c’ SENTARA.

Patient Health Survey

Name:
Chart: Date: Sentara Surgery Specialists
— K Sentara Medical Group
4 N
MEDICATION HISTORY PAST MEDICAL SURVEY
DRUG ALLERGIES Do you have or had any of the following conditions?
— No Known Allergies Past Present Past  Present
— _._ Diabetes/Sugar — . Breathing Problems
___ ___ HighBleod Pressure — _— Asthma/Bronchitis
_ _—  HeartAttack - __ Emphysema
_— _—  Heart Surgery _— — Thyroid Disorder
Are you allergic to latex? __ __ Heart Failure __ __ Liver Disorder
— __  Abnormal EKG — . Epilepsy/Seizures
__Yes __ No __ Maybe — _ Pacemaker — ____ Stroke
__ — Heart Infection — .  Glaucoma
Please list ALL presc:rfptions __ __ Valve Replacement o Cancer
that you take:
Meds Dosage TimeaDay | — ——  Mitral Valve Prolapse —— —— Kidney Failure
__ __  Heart Murmur — — Kidney Stones
— _—_  Anemia —— —_ Colon Polyps
— __ Bleeding Tendencies —— __ Joint Replacement
—_ ___ HepatitistTaundice Other

Gastro-esophogeal Reftux

Please list ALL surgeries.

NON-PRESCRIPTION
MEDICATIONS

Do you take antibiotics before going to the
dentist?
No Yes

Why?

Could you be pregnant?
No Yes

.

Have you ever had any
problems with anesthesia?

No __ Yes- Explain:

Do youn have any physical
disabilities / limitations

No ___ Yes- Explain:

Do you have any other medical
conditions that you feel we should
know about?

No __ Yes- Explain:

Do you wear?

—. Hearing Aid(s)
___ Dentures __ Dental Braces
__ Glasses ___Contact Lenses

De you have?
__ Loose Teeth
___ Broken Teeth

__. Dental Bridges
— Caps )
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Patient Health Survey

Page 2
FAMILY HISTORY SOCIAL HISTORY
4 Aot omset | Ageofoiser | Ageof onser | Living Will / Ady Med Directive? h
High Blood Pressure ___No ___Yes
Heart Disease Marital Status: M S Sep D W
Diabetes Occupation:
Stroke Tobacco: Y N Packs perday?
Prostate Cancer Alcohol: 'Y N Drinks per day?
Colon Cancer Street Drugs:
Breast Disease Other:
Osteoporosis
Allergy / Asthma
Ulcerative Colitis
Crohns Disease
Polyps
\_ 524

[ have completed the above health survey to the best of my knowledge and ability and understand that it is to be
used to help my physician render the best possible care for me.

Signature:

Date:

Reviewed and Updaied by Phys/Nurse:

DATE:

SIGNATURE:

Patient / Parent ! Guardian (circle one)

DATE:

Reviewed and Updated by Phys/Nurse:
SIGNATIURE:

Reviewed and Updated by Phys/Nurse:

DATE: SIGNATURE




	FORM 003
	FORM 004

