OSLIN PLASTIC SURGERY, P.L.L.C.

MEDICAL HISTORY FORM

NAME:

DRUG ALLERGIES:

HEIGHT: WEIGHT:

DATE OF LAST PHYSICAL EXAMINATION: / /
BY DR.

DATE OF LAST MAMMOGRAM: / /

MEDICATIONS:

PERSONAL HISTORY OF:. (PLEASE CHECK)

___ DIABETES ___HIGH BLOOD PR
___ KIDNEY FAILURE ____ASTHMA

__ EMPHYSEMA __ LUNG DISEASE

___ HEART ATTACK __ IRREG. HEARTBEAT
___ HEPATITIS ___ SEIZURES

__ DEPRESSION ___ALCOHOL ABUSE

___DRUG ABUSE
____CANCER (PLEASE SPECIFY TYPE)
__ MRSA INFECTION
FAMILY HISTORY OF ANY THE ABOVE? SPECIFY:

___ HEART DISEASE
___PNEUMONIA
___THYROID DISORDER
___STOMACH ULCERS
___ STROKE
___ BLOOD TRANSF.
___ UNEXPLAINED

WT. LOSS

TOBACCO HISTORY:. No N/A

DO YOU SMOKE PRESENTLY? HOW MUCH?

IF NOT PRESENTLY, WHEN DID YOU STOP?

SURGICAL HISTORY:

HAVE YOU HAD ANY OPERATIONS? (PLEASE LIST)

EXERCISE HISTORY:
HOW OFTEN DO YOU EXERCISE?

WHAT TYPE?

IS YOUR WEIGHT STABLE?
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