Carolinas Center for Surgery
Medical His

Patients Full Name; . T [ Datwe of Birth:
Preferred Pharmacy & Location: Referring Dr:

Renson for Today’s Visit:

List All Allergies and Your Reaction;,

Date of Last Fluy Shot: Date of Pneumonia Vaccie:

Date of COVID Vaceine: _
History of COVID? [} Yes [ No IT yes, date of positive results:

List any Medical Conditions you are being treated for: (Diabetes, Heart Disease, High Blood Prossure, etc.)

Height: Weight:

List All Carrent' Medicatipns with Dosages and Frequency

Medication Name Dosage (mg) Frequency (times per day)

¢ Tien Over



List all Previous Surgeries and Date of Sur gery:

ilave you had aCuImmscn]_)_y: [IVes [INo Date of Colonescopy: Normal?

Fanily History

Please list any Cancer, Heart Disease, Diabetes, and Bleeding Disorders for the following fanily members:
Mother:

Father;

Siblings:

Materngl Grandmothers

Maternal Grandfather:

Paternal Grandinother:

Paternal Grandfuther:

Maternal Aunt:

Maternal Tincle:

Paternal Aunt:

Paternal Uncle:

Children:

Have you ever had u staph infection or MRSA?  [[[Yes [[INe

Do you consiume any typeof nicotine? [ JYes [INo  If'Yes, what type?

Dite you quit nicoting consumption:

Do you Drink Alcohol?  [JVes [[INe  #of Drinks per Duy? Social Drinker? [JYes  [INo

Have you ever or do you currently use Hlicit Drugs? [[[Yes [[]No If yes; what type of drug(s):

Have you had sty problems with Anesthesia? [ JYes [[INo Do you have a Latex Allergy? [JYes [INo



