	Last Name:                                                                             First Name:                                                          MI:     

	Address:                                                                             City:                                             State:                               Zip:     

	Home Phone: (            )            -                                                                 Cell Phone #:  (            )            -

	Date of Birth:             /              /                                Age:                               Sex:                           Marital Status:

	Patient SSN:               -            -                                                                   Referred By:    

	Email Address:

	Emergency Contact:                                                                              Emergency Contact #:  (            )            -

	Relationship to Patient:

	Responsible Party:                                                                                Relationship:

	Address:                                                                                  City:                                                State:                         Zip:

	Phone #:  (            )            -                                                                      SSN:                -            -

	Employer:

	Address:                                                                                 City:                                                State:                         Zip:

	Employer Phone#:  (            )            -                                     Ext:

	Date of Injury or Onset of Medical Condition:

	Work Related?:                                                                                    Automobile Accident?:

	INSURANCE INFORMATION

(A COPY OF YOUR INSURANCE CARD WILL BE REQUESTED)

Medicare #:

	Medicaid #:

	Primary Insurance:    

	Address:

	Policy Holder’s Name:                                                                                            Relationship:

	Certificate #:                                                                          Group #:                                                   Member:

	Secondary Insurance:   

	Address:

	Policy Holder’s Name:                                                                                            Relationship:

	Certificate#:                                                                          Group#:                                                    Member:

	I authorize payment directly to the Physician of the Surgical/Medical Benefits, if any, otherwise payable to me for his services as described, realizing I am responsible to pay non-covered services and I authorize the Physician to release any information acquired in the course of my treatment necessary to process insurance claims.

SIGNATURE:                                                                                                                                          DATE:




	Name:                                                                           Age:                              Height:                               Weight:

If you do not understand a question or you do not feel comfortable in answering a question, leave it blank and go on to the next question.  Some questions may not apply to you.

Referring Physician:                                                                                        Office #:  (            )            -

	Reason for Visit:
	

	COSMETIC PATIENTS:

What bothers you the most and why do you want a corrective surgery?
	

	
	

	WORKERS’ COMP PATIENTS:

Date of Injury:
	

	Previous treatment for problem including E.R. visit:
	

	
	

	Describe events leading to & after injury:
	

	OTHER PATIENTS:

What events or symptoms lead to you seeking treatment?
	

	
	

	CHRONIC MEDICAL CONDITIONS: Please Check One

                                            YES        NO                                                   YES        NO                                                      YES        NO

Hypertension                                                        Lupus                                                              Hepatitis

	High Blood Pressure                                           Scleraderma                                                    Sexually Transmitted

                                                                                                                                                            Diseases

	Diabetes                                                               Bleeding Tendencies                                      HIV/AIDS

	Vascular Disease                                                Wound Healing                                               Consented to HIV

                                                                                  Problems                                                        testing if Requested

PAST MEDICAL HISTORY:
Previous or current medical illnesses?  (Circle One)          YES          NO

Illness:                                                              Year:                                        Physician:                               Hospital:



	

	

	Previous surgical operations?    (Circle One)          YES          NO

If yes, type of operation, year performed, and hospital or surgeon involved.

Operation:                                                       Year:                                         Physician:                               Hospital:



	

	




	Name:    

	OB-GYN HISTORY (for Women Only)

How many pregnancies have you had:
	MENSTRUAL PERIOD:

      Date of Last:

	Date of first delivery:
	      Regular or Heavy:

	Date of last delivery:
	      Duration:

	Number of live children:
	

	Plans for more children:
	

	Date of last mammogram:
	

	Date of last self breast examination:
	

	Date of last Pap Smear:
	

	Have you taken estrogen or female hormones in the last 10 years?
	





	ALLERGIES:

Medication or Substance:                                                        Describe Reaction or Symptom:



	
	

	
	


	CURRENT MEDICATIONS:

                                                                                                    YES          NO               NAME:                     REASON:

Are you on any type of blood thinner such as Aspirin or 

                           Coumadin?

Other Medications:

                 Name:                       Amount/Frequency Taken:                   Reason:                           Prescribing Doctor:



	
	

	
	

	SOCIAL HISTORY:

	Do you smoke cigarettes?    Yes _____    No_____      When did you start?    ________      How many a day?    ________

	Have you smoked in the past?    Yes _____    No _____

	When did you quit?    _____/_____/_____

	Do you drink alcohol?    Yes _____    No _____                    Quantity: __________

	Occupation: ________________________________________

	Highest grade completed: _____________________________________

	Marital Status: _____ Single      _____Married      _____Divorced      _____Widowed




	Relative
	Age
	Health Problem
	Age
	Health Problem

	Father
	________
	____________________________
	________
	____________________________

	Mother
	________
	____________________________
	________
	____________________________

	Brothers
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	Sisters
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	Children
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	
	________
	____________________________
	________
	____________________________

	Head/Neck
	
	Breasts
	
	Lungs
	

	Eye Problems
	____    ____
	Masses
	____    ____
	Cough
	____    ____

	Hearing Problems
	____    ____
	Pain
	____    ____
	Wheezing
	____    ____

	Infections
	____    ____
	Family History of Cancer
	____    ____
	Shortness of Breath
	____    ____

	Masses or Lumps

Difficulty Swallowing
	____    ____

____    ____
	Recent Change in             Appearance
	____    ____

____    ____
	Difficulty Breathing
	____    ____

	
	
	
	
	
	

	Heart
	
	Neurologic
	
	Abdomen
	

	Abnormal Heart Beats
	____    ____
	Dizziness/Fainting
	____    ____
	Change in Bowel Habits
	____    ____

	Murmurs

Racing Heart
	____    ____

____    ____
	History of Psychological Evaluation
	____    ____

____    ____
	Constipation

Abdominal Surgeries
	____    ____
____    ____

	Chest Pain
	____    ____
	Treatment by Psychiatrist
	____    ____
	Vomiting/Nausea
	____    ____

	Heart Surgeries
	____    ____
	Depression/Anxiety
	____    ____
	Indigestion
	____    ____

	Faintness/Dizziness
	____    ____
	Mood Swings
	____    ____
	Diarrhea
	____    ____

	
	
	Difficulty with Balance
	____    ____
	
	

	G/U Tract
	
	
	
	Extremities
	

	Difficulty Urinating
	____    ____
	
	
	History of Blood Clots
	____    ____

	Pain with Urination
	____    ____
	
	
	Calf Pain
	____    ____

	Urinary Tract Infection
	____    ____
	
	
	Swelling of Feet
	____    ____

	Abnormal Odor/Discharge
	____    ____
	
	
	Surgeries on Broken Bones
	____    ____




Patient Registration
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Medical Questionnaire
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Medical Questionnaire


(continued)
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Ernest G. Layton, MD








REVIEW OF SYSTEMS: Please check one


                                                   YES      NO				      YES      NO			                YES      NO





FAMILY HISTORY:


Age and current state of health and cause of death of family members.


						


			                 IF LIVING:		                                          IF DECEASED:





REVIEWING PHYSICIAN: __________________________________________M.D.               DATE: _________________











Medical Questionnaire


(continued)








