THE SURGICAL GROUP OF KANSAS CITY, P.C.

Thomas Franey MD  *   Rex Joyce MD  *   William Campbell MD  * E. Ragnar Peterson, M.D
	New Patient Information Form

	Date:


	

	Patient:


	Date of birth

	Referred by:


	Dr’s phone #

	Chief Complaint / History of Present Illness

	Why are you here today?

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________




Medical History

	Patient Medical History

Diabetes. . . . . . . . . . . . No   Yes

High blood pressure. . . No   Yes

Cancer. . . . . . . . . . . . . .No   Yes

Stroke. . . . . . . . . . . . . . No   Yes

Heart trouble. . . . . . . .   No   Yes

Arthritis/gout. . . . . . . .  No   Yes

Convulsions. . . . . . . . .  No   Yes

Bleeding tendency. . . .  No   Yes

Acute infections . . . . . . No   Yes

Hereditary defects. . . . . No   Yes

Other________________________________

_____________________________________


	Previous hospitalizations/ surgeries/serious injuries                         When?

______________________________________            ____________

______________________________________            ____________

______________________________________            ____________

______________________________________            ____________

Family medical history ______________________________________________

___________________________________________________________________



	Patient Social History

Marital Status:     ( Single   ( Married    ( Separated    ( Divorced     ( Widowed

Use of alcohol:    ( Never    ( Rarely      ( Moderate    ( Daily

Use of tobacco:   (Never     ( Previously but quit, when_____________   ( Current packs /day_________

Number of children: ___________

Medications and Dosage (including aspirin and over the counter medications):

1)_____________________________________        7)_______________________________________

2)_____________________________________        8)_______________________________________

3)_____________________________________        9)_______________________________________

4)_____________________________________       10)_______________________________________

5)_____________________________________       11)_______________________________________

6)_____________________________________       12)_______________________________________

Allergies & reactions:__________________________________________________________________________________

____________________________________________________________________________________


Continued on Back (
Review of Systems

	Constitutional

Good general health lately. . . . . . . . . . . .( No    ( Yes

Recent weight change. . . . . . . . . . . . . . . ( No    ( Yes

Fever. . . . . . . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Fatigue. . . . . . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Headaches. . . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Eyes

Eye disease or injury. . . . . . . . . . . . . . . . ( No    ( Yes

Wear glasses/contact lens. . . . . . . . . . . . ( No    ( Yes

Blurred or double vision. . . . . . . . . . . . . ( No    ( Yes

Glaucoma. . . . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Ear/Nose/Mouth/ Throat

Hearing loss or ringing. . . . . . . . . . . . . .  ( No    ( Yes

Earaches or drainage. . . . . . . . . . . . . . . . ( No    ( Yes

Chronic sinus problems. . . . . . . . . . . . .  ( No    ( Yes

Nose bleeds. . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes 

Mouth sores. . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Bleeding gums. . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Bad breath or taste. . . . . . . . . . . . . . . . .  ( No    ( Yes

Sore throat or voice changes. . . . . . . . . . ( No    ( Yes

Swollen glands in neck. . . . . . . . . . . . . . ( No    ( Yes

Cardiovascular

Heart trouble. . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Chest pain or angina . . . . . . . . . . . . . . . . ( No    ( Yes

Palpitation . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Shortness of breath w/walking or 

       lying flat. . . . . . . . . . . . .  . . . . . . . . . ( No    ( Yes

Swelling of feet, ankles, hands. . . . . . .  . ( No    ( Yes

Respiratory

Chronic or frequent coughs. . .  . . . . . . .  ( No    ( Yes 

Spitting up blood. . . . . . . . . . . . . . . . . . . ( No    ( Yes

Shortness of breath. . . . . . . . . . . . . . . . .  ( No    ( Yes

Asthma or wheezing. . . . . . . . . . . . . . . .  ( No    ( Yes

Gastrointestinal

Loss of appetite. . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Change in bowel movements. .  . . . . . . . ( No    ( Yes

