PRINCETON SURGICAL ASSOCIATES                                               Dr. Davidov’s Patient Questionnaire

Name: ____________________________________  DOB: ____________  Age: ______  Date:______________ 
How can we help you:  					        Primary MD: ________________________________
[bookmark: _Hlk522003588]□ gallbladder  □ hernia   □ thyroid  □ parathyroid  □ postop   Referring MD or friend: _______________________
□ other: ________________ Cardiologist: ___________  Gastroenterologist:_________  Endocrinologist:______________

Past Medical History:
· 
· High Blood Pressure
· High Cholesterol
· Diabetes – taking insulin
· Diabetes – no insulin
· Asthma – on daily inhaler
· Asthma – rarely use inhaler
· Heart attack – no stent
· Heart attack – with stent
· Heart attack – w/ heart surgery
· Cardiac arrest
· Congestive heart failure
· Heart block/ pacemaker
· Atrial fibrillation
· Deep Vein Thrombosis (DVT)
· Pulmonary Embolism (PE)
· COPD or emphysema
· Sleep apnea
· Stroke
· Seizure
· Kidney problems – on dialysis
· Kidney problems – no dialysis
· Anesthesia complications
· Lupus or autoimmune disorder
· Bleeding disorder: _________
· Breast Cancer
· Lung Cancer
· Prostate Cancer
· Colon Cancer
· Other Cancer: ____________
· Diverticulitis
· Gastrointestinal bleeding
· Gastritis or stomach ulcer
· Crohn’s Disease or Ulcerative Colitis
· Hepatitis B
· Hepatitis C
· Cirrhosis
· HIV
· Hypothyroidism
· Hyperthyroidism
· Kidney Stones
· Osteoporosis
· Peripheral vascular disease
· Substance abuse
· Other: ________________________
· 
Social History:
Do you smoke now? ____  In the past? ______
How much? __________ Year quit? ________ 
Alcohol consumption? Never   socially   daily
Are you recovering from any addiction? ______
What kind of work do you do: 

Prior Operations: (year)
	1. ________________________
	5.   _____________________

	2. ________________________
	6.   _____________________

	3. ________________________
	7.   _____________________

	4. ________________________
	8.   _____________________



Family History:
□ Diabetes     □ High Blood Pressure
□ High Cholesterol   □ Heart Disease
□ Thyroid Cancer    □ Breast Cancer
[bookmark: _Hlk78618623]□ Thyroid Problems □ Colon Cancer
□ Parathyroid problems  □ Lung Cancer
□ Gallbladder Problems     □ Hernia 
□ other: ______________________




Review of Systems:
	□ shortness of breath
	□ Osteoporosis
	□ Palpitations

	□ chest pain
	□ Osteopenia
	□ easy bruising

	□ chronic cough
□ yellowing of eyes
□ yellowing of skin
	□ Fracture from minimal trauma
□ Bone pain
□ Muscle ache
	□ Insomnia/ sleep problems
□ irritability
□ tremor

	□ blood in the stool
	□ Joint ache
	□ thinning hair

	□ frequent diarrhea
	□ fatigue
	□ weight gain

	□ frequent constipation
□ heart burn/ reflux
□ dark or tarry stool
□ light-colored stool
□ difficulty urinating
□ waking up at night to urinate
□ kidney stone


	□ memory loss
□ concentration difficulty
□ brain fog
□ depression
□ Anxiety
□ radiation exposure
□ difficulty swallowingPlease indicate below if done or known:
Date of last stress test: ___________________________________________
Last echocardiogram: ____________________________________________
Last colonoscopy w/findings:______________________________________
Last upper endoscopy w/findings: __________________________________
Last CT abdomen: ______________________________________________
Last Ultrasound: ________________________________________________
Last bone density test: ___________________________________________
Last hospital/ER visit (& where):


	□ weight loss
□ Feeling cold a lot
□ Feeling hot a lot
□ dry skin
□ choking sensation
□ hoarse voice
□ neck pressure




	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	

	
	

	
	



Patient Name: ________________________________

Date: _______________________________________

Current medications:

    Drug name	                       Dosage	    	              How often taken 
              

1. ___________________________________________________________

2. ___________________________________________________________

3. ___________________________________________________________

4. ___________________________________________________________

5. ___________________________________________________________

6. ___________________________________________________________

7. ___________________________________________________________

8. ___________________________________________________________

9. ___________________________________________________________

10. __________________________________________________________


Allergies (what is the reaction  - e.g. hives, rash, face swelling)

____________________________________________________________

