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PATIENT COMPREHENSIVE QUESTIONAIRE

COSMETIC MEDICINE

PATIENT INFORMATION
Patient Last Name: First Name: Middle Name:
Gender: [ Male [ Female DOB: / / Age:
Home Address:

City State Zip Code
Home Phone #: | ) Cell/Message Phone: ( )
PATIENT EMPLOYER: Work Phone: ( ) Fax: ( )
Work Address:

City State Zip Code
Occupation:
PHARMACY: Phone: ( ) Fax: ( )
ADDRESS:

City State Zip Code
EMERGENCY CONTACT:
RELATIONSHIP: Phone #: ( )

Nearest friend or relative not living with you, in case of emergency ¥ EMAIL ADDRESS:

Other Notes/Information:

Opregnant  [INursing / Breastfeeding

The above information is frue and accurate to the best of my knowledge.

Patient Signature Date
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PATIENT COMPREHENSIVE QUESTIONAIRE
COSMETIC MEDICINE

Patient Name: Date of Birth: / / Date: / /

Please tell us the problem you would like us to help you with, including symptoms and attach pertinent medical records, imaging,

O Breast Cancer

O COPD -on 022

O Low Back Pain

test results, and physician visits, including specialists (CC): Side: LIRight  OLeft
Please list your weight: Ibs. and height: ft. in.
Past Medical History (Please Check All that Apply)
**PLEASE INDICATE IF YOU HAVE ANY OF THE FOLLOWING MEDICAL CONDITIONS**
O Anemia, Chronic O PFO (patent foramen ovale) O Headaches O Obesity
O Anxiety O Depression O Migraines O PBPH
O Asthma O Diabetes, Insulin Dependent O Hyperthyroidism O Pelvic Congestion Syndrome
O Atrial Fibrillation O Diabetes, Non-Insulin Dependent O Hypothyroidism O Prostate Cancer
O Arm Pain O End Stage Renal Disease O Joint Pain O Pregnancy
O Arthritis O Emphysema O Kidney Stones O Peripheral Neuropathy

O Radiculopathy

O Bronchitis O GERD O Leg Pain O Radiation Therapy

O Broken Bones O Hepatitis O Fibromyalgia O Seizures

O Easy Bruising O High Blood Pressure/Hypertension O Joint Pain O Stroke

O Chronic Pain O HIV/AIDS O Muscle Disease O Ulcer (Gl)

O Colon Cancer O High Cholesterol O Leukemia O Shingles

O Coronary Artery O Heart Failure O Lung Cancer O Peripheral Arterial Disease

?issfee?]fg: Angioplasty O Pacemaker O Lymphoma O Leg Trauma / Surgery
O Heart Attack O Migraine O Blood Clot - DVT / PE

Anti-coagulation? O Irregular Heart Beat O Multiple Myeloma O Ulcer (Wound)

O Murmurs O Hyperparathyroidism O Memory Loss g Other:

PAST SURGICAL HISTORY

**PLEASE LIST ALL SURGERIES, INCLUDE ALL SPINE SURGERIES**

Surgery Date
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ALLERGIES (Please list all allergies or check options, which applies):

o | brought a copy of my dllergy list (please provide the list to the front desk receptionist)

o No Known Drug Allergies (NKDA)

