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Carolina Vascular Surgery & Diagnostics


2800 Blue Ridge Road

Suite 500

Raleigh, NC 27607
Confidential Medical History Form

	
	
	


Your Name      ___________________________________________________________
Address           ___________________________________________________________
City, State, Zip Code______________________________________________________
Phone (______)   ____________________

	Primary medical doctor    _________________________________________________
	

	Address    ________________________________________________________

	


Phone    _______________________
Have you ever been treated by the following doctors?
	Cardiologist
	Yes
	[   ]
	No
	[   ]
	Name___________________________
	

	
	
	
	
	
	Address _________________________                                  


	
	
	
	
	
	
	

	Vascular Surgeon
	Yes
	[   ]
	No
	[   ]
	Name___________________________
	

	
	
	
	
	
	Address _________________________
	

	
	
	
	
	
	
	


Please briefly describe your current condition or problem which prompted you to schedule this appointment
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Medical History

	1.
	Are you in good health?
	Yes
	[   ]
	No
	[   ]

	
	
	
	
	
	

	2.
	Date of last physical examination ____________ by   Dr. _____________________
                                                                                        
	
	
	
	

	3.
	Are you now under the care of a physician?
	
	
	
	

	
	 If yes, who and what is the condition being treated?

      Doctor__________________________________ Condition _________________________

If yes, who and what is the condition being treated?

      Doctor__________________________________ Condition _________________________

If yes, who and what is the condition being treated?

      Doctor__________________________________ Condition _________________________

	
	
	
	


	4.
	Have you ever been hospitalized or undergone surgery?

      If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________

      If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________

      If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________

      If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________

      If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________

        If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________
        If yes, why? _________________________________________________________________

      Date ________________ Hospital ___________________ Doctor _____________________
	
	
	
	

	
	
	
	
	
	


5.    Please list any medications and reason for use:
	       Medication _____________________________________
	________________

                 dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                 dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                 dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                 dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                dosage
	___________________________
reason for use

	       Medication _____________________________________


	________________

                dosage
	___________________________
reason for use

	6.
	Are you allergic to any medications or foods (e.g. shellfish and/or latex)? 

[   ]  Yes    [   ]  No

List them here  

___________________________________________________________________________________

___________________________________________________________________________________
	
	
	
	

	
	
	
	
	
	

	7.
	Please indicate below any medical conditions you have or have had:
	
	
	
	

	Fever or chills
	Yes
	[   ]
	No
	[   ]
	Difficulty urinating
	Yes
	[   ]
	No
	[   ]

	Unexplained weight loss
	Yes
	[   ]
	No
	[   ]
	Kidney problems
	Yes
	[   ]
	No
	[   ]

	Problems with vision
	Yes
	[   ]
	No
	[   ]
	Diabetes
	Yes
	[   ]
	No
	[   ]



	Problems with hearing
	Yes
	[   ]
	No
	[   ]
	Blood diseases
	Yes
	[   ]
	No
	[   ]

	Heart attack/chest pain
	Yes
	[   ]
	No
	[   ]
	Bleeding or blood clots
	Yes
	[   ]
	No
	[   ]

	High blood pressure
	Yes
	[   ]
	No
	[   ]
	Depression
	Yes
	[   ]
	No
	[   ]

	Heart stents or angioplasty
	Yes
	[   ]
	No
	[   ]
	Mental disorder
	Yes
	[   ]
	No
	[   ]

	Heart valve problems
	Yes
	[   ]
	No
	[   ]
	Stroke
	Yes
	[   ]
	No
	[   ]

	Lung diseases
	Yes
	[   ]
	No
	[   ]
	Seizures
	Yes
	[   ]
	No
	[   ]

	Pneumonia
	Yes
	[   ]
	No
	[   ]
	Fainting spells
	Yes
	[   ]
	No
	[   ]

	Shortness of breath
	Yes
	[   ]
	No
	[   ]
	HIV/AIDS
	Yes
	[   ]
	No
	[   ]

	Nausea or vomiting
	Yes
	[   ]
	No
	[   ]
	Radiation treatments
	Yes
	[   ]
	No
	[   ]

	Constipation or diarrhea
	Yes
	[   ]
	No
	[   ]
	Cancer
	Yes
	[   ]
	No
	[   ]

	Stomach ulcers
	Yes
	[   ]
	No
	[   ]
	Have you had surgery recently?
	Yes      
	[    ]    
	No          
	[   ]

	Hepatitis or liver disease
	Yes
	[   ]
	No
	[   ]
	Do you currently smoke?
	 Yes
	[   ]
	No
	[   ]

	Intestinal problems
	Yes
	[   ]
	No
	[   ]
	Do you exercise regularly?
	Yes
	[   ]
	No
	[   ]

	Gallbladder problems
	Yes
	[   ]
	No
	[   ]
	Do you see a doctor regularly?

	Yes
	[   ]
	No
	[   ]

	8.
	Do you wear a pacemaker?    Yes  [  ]   No  [  ]
	
	
	
	

	
	

	9.
	Do you have any artificial implants such as:

	Face
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	Breast
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	Dental
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	Heart valve
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	Hip
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	Knee
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	Other
	Yes
	[   ]
	No
	[   ]
	Date inserted:____________________________________

	
	
	
	
	
	

	10.
	Do you use tobacco? [ ] Cigarette [ ] Pipe [  ] Cigar    If so, how much?________________
	Yes
	[   ]
	No
	[   ]

	11.
	Do you use alcohol?    If so, how much? __________________________________________
	Yes
	[   ]
	No
	[   ]

	
	
	
	
	
	





BP    ________





P       ________





R       ________





OFFICE USE ONLY









