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DO NOT RETAIN AS PART OF THE PERMANENT MEDICAL RECORD

NEW PATIENT MEDICAL HISTORY
CARDIOTHORACIC SURGERY

Patient Name:   Date of Birth:  

Gender Identity (optional):  q Male   q Female   q Other:  

Preferred Pharmacy (name and location):  

Primary Care Provider:   Phone #:  

Referring Doctor:   Phone #:  

ALLERGIES
q No Known Allergies     List any allergies and intolerances to medications, food or the environment.
Allergy: Reaction:

MEDICATIONS
q Not taking any medications
List any medications, vitamins, supplements, and over the counter medications you are taking, with dose and how often. 

Medication Name Dose How often?

MEDICAL HISTORY
List all medical conditions you are being treated for (high blood pressure, etc.)

1. 4.

2. 5.

3. 6.

If you are receiving dialysis, which facility?    Frequency: M/W/F or T/TH/SAT (please circle)
Nephrologist name:  
Have you ever had any of the following?  
 q Abnormal exercise test        q Abnormal echocardiogram        q High cholesterol        q High blood pressure
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SURGICAL HISTORY
q  No prior surgeries     List all prior surgeries and the date.   

Date Type of Surgery Date Type of Surgery

FAMILY HISTORY
List health conditions for each family member.

Alive Deceased Age of
Death Health Condition(s)

Mother

Father

Sister

Brother

Daughter

Son

SOCIAL HISTORY
Tobacco/smoking status:  Never _____ 

Current _____ Type   Amount   Duration   

Former _____ Type   Amount   Duration  

Do you use alcohol? No _____ Yes _____ Type   Amount   Frequency  

Do you use recreational drugs?   No _____ Yes _____ Type   Amount   Frequency  

HOSPITALIZATIONS
q No prior hospitalizations/ER visits     List any recent hospitalizations or ER visits (provide dates and reason below)?

Date

NEW PATIENT MEDICAL HISTORY
CARDIOTHORACIC SURGERY

Patient Name:   Date of Birth:  
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NEW PATIENT MEDICAL HISTORY
CARDIOTHORACIC SURGERY

REVIEW OF SYSTEMS
In the last thirty days, have you experienced any of the following:

CONSTITUTIONAL GASTROINTESTINAL PSYCHIATRIC
Fatigue Yes No Abdominal pain Yes No Anxiety Yes No
Recent fever Yes No Constipation Yes No Depression Yes No
Weight gain Yes No Change in stools Yes No Insomnia Yes No
Weight loss Yes No Frequent diarrhea Yes No Memory loss Yes No

HEENT Loss of appetite Yes No SKIN
Ear drainage Yes No Nausea Yes No Discoloration Yes No
Ear pain Yes No Vomiting Yes No Hair loss Yes No
Eye discharge Yes No GENITOURINARY Itching Yes No
Eye pain Yes No Blood in urine Yes No Rash Yes No
Headache Yes No Burning / pain with urination Yes No Skin lesion Yes No
Hoarseness Yes No Frequent urination Yes No Varicose veins Yes No
Mouth sores Yes No Incontinence Yes No MUSCULOSKELETAL
Nasal drainage Yes No Kidney stones Yes No Back pain Yes No
Nose bleeds Yes No Sexual difficulty Yes No Joint pain Yes No
Recent hearing loss Yes No METABOLIC/ENDOCRINE Joint stiffness/swelling Yes No
Sinus pressure Yes No Cold intolerance Yes No Muscle pain Yes No
Sore throat Yes No Diabetes  

Type: _________________ Yes No
Weakness Yes No

Vision changes Yes No HEMATOLOGIC
RESPIRATORY Excessive sweating Yes No Anemia Yes No

Asthma Yes No Excessive thirst Yes No Easy bruising Yes No
Cough Yes No Heat intolerance Yes No Excessive bleeding Yes No
Shortness of breath Yes No Weight loss Yes No Past blood transfusion Yes No
Wheezing Yes No NEUROLOGICAL Phlebitis Yes No

CARDIOVASCULAR Difficulty walking Yes No Swollen glands Yes No
Chest pain Yes No Dizziness Yes No
Heart trouble Yes No Headaches Yes No
Irregular heartbeat Yes No Numbness Yes No
Swelling of feet, ankles or 
hands Yes No Paralysis Yes No

Seizures Yes No
Stroke Yes No
Tremors Yes No

Do you have or have you had any illness not previously referred to in this questionnaire? If yes, explain:  

 

 

Patient Name:   Date of Birth:  


