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Surgical Associates of Opelousas 

 

Who referred you here today?  _________________________________ 

 

Why are you here today?  _____________________________________ 

 

Who is your primary physician? _________________________________ 

 

Do you have any drug allergies? ________________________________ 

 

What medications do you take? 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

 



Surgical Associates of Opelousas 
NAME: 
REVIEW OF SYSTEMS: PLEASE PUT A 

CONSTITUTIONAL 
! Appetite Change 
! Chills 
! Fever 
! Fatigue 
! Weakness 
! Weight Change 
! Weight Loss 

EYES 
! Blind 
! Blurred vision 
! Double vision 
! Eye Pain 
! Worsening Eyesight 

ALLERGIES 
! Animal 
! Drug 
! Environmental 
! Food 
! Seasonal 

NEUROLOGICAL 
! Balance Problems 
! Disoriented 
! Dizzy 
! Headache 
! Leg/arm weakness 
! Memory Loss 
! Numbness/Tingling 
! Speech Problems 
! Tremors 

ENDOCRINE  
! Sugar Diabetes 
! Thirsty 
! Thyroid Problem 
! Tired/sluggish 
! Too hot/cold 

GASTROINTESTINAL 
! Abdominal pain 
! Abdominal cramps 
! Reflux 
! Bloody Stools 
! Constipation 
! Diarrhea 
! Nausea/vomiting 
! Hemorrhoids 
! Indigestion/Heartburn 

CHECK FOR THE SYMPTOMS YOU ARE CURRENTLY EXPERIENCING. 

CARDIOVASCULAR 
! Chest Pain 
! Dyspnea on exertion 
! Edema 
! Irregular Heart Beat 

SKIN/INTEGUMENTARY 
! Acne 
! Boils 
! Moles 
! Itching 
! Rash 

MUSCULOSKELETAL 
! Back Pain 
! Joint Pain 
! Muscle cramps 
! Muscle weakness 

ENT 
! Ear Infections 
! Sinus trouble 
! Sore Throat 
! Deafness 

GENITOURINARY 
! Bedwetting 
! Blood in urine 
! Burning on urination 
! Erection problems 
! Bladder stones 
! Leaking urine 

RESPIRATORY 
! Asthma Attack 
! Cough 
! Shortness of Breath 
! Wheezing 

HEMAT/LYMPHATIC 
! Swollen Glands 
! Blood Clotting Problem 
! Bleeding problems 
! Bruising 

PSYCHOLOGICAL 
! Do you feel anxious? 
! Do you feel depressed? 

 
VS:  Temp: ____ RESP: _____ HR: ______ 
BP: _________  WT: _______ 



 

Surgical Associates of Opelousas 

NAME: ____________________________________ 
PAST MEDICAL HISTORY: PUT A CHECK NEXT TO THE FOLLOWING THAT YOU HAVE BEEN DIAGNOSED WITH. 

CARDIOVASCULAR 
! Anemia 
! Aneurysm 
! Arrhythmia 
! Atrial Fibrillation 
! Congestive Heart Failure 
! Coronary Artery Disease 
! Hypertension 
! Mitral Valve Prolapse 
! Sickle Cell Anemia 

ENDOCRINE  
! Diabetes Mellitus 
! Gout 
! Hyperthyroid 
! Hypothyroid 

GENERAL 
! High Cholesterol 
! O b e s i t y  

GASTROINTESTIONAL 
! Gallstones 
! Chron's/Colitis 
! Diverticulitis 
! GERD/Reflux 
! Hepatitis 
! Irritable Bowel 
! Pancreatitis 
! Stomach Ulcer 

GENITOURINARY 
! AIDS/HIV 
! BPH 
! Renal Failure 
! HPV 
! Impotence 
! Interstitial Cystitis 
! Kidney Cancer 
! Kidney Stones 
! Polycystic Kidneys 
! Testicle Cancer 
! Prostate Cancer 
! Bladder Cancer 

HEENT  
! Blind 
! Cataracts 
! Deafness 
! Glaucoma 

! Hay Fever 
! Sinusitis 
! Ringing in ear (tinitus) 

MUSCULOSKELETAL 
! Arthritis 
! Carpel tunnel 
! Fibromyalgia 

Neuro/Psych  
! ADD 
! Alcoholic 
! Alzheimer's Disease 
! Anxiety 
! Bipolar 
! Depression 
! Multiple Sclerosis 
! Parkinson's 
! Polio 
! Seizures 
! Spinal Cord Injury 
! Stroke/CVA 

RESPIRATORY 
! Asthma 
! Bronchitis 
! COPD 
! Emphysema 
! Pulmonary Emboli 
! TB 
! Sleep Apnea 

TUMORS  
! Skin Cancer 
! Brain Tumor 
! Cervical/Uterine 
! Colon Cancer 
! Stomach Cancer 
! Throat Cancer 
! Lung Cancer 
! Lymphoma 
! Ovarian Cancer 
! Pancreatic Cancer 
! Rectal Cancer 
! Sarcoidosis 



Surgical Associates of Opelousas 

NAME: 

PAST SURGICAL HISTORY 

List and date all surgeries: _________________________________________________ 

SBE PROPHYLAXIS 
Do you have to take antibiotics prior to dental or surgery procedures due to a heart condition? 
No 
Yes, please specify________________________________________________________  

OB/GYN HISTORY 
Last menstrual period _____________  
Number of pregnancies ___________  
Number of deliveries _____________  
Age of first period _______________  
Age of menopause _______________  
Do you have regular periods?________  
Are you sexually active? ___________  
Prior abnormal pap smear?__________  

FAMILY HISTORY 
Are you adopted? Yes/No 

Does anyone in your family have the following conditions? 
If so indicate if father, mother, aunt, uncle, brother, sister, grandfather, or grandmother 

Bedwetting _______________________________________________________  
Bladder cancer_____________________________________________________  
Breast cancer______________________________________________________  
Other cancer(what type?) ____________________________________________  
Cervical cancer ____________________________________________________  
Colon cancer ______________________________________________________  
COPD(lung disease) ________________________________________________  
Diabetes__________________________________________________________  
Heart Attack ______________________________________________________  
High blood pressure ________________________________________________  
Kidney cancer _____________________________________________________  
Kidney disease (What type?) __________________________________________  
Ovarian cancer _____________________________________________________  
Parkinson's ________________________________________________________  
Stroke ____________________________________________________________  
TB _______________________________________________________________  
Uterine cancer 



Surgical Associates of Opelousas 

NAME: 
SOCIAL HISTORY 

MARITAL STATUS: 
MARRIED 
SINGLE 
DIVORCED 
WIDOW 
LIFE PARTNER 

CHILDREN: YES/NO How many? 

OCCUPATION: 

ALCOHOL CONSUMPTION 
Do you drink alcohol? YES/NO 
Social YES/NO 
How many drinks per day? 

SMOKING HISTORY: 
Do you smoke presently? YES/NO 

How many packs a day? 

How many years have you smoked? 

Do you use smokeless tobacco? YES/NO 

Did you smoke in the past? YES/NO 

How many packs a day? 

For how many years? 

Number of years since you quit? 

DRUG USE: 
Do you use recreational drugs? YES/NO 
What type? 

CAFFEINE: 
Do you drink caffinated beverages? YES/NO 
How many a day? 

FOREIGN TRAVEL: 
Have you been to a foreign country recently? 
Where? 


