University Cardiovascular Surgeons
Welcome to our practice. As a new patient, please fill out the information found below to the best of your ability.

You were referred by: Date:

Your Name: Age:

The reason why you are here today:

History of present illness:

Location: Quality:
(Where is the pain/problem?) (Example: normal versus abnormal color, activity, etc.)
Severity: Duration:
(How severe is the pain/problem on a scale of 1-57) (How long have you had this pain/problem?, or, When did it start?)
( 5 being the most severe) Context:
Timing: (Where were you at the onset of this pain/problem?)
(Does this pain/problem occur at a specific time?) Modifying factors:

Associated signs/symptoms:

(What makes the pain/problem worse or better?, or, Have you
(What other associated problems have you been having?) had previous episodes?)

Medical History:

* Patient medical history: Previous Hospitalizations/Surgeries/Serious Injuries When?
Diabetes No Yes
Hypertension No Yes
Cancer No Yes
Stroke No Yes
Heart Trouble No Yes
Arthritis/gout No Yes Medications:
Convulsions No Yes
Bleeding tendency No Yes
Acute Infections No Yes
Venereal disease No Yes
Hereditary defects No Yes

* Patient social history:

Marital status-(circle one). Single Married Separated Divorced Widowed

Use of alcohol: Never Rarely Moderate Daily

Use of tobacco: Never Previously, but quit: Current packs/day

Use of drugs: Never Type/Frequency:

Excessive exposure

at home or work to: Fumes Dust Solvents Air-borne particles Noise

* Family medical history:
Age Diseases If Deceased, Cause of Death
Father
Mother
Siblings

Spouse
Children

Reviewed by: Date:




University Cardiovascular Surgeons

Patient Name:

CONSTITUTIONAL SYMPTOMS

Good general health lately ..o No
Ricent weizht Change ..ccuaisussmmmiissimmn No
FRVBE ...ccvoiimsivnarmsssnssasiunsssssausanss s cansonnsvasssnsnonssspmptasss No
FAEIBIE ....oomsiks s e i iis tons s ST No
HEGdaEHE s s s No
EYES
Everdisease or IMJUIYu. oo No
Wear glasses/contact [enses ..........cccceccciiininiiiennns No
Blurred or double: vision ...cuwcimusmummseissssens No
GIAUCOME oo s RS TTTT SEs No

EARS-NOSE-THROAT-MOUTH

Hearing loss or ringing.........cccccooiiviiecciieniniicianns No
Earaches Or dFaINARE oo sissssiorissist No
Chronic sinus problems or rhinitis .............cccoceeen No
Nose: bleedsi .cnimmmimin i No
MOULH SOTES....eeiiiieiceiere e e e ese e No
Bleeding BUMS v vnmmmnus st s No
Had breathyor bad taste .....c.oovasnomsmsssis No
Sore throat or voice change............ccceceiiininnnininnn, No
Swallen glands maeck ... ..ovnsmammmsismane No
CARDIOVASCULAR
Heart trouble ........cccoomeirmesmmmmnnsvarnsssssesasssssessasassss No
PAIPIAHON ....cvnnnmnnmm ns s ai No
Shortness of breath with walking or lying flat ........ No
Swelling of feet, ankles or hands ...........ccccueeunenen, No
Chest pain or angina PeCctoriS .........cveeveeererrverenenns No
RESPIRATORY
Chronicior requent eoughs. ... mmm s No
Spiting:up blood.....uwnmmaasassmmmmicssmvimi No
Shortness of breath...........ccccoooiiiiiiiiiiiiiieiiieen, No
Asthma or wheezing.........ccccoovviivriivinnnnineniinnnn, No

GASTROINTESTINAL

1,085 0L ADPPELIEE ....... conesnennssannrsonsnssnnse sasisssslmasis LS No
Change in bowel movements ............ccccecveeerenrsvrannn. No
Nalisea oFVOMIting s nuransonamamimsans No
Frequent/diarrhen ... onmmmssmsnsmansmsnssnssmssy No
Painful bowel movements or constipation. ............. No
Rectal bleeding or blood in stool ...........ccccevernnen. No
Abdominal PRIN . nsmnms s No
Peptic ulcer (stomach or duodenal)...............ccoooe. No
GENITOURINARY

Frequent urination ..........ccccovvveeeeiiieecinisnieec e No
Bumning or painful urination.................ccoinn, No
Blood in UFNe......c.ooiiiiiiiiieie e No
Change in force of strain when urinating................ No
Incontinence ordribbling ... v No
Kidney stone .........coooviiiiiiiiiieiecieic e No
Sexual ditCUIY e ssunenmunmmasmmammians No
Male - testicle pain............cccoooiiiiiiiiiniiceee No
Female pain'with periods .. s No
Female riregulai penods ..o No
Female vaginal discharge................ocooooe No
Ferale = # of pregnancies i crarmasimmossosos

Fermale - #'0f MISCcarriages: v

Female - date of last pap smear..............cc.ccocoeenne

Reviewed by:
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Date:

Please indicate any personal history below.

