PINEHURST PLASTIC SURGERY SPECIALISTS, P.A.

MEDICAL HISTORY

Patient Name ________________________________________   Date of Birth: ________________ 

Reason for appointment _____________________________________________________________ 

Height ____________   Weight ____________  Any recent weight gain or loss? _______________ 

Occupation ________________________________________________________________________ 

Medical Doctor _________________________   Referring Doctor ___________________________ 

Have you ever had any allergic or adverse reactions to medications?  Yes _______  No ________  If yes, list these medications  _________________________________________________________  Have you ever had any allergic or adverse reaction to latex?  Yes __________   No ____________ 

Have you been instructed to take antibiotics prior to a surgical procedure?  Yes _____  No _____ 

Have you ever had any of the following?  (Circle yes or no.)

Yes  No    Heart attack



Yes  No    Psychiatric care

Yes  No    Irregular heartbeat


Yes  No    Chronic diarrhea

Yes  No    Angina




Yes  No    Blood disease 

Yes  No    Congestive heart failure


Yes  No    Arthritis 

Yes  No    High blood pressure


Yes  No    Sinus problems 

Yes  No    Circulatory problems


Yes  No    Stroke

Yes  No    Shortness of breath


Yes  No    Ulcer

Yes  No    Asthma




Yes  No    Chemical dependency 

Yes  No    COPD, emphysema


Yes  No    Bleeding problems

Yes  No    Diabetes




Yes  No    Blood clots

Yes  No    Epilepsy




Yes  No    Kidney failure 

Yes  No    Headaches




Yes  No    AIDS or other immunosuppressive 

Yes  No    Back or neck pain



      disorders 

Yes  No    Hepatitis, jaundice of liver disease
Yes  No    Thyroid disease 

Yes  No    Cancer of any kind 


Yes  No     Mitral valve prolapse

If you answered “yes” to any of the above diseases, please list your treating physician(s).

__________________________________________________________________________________ 

 Please list all surgical procedures or operations you have had. 

__________________________________________________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Please list all your medications and dosages.  Include aspirin and any over-the-counter medications or herbs:

____________________

____________________ 

____________________

____________________

____________________ 

____________________

____________________

____________________ 

____________________

____________________

____________________ 

____________________ 

____________________ 

____________________ 

____________________

____________________ 

____________________  

Medical History (Page Two)

Family History: 

Are your parents or siblings living or deceased, and list any medical problems:  

Mother ________________________________   
Father __________________________________ 

Brothers _______________________________
Sisters __________________________________ 

Habits:

Do you use tobacco?  _______ Yes
______ No.  If yes, how much? __________________________ 

Do you drink alcohol _______ Yes  ______ No.  If yes, amount and how often? ________________ 

Do you use illicit “street” drugs?  ______ Yes  ______ No

If you are being seen for skin cancer, please answer the following questions: 

Have you previously had skin cancer?  _________________________________________________

Has anyone in your family had melanoma?  _____________________________________________ 

(Women only) 

Last menstrual period ________________________      Number of pregnancies _______________

Number of children and their ages ____________________________________________________ 

Is there anything else we should know about your medical history?  ________________________ 

__________________________________________________________________________________ 

The above information is accurate and complete to the best of my knowledge.

________________________________________________

Patient or responsible adult 

Reviewed by nurse ____________________________________
Date ________________________ 

Reviewed by M.D. _____________________________________  Date ________________________ 

