
_________________________________M. A.           _____________________________M.D.

ROCKY MOUNTAIN SURGICAL ASSOCIATES, P. C.
PATIENT HEALTH HISTORY

Name:  ________________________________________________________Date: __________
                   Last                                         First                           MI

Reason for visit: _______________________________________________________________

                             _______________________________________________________________

PLEASE INDICATE AND EXPLAIN ANY PERSONAL MEDICAL HISTORY BELOW:

Yes    No
⁪        ⁪  Eyes/Ears/Throat _____________________________________________________
⁪        ⁪  Lungs                    _____________________________________________________
⁪        ⁪  Heart                     _____________________________________________________
⁪        ⁪  High Blood Pressure  __________________________________________________
⁪        ⁪  Stomach ulcers     _____________________________________________________
⁪        ⁪  Bowel/Intestinal    _____________________________________________________
⁪        ⁪  Yellow Jaundice/Cirrhosis/Liver Disease  _________________________________
⁪        ⁪  Kidney/Bladder     _____________________________________________________
⁪        ⁪  Diabetes                 _____________________________________________________
⁪        ⁪  Thyroid                  _____________________________________________________
⁪        ⁪  Blood clots             _____________________________________________________
⁪        ⁪  Bleeding problems  ____________________________________________________
⁪        ⁪  Seizures/Strokes   _____________________________________________________
⁪        ⁪  Psychiatric, i.e. depression ______________________________________________
⁪        ⁪  Weight loss/gain   _____________________________________________________
⁪        ⁪  Alcohol (drinks per week) _______________________________________________
⁪        ⁪  Tobacco (packs per day)  __________________ #years _______________________
⁪        ⁪  Cancer                   ______________________________________________________
⁪        ⁪  Recreational drug use __________________________________________________
⁪        ⁪  Is it possible that you are pregnant? ______________________________________
⁭        ⁭  Hepatitis_____________________________________________________________
⁭        ⁭  HIV _________________________________________________________________

Prior surgeries (including minor procedures):
__________________________________________________________Date: ______________
__________________________________________________________Date: ______________
__________________________________________________________Date: ______________
__________________________________________________________Date: ______________
__________________________________________________________Date: ______________
__________________________________________________________Date: ______________
__________________________________________________________Date: ______________

Problems with anesthesia (describe):            
                



Name:  ________________________________________________________Date: __________
                   Last                                         First                           MI

 
Current medications (please include over the counter medications, herbal supplements,
                                         diet supplements)

                        Medication                                                                 Dosage

___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________
___________________________________________      ________________________________

Allergies:

__________________________________________Reaction ___________________________
__________________________________________Reaction ___________________________
__________________________________________Reaction ___________________________
__________________________________________Reaction____________________________
__________________________________________Reaction____________________________

FAMILY MEDICAL HISTORY
Please describe any illnesses that run in your family _________________________________
             
             
             

Is there any other information you would like us to know? ___________________________
             
             
             
             

Page 2 of 2


	Name: 
	First: 
	MI: 
	Date: 
	Textfield0: 
	ChkBox: Off
	EyesEarsThroat: Off
	ChkBox0: Off
	Lungs: Off
	ChkBox1: Off
	Heart: Off
	ChkBox2: Off
	High_Blood_Pressure: Off
	ChkBox3: Off
	Stomach_ulcers: Off
	ChkBox4: Off
	BowelIntestinal: Off
	ChkBox5: Off
	Yellow_JaundiceCirrhosisLiver_Disease: Off
	ChkBox6: Off
	KidneyBladder: Off
	ChkBox7: Off
	Diabetes: Off
	ChkBox8: Off
	Thyroid: Off
	ChkBox9: Off
	Blood_clots: Off
	ChkBox10: Off
	Bleeding_problems: Off
	ChkBox11: Off
	SeizuresStrokes: Off
	ChkBox12: Off
	Psychiatric_ie_depression: Off
	ChkBox13: Off
	Weight_lossgain: Off
	ChkBox14: Off
	Alcohol_drinks_per_week: Off
	ChkBox15: Off
	Tobacco_packs_per_day: Off
	ChkBox16: Off
	Cancer: Off
	ChkBox17: Off
	Recreational_drug_use: Off
	ChkBox18: Off
	Is_it_possible_that_you_are_pregnant: Off
	ChkBox19: Off
	Hepatitis: Off
	ChkBox20: Off
	HIV: Off
	Date0: 
	Date1: 
	Date2: 
	Date3: 
	Date4: 
	Date5: 
	Date6: 
	Name0: 
	First0: 
	MI0: 
	Date7: 
	Textfield6: 
	Textfield7: 
	Textfield8: 
	Textfield9: 
	Textfield10: 
	Textfield11: 
	Textfield12: 
	Textfield13: 
	Textfield14: 
	Textfield15: 
	Textfield16: 
	Textfield17: 
	Textfield18: 
	Textfield19: 
	Textfield20: 
	Textfield21: 
	Textfield22: 
	Textfield23: 
	Textfield24: 
	Textfield25: 
	Textfield26: 
	Textfield27: 
	Textfield28: 
	Textfield29: 
	Textfield30: 
	Textfield31: 
	Textfield32: 
	Textfield33: 
	Reaction: 
	Reaction0: 
	Reaction1: 
	Reaction2: 
	Reaction3: 
	tx01: 
	tx02: 
	tx03: 
	tx04: 
	tx05: 
	tx06: 
	tx07: 
	tx08: 
	tx09: 
	tx10: 
	tx11: 
	tx12: 
	tx13: 
	tx14: 
	tx15: 
	tx16: 
	tx17: 
	tx18: 
	Tob: 
	tx19: 
	tx20: 
	tx21: 
	tx22: 
	tx23: 
	tx24: 
	tx5: 
	tx26: 
	tx27: 
	tx28: 
	tx29: 
	tx30: 
	tx31: 
	tx32: 
	tx33: 
	tx34: 
	tx36: 
	tx37: 
	tx38: 
	tx39: 
	tx40: 
	tx41: 
	tx42: 
	tx43: 
	tx44: 
	tx45: 


