements
Any recreational drug use? Oves OIno Type:

Do you exercise regularly? Oves LONO  How many times per week? Type:

Do you feel safe in your home? Oyes CIno
How many hours of sleep do you get per night? Do you wake feeling well rested? Cyes Cno

SURGICAL/PROCEDURE HISTORY - Please check all that apply to you:

DAppendix

LIBladder Suspension DTonsiIs/Adenoids DHysterectomy
DCoIon/RectaI Surgery O Tubal Ligation DCompIete

U Gallbladder DVasectomy Upartial

DEye Surgery U Heart Surgery U Hernia

Upental Surgery |:|Bypass LBlood Vessel Surgery
|:|Kidney Surgery DAngiopIasty O Arteries

|:|Organ Transplant Ostents Olveins

UlPprostate Surgery Llpacemaker CJoint replacement or
DThyroidectomy Orthopedic Surgery

Usinus Surgery

SCREENING HISTORY - Please include date if known:

PAP: Date Endoscopy: Date Colonoscopy: Date
Mammogram: Date Prostate Exam: Date




MEDICAL HISTORY - Please check all that apply to you:

Llsleep Apnea/CPAP
LlBarrett’s Esophagus
|:|Thyroid Disease

DBIeeding Disorders/Blood
clots/Anemia
U High blood pressure

Llcopp/Asthma LIGERD/Acid Reflux
CDiabetes 1 Migraines/Headaches
Ll cirrhosis LlHeart Disease
Llcrohn’s Disease Ul Gallstones

U seizures (| Lung Disease

O Kidney Disease/Stones OLiver Disease/Hepatitis
U colitis CIMRSA

DTranspIants L Hernia
DPacemaker/DefibriIIator Ul cancer

Ul cardiac Conditions LlRecurrent Skin infections
DHepatitis ClRecurrent UTI

O Depression/Anxiety U Arthritis

Uca pped/Loose Teeth Ustroke

U pentures Clts

Other Diseases not listed above:

LlHeart Valve Problems
Ll Mental Health Diagnosis
Clirritable Bowel

Ll High Cholesterol

L Artery/Vein Problems
Ll Autoimmune Disease
Ol Eesophagitis/Ulcers
Clchronic Pain

LGout

LlGlaucoma

Ol Fractures/Osteoporosis
U cataracts

LIHIv/sTI’s

Previous reaction to anesthesia: (explain)

Family History:

Family Member Age(s) Living

Cause of Death

Father
Mother
Brother(s) #
Sister(s) #

Diseases in the family: (Please check all that apply)

Ll Arthritis ClMental lliness
Ll Addiction Ul cancer
DBIeeding Problems L Breast
DDepression/Anxiety U colon
UlLiver Disease O prostate

Clother

L piabetes

Ul Heart Disease

LUl High Blood Pressure
Ll High Cholesterol
DKidney Disease




Please list all medications that you are currently taking (include vitamins and herbal supplements,

aspirin, or NSAID’s):

Name of Medication Dose Taken | How often Name of Medication Dose Taken | How often
Please List all allergies, including latex. Please include the reaction:
Do you have to take any antibiotics prior to any procedures or going to the dentist? YES NO
If YES, what is the reason?
Patient Signature Date
Health History Reviewed By: Date:




