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Please fill out form completely.  The following information will help us in providing you the best medical care and treatment possible.  If you have questions, please ask the front desk clerk or the nurse.  Thank you and we look forward to seeing you today!

Patient’s Name:____________________________________________		Today’s Date:_______________
Date of Birth:___/___/____
Who is your Primary Care Doctor?_________________________________________________________
					Name					Phone Number

List ALL medications you are currently taking (including over the counter and vitamins/supplements).
Medications					MGS				How Often
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any ALLERGIES
Medication Allergy						Reaction
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LATEX ALLERGY		Y	N			ADHESIVE ALLERGY	Y	N
Medical History of Patient
Heart Disease		Y	N				Heart Failure	Y	N
High Blood Pressure	Y	N				Aneurysm 	Y	N
High Cholesterol	Y	N				Stroke		Y	N
Diabetes		Y	N				Hypothyroidism	Y	N
Wounds Slow to Heal	Y	N				Cancer		Y	N
Swelling in Legs		Y	N				Type of Cancer:____________________
Leg Pain with Activity	Y	N
Other:_____________________________

Social History
Do you smoke?			Y	N			How many cigarettes per day?__________
Any other forms of tobacco?	Y	N			List:_______________________________
Do you drink alcohol?		Y	N			How often?_________________________
Do you use any illicit drugs?	Y	N			Marijuana ___	   Cocaine___	 Other___



Marital Status
Married	Single (never married)		Divorced	Separated	Widowed
What is your occupation?_____________________________________________________________________________
What is your highest level of educations?________________________________________________________________

Family History
Does anyone in your family (living or deceased) have the following: (please check all that apply)
	□Mother		□ Father		□ Sibling		□ Grandparents
High Blood Pressure:_________________________________________________________________________________
High Cholesterol:____________________________________________________________________________________
Cancer:____________________________________________________________________________________________
Stroke:____________________________________________________________________________________________
Heart Disease:______________________________________________________________________________________
Diabetes:__________________________________________________________________________________________
Aneurysm: _________________________________________________________________________________________
Heart Attack: _______________________________________________________________________________________
Stroke at a Young Age:________________________________________________________________________________

Surgical History
Please select /list all surgeries:				Surgery Dates:
Vein Ablation		Y	N			_______________
Aneurysm Repair	Y	N			_______________
Heart Catheterization	Y	N			_______________
Stent Placement	Y	N			_______________
Bypass Surgery		Y	N			_______________
Heart 			Y	N			_______________ (type of surgery)_______________
Other:_____________________________________________________________________________________
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