The Center for
Facial Plastic Surgery

Ali Sepehr, MD

PATIENT HEALTH SURVEY

NAME DATE OF BIRTH: M F DATE

REASON FOR YOUR VISIT TODAY (MAIN SYMPTOMS):

ALLERGIES (to medications, seasonal, food, etc):

HOW LONG HAVE YOU HAD THE SYMPTOMS:

MEDICATIONS:

HAVE YOU HAD ANY TREATMENT:

SOCIAL HISTORY:

HISTORY OF PAST ILLNESS: Have you had Circle One: _ Single . Married o _Se'oarated
Childhood: Divorced Widowed Significant Other
. Lo
OMeasles OMumps OcChicken Pox With whom do you live:
i ?
OCongenital Abnormalities ORheumatic fever or heart Recreational Drug Usage? No  Yes
di Foreign travel within last year
isease
Coffee Tea Cola’s (per day)

ADULT: Alcoholic Beverages: Never <1 per week
OAsthma OHigh Blood OcCancer 1-5 per week Other

Pressure (Site____ ) Tobacco: ONever smoked  [OQuit years ago
[CDiabetes OUlcer or Gastritis OThyroid problems ClYears Smoked O Packs per day
OTuberculosis OKidney Problem OLiver Problems
OBlood OVenereal Disease  [CHeart Failure Education: (Years)
Problem Grade School College Postgraduate
OHeart Attack OAbnormal Heart

Rh}’th”? Family History: Age | Health If Deceased, Cause of
Have you had any serious illness? No Yes Status Age at death Death
Have you ever had a transfusion? No Yes Father
Have you ever been hospitalized or No Yes Mother
been under medical care for very long? Brother/Sister
If Yes, for what reason?
OTHER:
OPERATIONS: ;'::';;:S/ ::L_f:

Have you ever had surgery? No Yes g

LIST:




Name Date of Birth

CIRCLE NO OR YES FOR THOSE THAT APPLY

SYSTEMIC REVIEW: Do you have any of the following?

General: Maximum weight

Minimum weight
Recent weight change?..........cccccoeevrvreenaee. No Yes
Have you been in good general health most No Yes

of your life?
Have you recently had?
OWeakness [OFever

Ochills CINight Sweats

OFainting OProblems Sleeping

SKiN DISEASE........ooceeeveierereie s No Yes
JAUNAICE ..ot No Yes
Hives, eczema or rash..........cuoocnecceerecssnenn, No Yes

Head-Eyes-Ears-Nose-Throat (cont’d):

Dry eyes or mouth..........ccccovceerccenrrccsseercciee. NO Yes
Bleeding Gums — Frequent or Constant........ No  Yes
BIUITEd ViSION.....ceeeee e s No Yes
SNEEeziNg Or rUNNY NOSE......comveererreee e No Yes
Nosebleeds — Frequent...........cocoeevcemcrceseeeeeee. NO - Yes
Chronic sinus trouble...........coccnnriee. No Yes
EQr diSEASE. ...t No Yes
Impaired hearing........ e No Yes
Dizziness or sensation of room spinning............ No  Yes
Frequent or severe headaches.........ccoouveeane. No Yes

Respiratory:

Asthma or Wheezing.. . No Yes
Difficulty breathing........cccccoovcoccincccsccceeeee. NO Yes
Any trouble with lUNGS.......ccc.ccoiicircee e No Yes
Cough up blood (ever)...... e No Yes
Cardiovascular:
Chest pain, pressure, or tightness.................... No  Yes
Shortness of breath with walking or lying No Yes
JOWN .ttt st
Difficulty walking two blocks................cccce... NO  Yes
PalpitatioNns........ccooecveeeevecce e No Yes
Sweating of hands, feet or ankles............... No Yes
Awakening in the night smothering................. No Yes
Heart MUIMUL ... No Yes
Gastrointestinal:
Vomiting of blood or food.......ccccooconcren. No Yes

Source of Information, if other than patient (PRINT AND SIGN):

M/F Date
Change in appetite..... e No  Yes
Hepatitis/Jaundice......ooo.coommreeeeeeeeecce e No Yes
Bleeding with bowel movements.. No Yes
BIack StOOIS........coreeec e No Yes
Recent change in bowel habits............ccecuueece.... No Yes
Frequent diarrhea........cvcoereeceeececeeee e, No Yes
Heartburn or indigestion...........coccoovcoreeceeennne. No Yes
Cramping or pain in the abdomen.... No Yes
Does food stick in throat........cccoovomiccicrnr. No Yes
Endocrine:
Hormone therapy....... oo No Yes
Any change in hat or glove size........coeueuc.n. No Yes

Any change in hair growth.............cc.cccccceeaeeec... NO  Yes
Have you become colder than before-
or skin become dryer............ccccecceeeeeee.. NO Yes
Locomotor-Musculoskeletal:

Stiffness or pain in joints (check all that apply)

OToes OHands OWrist ONeck OShoulders
OHip OElbows OFoot OTemporomandibular -
OKnee OFinger OBack  joint
Weakness of muscles or joints........c.ccoeveee. No Yes
Any difficulty walking.......c.coovocececeees No Yes
Have you ever had counseling for your No Yes
mental health?
Do you ever have, or have had, fainting No Yes
spells?
CONVUISIONS. ..ot s No Yes
ParalySisS.....oooeveeeeeeeecee e e No Yes
Problem with coordination..........cco.cccomvrunnnn. No Yes

Depression Symptoms (difficulty sleeping, loss of
appetite loss of interest in activities, feelings of

hopelessness) No Yes

Are you slow to heal after cuts?............cccc.... NO  Yes
No Yes
No Yes

Have you had difficulty with bleeding

excessively after tooth extraction or

SUIERIY P oot No Yes

Have you had abnormal bruising or No Yes

DIEEAING ...

Signature of Patient (or Patient's Representative)

Print Patient or Patient's Representative's name

Date



