

JAMES D. BALDWIN M.D.  PLASTIC SURGERY

MEDICAL HISTORY

Patient Name___________________________________________________Date__________________
Reason for today's visit_________________________________________________________________

Do you now have, or have you had: (Circle Yes or No, and give approximate date if Yes)
                                	
General                                                                                  Neurological                                       
Unexplained weight loss          Yes_______No                Stroke                                                  Yes______No
Unexplained fever                     Yes_______No                Seizures                                               Yes______No
Other________________________________
Cardiac                                                                                   Musculoskeletal
High Blood Pressure                  Yes_______No                Arthritis                                              Yes______No   
Heart Failure                               Yes_______No                Tendonitis                                          Yes______No
Heart Attack                                Yes______  No                         where______________________________
Mitral Valve Prolapse                Yes_______No                Other
Other Heart Murmur                 Yes_______No                Cancer                                                Yes______ No
High Cholesterol                         Yes_______No                         where_____________________________
Angina                                          Yes_______No                Leukemia                                            Yes______ No
Peripheral Vascular Disease     Yes_______No                Bleeding Tendency                           Yes______No
Pulmonary                                                                             HIV/AIDS                                             Yes______No
Tuberculosis                               Yes_______No                 Stomach Ulcers                                 Yes______No
Emphysema                                Yes_______No                 Hepatitis A, B, or C                           Yes______No
Asthma                                        Yes_______No                 (please circle A, B or C above)
Endocrine                                                                               Depression                                         Yes______No
Diabetes                                      Yes_______No                 Anxiety                                                Yes______No
Diabetes (taking insulin)          Yes_______ No                 Other________________________________
Thyroid Disorder                        Yes_______No
____________________________________________________________________________________

List ALL medications and dosages:
_______________________________________          ________________________________________
_______________________________________          ________________________________________
_______________________________________          ________________________________________
_______________________________________          ________________________________________
_______________________________________          ________________________________________


Do you have any allergies to any medications?      Yes       No
If yes, list:____________________________________________________________________________

Latex Allergy?           Yes          No

Do you have allergies to anything else?____________________________________________________

List ALL operations you have had and the year (if known)______________________________________
____________________________________________________________________________________
____________________________________________________________________________________
List other serious injuries/accidents you have had____________________________________________
________________________________________________________________________________________________________________________________________________________________________
Have you ever smoked?    No          Yes     How much?__________________For how long?___________
Do you smoke now?     No         Yes          How much?__________________For how long?____________
Do you regularly drink:
· Alcohol
· Beer
· Wine
How much?_______________  How often?_____________________

Height___________________Weight______________________

Women Only:
Is there any chance you are pregnant?     Yes      No
Have you had a mammogram?       Yes          No
If yes:  Date_________________________Location______________________________