MUSCULOSKELETAL

JOINE PAIN oot No
Joint stiffness or swelling ................... e NO
Weakness of muscles or joints.........cccoeieiiiiiaiine No
MuselePainor CramMPS s ns s No
BACk PAIN....ocoreerriereesssesusarassnssisnessraessssessesserassnns ...No
Cold ERITEMIIES v msmms s s s R No
Ditficulty inwWalking . osmsosmoms cosmmmumsssims No
INTEGUMENTARY (skin, breast)
RashorHERME L cumwmmmmsemansmismamssvrss No
Change in skin color ... No
Change!ifi hair or nails:..caomwmusmemmsmsmm No
N AL ICOSE VIS e svseis s No
Breast: DAM....oees synssnsrsvanssssassssoskssass siasisinn ssisansnns sassis No
Beeast UMD cmsusammmipmswmasaamrsissvie No
Breast discharge........cooecvveniiniiinnninneies No
NEUROLOGICAL
Frequent or recurring headaches............................ No
Light headed or dizzy...cicimummsisnsisissss No
Convulsions Or SEIZUreS ........cccccuvviueeeiriiinereneeenenene No
Numbness or tingling sensations .............cccccooveeen. No
DO sy e o e e S s No
PAFAIYSIS cosmmmmmmmnitnasnmimsrs vssesvanisiminvis No
e e No
Head injury........coviirmisnisnnseniessesesessnnssessessonns No
PSYCHIATRIC
Memory loss or confsion .....ocinmivnimimmesivisimns No
NEIVOUSTIESS 1. eeiveiviiteetis e er et No
D DS SION . ersvassnerssasseimensannsnas sonsmsessbiCussvissman BSARRTS No
TASOTATIR ......coniisviiesi i S S e o No
ENDOCRINE
Glandular or hormone problem............................... No
THYFOIA QISBHESE............ooomceonrenss i Tiinss s s as No
Diabetes (insulin or non insulin - circle onej ... No
Excessive thirst or urination ............cccooceiieiiiininns No
Heat orcold intoleranGe: ... No
SKin becoming dryer. ...cmsmimssssisvsssmsimie No
Change in hat or glove size............ccocoviivininnn No
HEMATOLOGIC - LYMPHATIC
Slow to heal after cuts.........ccooovviiiiiiiii No
Bleeding or bruising tendency ... No
A DB i ssisvvssmsnasmasmoniiess s s ek No
PhIEDItIS ..oooiiiiiiieiiiee e No
PasttraisfusiOncnmsans s No
Enlargediglands:..commasammssrmmmmmsamvesmmones No

ALLERGIC - IMMUNOLOGIC

History of skin reaction or other adverse reaction to:

Penicillin or other antibiotics..........ccoccovviiiiiinne No
Morphine, Demerol, or other narcotics................. No
Novocain or other anesthetics...............cooeeininn, No
Aspirin or other pain remedies........................ e ING
Tetanus antitoxin or other serums.......................... No
lodine, methiolate or other antiseptic ..................... No

Other drugs/medications:
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Known food allergies:

Environmental allergies:
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Patient Communication/Learner Assessment
In order that we may better serve you , please answer the following questions.

1.

When learning new information about your health, do you have any difficulty
because of the following?

O | cannot hear well O do not speak English well
O | cannot see well i cannot read English well
O have trouble remembering things Ono difficulties

O other, please specify:
If there is someone needed to help you (e.g. act as interpreter), please

name that person:

If you need an interpreter, please specify the language needed:
How do you prefer to learn?
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O Oral Instructions O written Instrustions O Demonstrations
Do you have religious or cultural beliefs you want us to consider when we are planning your care?
O ves ONo
Can we leave messages regarding your health?
At your home: 0 Yes [ No Telephone#:
At work: 3 Yes CJ No Telephone#:
On a cell phone: O ves 0 No Telephone#:

Do you prefer to communicate through electronic mail (e-mail)?
0O ves O No  Ifyes, please print your e-mail address:

Please list the individuals that you would like to have access to your health information:

At any time you may revoke the right you have given the individuals listed below.

First and Last Name Relationship Please circle all that applies to each individual

1. Test results (MRI, x-ray, labs, etc.)

Sensitive information: (Hiv and AIDS resuits, sexually transmitted
disease results, behavioral/mental health notes)

3. Viewing of medical record

4. Billing

1. Testresults (MRI, x-ray, labs, etc.)

5. All

Sensitive information: (HIv and AIDS results, sexually transmitted
disease results, behavioral/mental health notes)

3.  Viewing of medical record

In accordance with the Health Information Privacy Act passed on A

4, Billing

1. Test results (MRI, x-ray, labs, etc.)

5. All

2. Sensitive information: (Hiv and AIDS results, sexually transmitted
disease results, behavioral/mental health notes)

3. Viewing of medical record

listed above take place.

Patient Signature Date

Rush is a not-for-

profit health care, education and research enterprise comprising Rush University Medical Center, Rush University,

4. Billing

5. All

pril 14, 2003 you must sign below to have the practices

Rush Oak Park Hospital and Rush Health.



