NEW HORIZONS PLASTIC SURGERY (877)534-3740
627 Russell Blvd. , Nacogdoches, TX 75965
Health Information as of (enter today’s date)
(Please Print Legibly & Fill In or Correct All Fields)
Patient:
DOB Age Marital Status Weight Ibs
What surgery are you considering? Height ft in
DO YOU NOW ORHAVE YOU EVERHAD........... ('You must circle an answer for each individual item)
HeartTrowble Yes No | [ Glaucomaor EyeProblems ~~ Yes No |
Heart Attack Yes No Visual Disturbances Yes No
HeatPan ] Yes _No_ | | ErorinRefraction __ Yes No |
Palpitation or Irregular Pulse Yes No Other Eye Problems Yes No
ExtraHeartBeats Yes No | | Hepatits . Yes No
Stroke Yes No Y ellow Jaundice Yes No
Hypertenson Yes No | [ Gallstonesor Gallbladder Trouble ~~~~~ Yes No
Blood Pressure Abnormalities Yes No Cirrhosis of the Liver Yes No
Abnormal EKG Yes . No | |. Alcoholismor DrugDependency . Yes No |
Rheumatic Fever Yes No Esophageal Varices Yes No
Dropsy or Heart Failure Yes . No | |[. Frequent Indigestion . __Yes No |
Digitalis Treatment Yes No Ulcers Yes No
Shortnessof Breath Yes . No | [ Gestriis . Yes No
Chest Pain Yes No Colitis Yes No
Ashma Yes No | | Problem Constipation . Yes No
Bronchitis Yes No Vomiting Blood Yes No
Preumonia Yes No | | Tarry or Bloody Bowel Movements ~~ Yes No |
Tuberculosis Yes No Hemorrhoids Yes No
SmokersCough Yes No | [ Goiteror Thyroid Disorders ~~~~~_Yes No
Emphysema Yes No Diabetes Yes No
Coughing or Spittingof Blood Yes No | | SinDisorders ~ Yes No
Hay Fever Yes No Arthritis Yes No
Mgor Allergies Yes No | | Fractureof NeckorSpine .~ Yes No |
Palsy or Paralysis Yes No Bleeding Tendency or Disorder Yes No
NervousBreskdown Yes No | |. Abnormal Bleeding after Tooth Extraction  Yes No |
Nervous Disorder Yes No Airway Obstruction (Nasal) Yes No
Insonia Yes No | | Breast Cysts, Tumors,Abscesses ~~ Yes No
Drug Habit Yes No Nipple Discharge (Apart from Normal Lactation) Yes No
Self-Destructive Tendencies Yes No | | Kidney Disorder  Yes No
Psychiatric Hospitalization or Care Yes No Blood Transfusion Yes No
ThyroidProblems Yes No | | Seizures or convulsionsor faintingspells ~~~ Yes No
Kidney or Renal Disease Yes No Black outs Yes No
Heatmurmur Yes No | | Dentures, bridges, capped teethorcrowns .~ Yes No
Piercing other than the ears Yes No L oose teeth Yes No
Positive blood test for: HIV, AIDS, Hepatitis ~_ Yes No | [ Cosmeticbondingtoteeth ~~~~ Yes No
Missed or irregular last menstrual period Yes No Any family members with bleeding problems Yes No
Family history of cancer, heart trouble, stroke  Yes No Any family members with anesthesia problems Yes No
1 Please list all present medications, including birth control pills, hormones, and vitamins, herbal medication, diuretics, weight

loss drugs. Include over-the-counter medications.




Date of Last Physical Exam Physician
List other Doctors caring for you
Haveyouhadinthepastyear 0O EKG 0O Chest X-ray O Blood Tests

SURGICAL HISTORY (list operation and year)

HOSPITALIZATIONS (other than surgery, list reason and year)

ALLERGIES (list al drug or latex allergies and type of reaction)

SOCIAL HISTORY

Smoking Oyes Ono OCigarette packs/day _ years O cigars O pipe
Alcohol Ovyes Ono O Socia O Daily ____ drinks/day

lllegal Drugs [ None O Marijuana O Cocaine [0 Speed

FAMILY HISTORY
[ Heart trouble [ High Blood Pressure [ Lung Disease

O Kidney Diease O Problem with Anesthesia O Bleeding Problems
O Cancer list types
Other

WOMEN’S HEALTH HISTORY
O Post- Menopausal or O Date of Last Menstrua Period
Pregnancies Deliveries

Y ear of Last Mammogram

By signing below, | agreee that the above information is complete and accurate to the best of my knowledge.

Signature: Date:




