





UTAH COUNTY SURGICAL ASSOCIATES, P.C.
3550 NO. UNIVERSITY AVENUE, SUITE 250
PROVO, UTAH 84604 (801) 374-9625

NEW PATIENT FAMILY HISTORY

Cause of death or current
health problems

Living Age or age at

time of death
Father OYES [INO
Mother [JYES [INO

List any health problems in brothers or sisters

Check any of these ilinesses that have occurred in your family and list who:

Gallbladder

Diabetes

Strokes

Heart Disease

Blood Pressure

Breast Cancer

Other Cancer-list type

O O O o o o g o

Problems with Anesthesia-what problems

Marital Status: [Single [Married [IDivorced [JWidowed

Occupation Other

Do you use tobacco? How Much?
Do you drink alcohol? How Much?
Do you use illicit drugs? Which ones?

Do you follow a special diet? What Type?




UTAH COUNTY SURGICAL ASSOCIATES, P.C.
SA 3550 NO. UNIVERSITY AVENUE, SUITE 250 REVIEW OF SYMPTOMS

PROVO, UTAH 84604 (801) 374-9625

PATIENT NAME:

In each category, check all symptoms that apply.

CONSTITUTIONAL: ONone [OFever [OChills OWeight loss [OWeight gain [JFatigue
[OBody aches [Night sweats

HENT: [ONone [Sore throat [ONasal congestion [OHeadaches
BREASTS: [ONone [OLumps [INipple Discharge

CARDIOVASCULAR: [ONone [Chest Pain [Heart murmur Cirregular heart rate [1Swelling in legs

OTrouble breathing with exertion  [IPain in legs while walking

RESPIRATORY: [None [OWheezing OCough [OHoarseness [Sleep apnea [OBlood in sputum

OProblems with anesthesia [Shortness of breath [JAbnormal sputum production

GASTROINTESTINAL: [ONone [OHeartburn [JNausea [Vomiting [Bloating [JLoss of appetite
[CDifficulty swallowing CIDiarrhea [IConstipation [1Jaundice [Blood in stool [JAbdominal pain
[OIBlack, tarry stools [dHemorrhoids [1Pain with swallowing [OMucous in stool [INarrow stools

OEarly fullness with eating [Feeling of incomplete bowel emptying

GENITOURINARY:  [None [OPainful urination [JUrinating at night [IBlood in urine

[Change in urine color [Difficulty with urination

INTEGUMENT: [ONone [ORash [ltching CNew skin lesions/moles [Change in skin lesions/moles
NEUROLOGIC: ONone [ONumbness [Tingling [OSeizures

MUSCULOSKELETAL: CONone [dBone pain [Back pain [JJoint pain CDJMuscle pain [IMuscular weakness
ENDOCRINE: [ONone [ICold intolerance [Heat intolerance

PSYCHIATRIC: [ONone [ODepression [JAnxiety

HEME-LYMPH: [INone [JEasy bleeding [JEasy bruising [JEnlarged lymph nodes

OPainful lymph nodes



	Death_Father: 
	Cause_Father: 
	Death_Mother: 
	Cause_Mother: 
	Gallbladder: 
	Gallbladder_Check: Off
	Diabetes_Check: Off
	Diabetes: 
	Strokes_Check: Off
	Strokes: 
	HeartDisease_Check: Off
	BloodPressure_Check: Off
	BreastCancer_Check: Off
	OtherCancer_Check: Off
	Anesthesia_Check: Off
	Tobacco: 
	Other: 
	Alcohol: 
	Tobacco_HowMuch: 
	Drugs: 
	Alcohol_HowMuch: 
	Drugs_WhichOnes: 
	Diet_Type: 
	Constitute_None: Off
	Constitute_Fever: Off
	Constitute_Chills: Off
	Constitute_WeightLoss: Off
	Constitute_WeightGain: Off
	Constitute_Fatigue: Off
	Constitute_BodyAches: Off
	Constitute_NightSweats: Off
	Hent_None: Off
	Hent_Sore Throat: Off
	Hent_Nasal Congestion: Off
	Hent_Headaches: Off
	Breasts_None: Off
	Breasts_Lumps: Off
	Breasts_Nipples: Off
	Cardio_None: Off
	Cardio_ChestPain: Off
	Cardio_HeartMurmur: Off
	Cardio_IrregularHeart: Off
	Cardio_SwellingLegs: Off
	Cardio_Breathing: Off
	Cardio_LegPain: Off
	Respiratory_None: Off
	Respiratory_Wheezing: Off
	Respiratory_Cough: Off
	Respiratory_Hoarseness: Off
	Respiratory_SleepApnea: Off
	Respiratory_Blood: Off
	Respiratory_Anesthesia: Off
	Respiratory_Shortness: Off
	Respiratory_Sputum: Off
	Gastro_None: Off
	Gastro_Heartburn: Off
	Gastro_Nausea: Off
	Gastro_Vomiting: Off
	Gastro_Bloating: Off
	Gastro_Appetite: Off
	Gastro_Swallowing: Off
	Gastro_Diarrhea: Off
	Gastro_Constipation: Off
	Gastro_Jaundice: Off
	Gastro_Stool: Off
	Gastro_Abdominal: Off
	Gastro_TarryStool: Off
	Gastro_Hemorrhoids: Off
	Gastro_Pain: Off
	Gastro_Mucous: Off
	Gastro_Narrow: Off
	Gastro_Eating: Off
	Gastro_Bowel: Off
	Genit_None: Off
	Genit_Painful: Off
	Genit_Night: Off
	Genit_Blood: Off
	Genit_Color: Off
	Genit_Difficulty: Off
	Integu_None: Off
	Integu_Rash: Off
	Integu_Itching: Off
	Integu_SkinLesions: Off
	Integu_ChangeSkin: Off
	Neuro_None: Off
	Neuro_Numbness: Off
	Neuro_Tingling: Off
	Neuro_Seizures: Off
	Musculo_None: Off
	Musculo_Bone: Off
	Musculo_Back: Off
	Musculo_Joint: Off
	Musculo_MusclePain: Off
	Musculo_MuscleWeak: Off
	Endo_None: Off
	Endo_Cold: Off
	Endo_Heat: Off
	Psych_None: Off
	Psych_Depression: Off
	Psych_Anxiety: Off
	Heme_None: Off
	Heme_Bleeding: Off
	Heme_Bruising: Off
	Heme_EnlargedLymph: Off
	Heme_PainLymph: Off
	Father_Living: Off
	Mother_Living: Off
	Family_Health_Concerns_1: 
	Family_Health_Concerns_2: 
	Heart_Disease: 
	Blood_Pressure: 
	Breast_Cancer: 
	Other_Cancer: 
	Anthesia_Problems: 
	Martial_Status: Off
	Special_Diet: 
	Patient_Name_Symptoms: 
	Last_Name: 
	First_Name: 
	Guarantor_Last_Name: 
	Guarantor_First_Name: 
	Street_Address: 
	Guarantor_Street_Address: 
	City: 
	State: 
	Zip_Code: 
	Guarantor_City: 
	Guarantor_State: 
	Guarantor_Zip_Code: 
	Primary_Phone: 
	Phone_2: 
	Phone_3: 
	Guarantor_Primary_Phone: 
	Guarantor_Phone_2: 
	Guarantor_Phone_3: 
	Email_Address: 
	Social_Security_Number: 
	Date_of_Birth: 
	Age: 
	Guarantor_Social_Security Number: 
	Guarantor_Date_Birth: 
	Guarantor_Age: 
	Emergency_Contact: 
	Emergency_Phone: 
	Maiden_Name: 
	Employer_or_School: 
	Employer_Phone_Number: 
	Guarantor_Email_Address: 
	Guarantor_Emergency_Contact: 
	Guarantor_Emergency_Phone: 
	Guarantor_Maiden_Name: 
	Guarantor_Occupation: 
	Guarantor_Employer_or_School: 
	Guarantor_Employer_Phone_Number: 
	List_Known_Allergies: 
	Referring_Doc_Last_Name: 
	Referring_Doc_First_Name: 
	Referring_Doc_Phone: 
	Insurance_Company: 
	Insurance_Phone: 
	Secondary_Insurance_Company: 
	Secondary_Insurance_Phone: 
	Other_Insurance_Company: 
	Other_Insurance_Phone: 
	Subscribers_Name: 
	Secondary_Subscribers_Name: 
	Other_Subscribers_Name: 
	Subscribers_Birthdate: 
	Secondary_Subscribers_Birthdate: 
	Other_Subscribers_Birthdate: 
	Subscribers_Social_Security_Number: 
	Secondary_Social_Security_Number: 
	Other_Social_Security_Number: 
	Policy_Number: 
	Group_Number: 
	Secondary_Policy_Number: 
	Secondary_Group_Number: 
	Other_Policy_Number: 
	Other_Group_Number: 
	Patient_Date: 
	Spouse_Date: 
	Patient_Agreement_Date: 
	Black Bar: 
	Prnt: 
	Sbmt: 
	Name: 
	Birth_Date: 
	Today_Date: 
	Main_Reason: 
	Symptoms_1: 
	Symptoms_2: 
	Illness_1: 
	Illness_2: 
	Illness_3: 
	Illness_4: 
	Illness_5: 
	Surgeries_1: 
	Surgeries_2: 
	Surgeries_3: 
	Surgeries_4: 
	Surgeries_5: 
	Drug_1: 
	Dosage_1: 
	Prescribed_1: 
	Drug_2: 
	Dosage_2: 
	Prescribed_2: 
	Drug_3: 
	Dosage_3: 
	Prescribed_3: 
	Drug_4: 
	Dosage_4: 
	Prescribed_4: 
	Drug_5: 
	Dosage_5: 
	Prescribed_5: 
	Drug_6: 
	Dosage_6: 
	Prescribed_6: 
	Allergies_1: 
	Allergies_2: 
	Allergies_3: 
	Preferred_Pharmacy: 


