Mark E. Petrites, M.D., F.A.C.S.

Patient Name________________________________  Age_____  Date________

Dear Patient:  Please fill out the following information so that we can better help you.

A. Since your last visit:

1. Have you seen any new doctors?  Yes____  No____  If yes, please list and describe the problem/diagnosis:

______________________________________________________________________________________________________________________________________________________________

B. Review of Systems: Please circle yes or no for any of the following                                                                                                  symptoms and elaborate if necessary.  How well do you feel over all?

Great      OK      Lousy

General Conditions 

1. Weight loss   Yes     No   Current Weight ______lbs Current Height________ft/in

2. Fever greater than 101.5   Yes   No

3. Pain   Yes    No If yes, state where_________

4. Hot flashes   Yes     No

5. Fatigue    Yes   No    If yes, what can you do?  Work a full day/household activities/dress and feed yourself/stay in bed all the time.

6. Depressed    Yes     No   If yes:  Some of the time/much of the time/all the time

Head and Neck
1. Blurred Vision  Yes   No

2. Double Vision  Yes   No

3. Mouth sores    Yes   No  If yes, how many days____ and what can you eat: solid food/liquid food/no food and required IV fluids.

4. Sore throat      Yes  No

Gastrointestinal

1. Swallowing Difficulties  Yes   No

2. Abdominal Pain            Yes   No

3. Nausea/Vomiting          Yes   No.  If yes, how many days_____

4. Indigestion/heartburn   Yes   No

5. Diarrhea                      Yes   No.  If yes, number of bowel movements each day? ____

6. Constipation                 Yes  No.  If yes, what laxatives? _______________

7. Stool color:  Bloody       Yes  No     Black    Yes    No

Cardio respiratory:

1. Chest pains                  Yes  No

2. Palpitations        
    Yes  No

3. Angina                         Yes  No

4. Cough                
    Yes  No.  If yes, dry/productive of sputum.  If sputum, what color?  Green    Yellow     Bloody

5. Shortness of Breath      Yes  No.  If yes, how far can you walk?  From bed to bathroom / one block / one mile







                        Over, Please >>>>

Females

1. Last Mammogram:  Date __________  Where _______________________

2. Breast masses               Yes  No

3. Lymphedema

4. Last pap:               Date __________  Doctor _______________________

5. Blood/vaginal discharge  Yes  No 

Neurological

1. Arm or leg weaknesses      
Yes     No

2. Numbness, tingling      
Yes     No

3. Dizzy spells               
Yes     No

4. Headache               

Yes     No

Endocrine:

1. Excessive thirst          
Yes     No

2. Too hot / Too cold                Yes     No

3. Tired/Sluggish                      Yes     No

Genitourinary:

1. Urinary frequency                 Yes     No

2. Painful Urination                   Yes     No

3. Bloody urine                   
Yes     No

Skin/Joints:
1. Rash                        
Yes    No   Where_____________

2. Bruising                

Yes    No   Where_____________

3. Joint pain                 

Yes    No   Where_____________

4. Itching                      
Yes    No   Where_____________

5. Swollen legs               
Yes    No   

Have you had any Laboratory or Radiology tests performed since your last visit?  

What? __________________ Where? _________________________

Signature________________________________________________  

List current medications___________________________________________         

Is this visit the result of a car accident or injury at work? __________________________

Please explain: ___________________________________________________________

________________________________________________________________________

________________________________________________________________________

If yes please provide a copy of your attorney’s business card.

Please be aware that Mark E. Petrites, M.D., P.A. does not become a third party to any lawsuit you are involved in. Payment is expected at time of service.

