Daniel G. Turgeon, M.D., F.A.C.S. # Karim 5. Trad M.D., F.A.C.S5.
Suite 3124 1800 Town Center Drive #Reston, VA 20190

PATIENT INTAKE FORM

DATE: / / MALE FEMALE

NAME: D.0.B / / AGE
First M.L Last

REFERRING DOCTOR

REASON FOR THE VISIT

SYMPTOMS

PRESENT MEDICAL CONDITIONS

PAST MAJOR ILLNESSES OR OPERATIONS

MEDICATIONS NOW TAKING

ALLERGIES

REACTIONS TO MEDICATIONS OR ANESTHESIA

ILLNESS IN FAMILY MEMBERS (HEART, CANCER, DIABETES, BLEEDING DISORDERS)

Father: Mother:

Siblings:

Other Members:

Have any family members had an unusual reaction to anesthesia?

OCCUPATION EDUCATION
MARITAL STATUS ALCOHOL PER WEEK
SMOKING PER WEEK PAST HISTORY OF SMOKING? Y N

(over)



Please circle "Y" for yes or" N" for No

Review of Systems History

General Symptoms: Fever

ENT:

Cardiovascular:

Respiratory:

Gastrointestinal

Genitourinary:

Musculoskeletal:

Integumentary

Neurological:

Psychiatric:

Endocrine:

Allergy:

Loss of appetite

Vision problems
Sore throat

High blood pressure
Other:

Shortness of breath
Other:

Abdominal pain

Y
Y

Bowel function change Y

Urinary frequency
Other:

Joint/arm/leg pain
Other:

Persistent itching
Other:

Numbness/tingling
Other:

Are you stressed?
Other:

Excessive thirst
Other:

Foods

Hematologic/Lympt Clotting problems

Reproductive:

XX

Number of pregnancies:

N
N

Headache
Weight loss

Hearing loss
Laryngitis

Racing heart

Chronic cough

Nausea/VVomiting

Constipation

Painful urination

Neck pain

Skin rash

Dizzy spells

Feeling depressed?

Too hot or cold

Drugs

Swollen glands

Number of living children:

Y
Y

Y

Y

Chills
Other:

Sinus
Other:

Chest pain

Wheezing

Heartburn

Diarrhea

Urine retention

Back pain

Boils/Warts

Tremors

Sleeping well?

Tired/sluggish

Detail
Other:

Miscarriages

Y

Y



diego.chaves
Text Box
Review of Systems History 
Please circle "Y" for yes or" N" for No 


	New Intake.pdf
	ROS FORM
	Sheet1




