MARK E. PETRITES, M.D., F.A.C.S.

Date: __________

MEDICAL HISTORY

Name: ___________________________________________ Age: ________ Sex:  M____ F____

Reason for seeing a Surgeon: ___________________________________________________________

Height __________(FT/IN) Current Weight_____________ (LBS)

Please check if you have ever had:

Yes 
No                                       
Yes
No

Constitutional symptoms (fever,               

Weight loss/gain, fatigue)


___
___
Eye problems

___
___

Ear, Nose, Mouth, Throat problems

___
___
Endocrine Problems
___
___

Diabetes




___
___
Thyroid problems

___
___

Neurological problems


___
___
Stroke


___
___

Seizure




___
___
Cardiac problems

___
___

Heart attack



___
___
Chest pain

___
___

Palpitations



___
___
Pulmonary problems
___
___

Shortness of breath, Pneumonia,

Asthma, COPD



___
___
Gastrointestinal problems 
___
___

Ulcer




___
___
Hepatitis


___
___

Change in Bowel Habits


___
___
Blood in Stool

___
___

Endoscopy:  EDG, Colonoscopy,

Flexible sigmoidoscopy


___
___
Kidney/Bladder problems
___
___

 Stones




___
___
Infections

___
___

Frequency, Burning, Blood in Urine

___
___
Skin Conditions (Infections,








Lesions, Cancers)
___
___

Bleeding problems


___
___
Aspirin Use

___
___

Psychiatric History


___
___
Substance abuse

___
___

OB/GYN History
(female patients)




First menstrual cycle age: _________Menopause age______________ 
Number of pregnancies _________

Vaginal deliveries_____  C-Sections_____ Breast disease _________ Date of last mammogram _________

                                                                                                            Over, Please >>>>>>

SOCIAL HISTORY


Marital Status:  Married ___  Single ___  Divorced ___ Widowed ___ 

Occupation: ___________________________________________________________________________

Do you smoke? _____________ How many packs per day? ___________ For how long? ______________          

Do you drink alcohol? ____________How much? __________________For how long? ________________ 

Part or Full Time resident of Florida? ______________________  Where else do you live? ______________

Who else lives in household with you? _______________________________________________________

Family spokesperson____________________________________________________________________

FAMILY HISTORY: Please check the appropriate blank if anyone in your immediate family has had any of the following.

                                                            Father 

Mother

Sister

Brother

High Blood Pressure                           _____

_____

_____

______

Heart Disease                                     _____

_____

_____

______

Diabetes



  _____

_____

_____

______

Cancer



  _____

_____

_____

______

MEDICAL HISTORY: (please circle)

Arthritis                  Asthma                  Cancer                 Depression               Diabetes              Emphysema

Hypothyroid           Glaucoma              Heart Disease      Hypertension            Stroke                 Problems with 

                                                                                                                                                      Anesthesia

SURGICAL HISTORY: Please list any surgeries you have had in the past.

________________________________________      ___________________________________________

________________________________________      ___________________________________________

MEDICATIONS: Please list any medications you are currently taking and approximate doses.

________________________________________     ___________________________________________

________________________________________     ___________________________________________

________________________________________     ___________________________________________

ALLERGIES:  Please list any medications that you are allergic to.

_________________________________________   ___________________________________________

_________________________________________   ___________________________________________

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.