Nausea or vomiting. . . . . . . . . . . . . . . . . ( No    ( Yes

Frequent diarrhea. . . . . . . . . . .  . . . . . . .  ( No    ( Yes 

Painful stools or constipation. .  . . . . . . .  ( No    ( Yes

Rectal bleeding / blood in stool  . . . . . . . ( No    ( Yes

Abdominal pain or heartburn. .  . . .  . . . . ( No    ( Yes

Peptic ulcer . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Genitourinary

Frequent urination. . . . . . . . . . . . . . . . . . ( No    ( Yes

Burning or painful urination. . . . . . . . . . ( No    ( Yes

Blood in urine. . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Change in force when urinating. . . . . . .  ( No    ( Yes

Incontinence or dribbling. . . . .  . . . . . .   ( No    ( Yes

Kidney stones. . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Sexual difficulty. . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Male – testicle pain. . . . . . . . . . . . . . . . .  ( No    ( Yes

Female – pain with periods. . . . . . . . . . .  ( No    ( Yes

Female – irregular periods. . . . .  . . . . . .  ( No    ( Yes

Female – vaginal discharge. . . . . . . . . . .  ( No    ( Yes

Female - # of pregnancies __________

Female – date of last pap smear     ___/___/_______

Female – date of period start         ___/___/_______

Female – age of first pregnancy     ___/___/_______

Female – last menstrual period      ___/___/_______
	Musculoskeleatal

Joint stiffness or swelling . . . . . . . . . . . . . .( No    ( Yes

Weakness of muscles or joints . . . . . . . . .  ( No    ( Yes

Muscle pain or cramps . . . . . . . . . . . . . . . .( No    ( Yes

Back pain . . . . . . . . . . . . . . . . . . . . . . . .  . .( No    ( Yes

Difficulty in walking . . . . . . . . . . . . . . . . . ( No    ( Yes

Integumentary (skin, breast)

Rash or itching . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Change in skin color . . . . . . . . . . . . . . . . . ( No    ( Yes

Change in hair or nails . . . . . . . . . . . . . . .  ( No    ( Yes

Varicose veins . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Breast pain . . . . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Breast lump . . . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Breast discharge . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Neurological

Frequent or recurring headaches . . . . . . . . ( No    ( Yes

Light headed or dizzy . . . . . . . . . . . . . . . . ( No    ( Yes

Convulsions or seizures . . . . . . . . . . . . . . .( No    ( Yes

Numbness or tingling sensations . . . . . . . .( No    ( Yes

Tremors . . . . . . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Paralysis . . . . . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Stroke . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Head injury . . . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes

Psychiatric

Memory loss or confusion . . . . . . . . . . . . .( No    ( Yes 

Nervousness . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Depression . . . . . . . . . . . . . . . . . . . . . . . . .( No    ( Yes

Insomnia . . . . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes

Endocrine

Glandular or hormone problem . . . . .  ( No    ( Yes
Thyroid disease . . . . . . . . . . . . . . . . .  ( No    ( Yes
Diabetes . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes
Excessive thirst or urination . . . . . . . . ( No    ( Yes
Heat or cold intolerance . . . . . . . . . . .  ( No    ( Yes
Skin becoming dryer . . . . . . . . . . . . . .( No    ( Yes
Hematologic / Lymphatic

Slow to heal after cuts . . . . . . . . . . . .  ( No    ( Yes
Bleeding or bruising tendency . . . . . . ( No    ( Yes
Anemia . . . . . . . . . . . . . . . . . . . . . . . . ( No    ( Yes
Phlebitis . . . . . . . . . . . . . . . . . . . . . . .  ( No    ( Yes
Past transfusion . . . . . . . . . . . . . . . . .   ( No    ( Yes
Enlarged glands . . . . . . . . . . . . . . . . .  ( No    ( Yes
Additional comments:


Physician signature__________________________
Date___________________

Initials:__________
Date___________

Initials:__________
Date___________

Initials:__________
Date___________

Initials:__________
Date___________


Initials:__________
Date___________

Initials:__________
Date___________