Allergy Type

Please Describe Allergic Reaction Severity and Symptoms

MEDICATIONS (Please list all current medications, **BLOOD THINNERS**
vitamins, herbals, supplements, or check Aggrenox/Dipyridamole Heparin/LMWH
opfions, which applies): o O
ASA 325mg Lovenox/Enoxaparin
. . . O O
< Complete the information below regarding — . - -
. - . Brilinta/Tricagrelor Plavix/Clopidogrel
all medications currently taking, have O O
disconfinued, or modified. o | Clostazol/Pletal o | Prodaxa/Dabigatran
« Be certain fo list both prescription and non- Coumadin/Warfarin Savaysa/Edoxaban
prescription medications, including any O O
herbals or supplements you take. 0 Effient/Prasugel 0 Trental/Pentoxifyline
L . Eliquis/Apixaban Ticlid/Ticlopidine
O | brought a copy of my medicatfion list. | O
(please provide the list to the front desk Fragmin/Dalteparum Xarelto/Rivaroxaban
receptionist) U O
Gingko/Garlic/Vitamin E 0 Other:
O Not currently taking any medications. O
Name of Drug, and Supplements Strength or | Number of | Total number of Reason for taking medication
Dosage tablets tablets per day
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*PHARMACY NAME** ADDRESS PHONE & FAX
SOCIAL HISTORY (Please check dall that apply):
Smoking Alcohol Use Drug Use Exercise Frequency

O Never Smoked

O Quit: Former Smoker

O Smokes Less than Daily

O Smokes Daily:

# Packs/Day.
O Other:

O Do no drink alcohol
O Less than 1 drink a day
O 1-2 drinks a day

O Social Drinker —
occasionally per week

O 3 or more drinks a day

O No History of Drug Use O Never
O Positive History of Drug Use

O IV Drug Use

O Once a Day
O Few Times a Week
O Few Times a Month

O If Yes for Option 2 or 3, please
detail drugs used:

O Several Times a Day

O Other:

MARITAL STATUS LIVING STATUS CHILDREN FRATERNAL MATERNAL
Married Lives alone YES Alcohol Alcohol
Single Lives w/spouse NO Drug Use Drug Use
Divorced Lives w/family How many?
Widow Other Boy

Girl

SOCIAL HISTORY

FAMILY HISTORY (Please mark YES or NO if a Blood Family Member has ever had any of these conditions. If you mark YES, PLEASE

FAMILY HISTORY

mark the box under the relationship of the person to you.

CONDITION PLEASE MARK YES OR NO RELATIONSHIP OF PERSON TO YOU
YES NO Unknown Father Mother Grandparent = Brother/Sister Son/Daughter

Cancer O d O O O O O O
Heart Disease O O [ [ | | O O
Diabetes O O O O O O | O
High Blood
Pressure - O o o U U U U
Stroke / TIA 0 (| O O O O O O
Alcohol Abuse O O O | O O O O
Drug Abuse O O O O O O O O
Psychiatric
lliness L = U O O U U O
Seizures O O O O O O O O
Depression/
suicide g | = O O O O O O
Osteoarthrifis O O O O O O O O
Osteoporosis O O O O O O O O
Scoliosis O O | O O O O O
Chronic Pain O O O O O O O O
Venous O 0
Insufficiency O U U U U U
Other
Conditions: O O 0 0 0 O O 0
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REVIEW OF SYSTEMS (Check Yes or No if you are currenlly experiencing any of the following)

CONSTITUTIONAL YES NO YES NO
Fever Chills
Weight Loss Environmental Allergies
Weight Gain Dizziness
Fatigue Fainting
EYES Blurred Vision Double Vision
Eye Pain Glaucoma
EARS/NOSE/MOUTH Hearing Aids?e Loss of Hearing
Ringing in the Ears Hoarseness
Nose Bleeds Excessive Thirst
CARDIOVASCULAR Chest Pain Ankle or Leg Swelling
Shortness of Breath Labored Breathing with Exerfion
Palpitations Pedal Edema
RESPIRATORY Cough Pain with Breathing
Wheezing Rib Pain
GASTROINTESTINAL Reflux Difficulty Swallowing
Stool - Inconfinence Nausea
Diarrhea Vomitfing
Constipation Heartburn

Ulcers

Blood in Stool

GENITOURINARY

Urinary Tract Infection

Urinary Retenfion

Urinary Hesitancy

Blood in Urine

O ooooooooouooooon  oDooboogo|oooooojoooo | ooo;o|ooio:o

O ooooOoooooooooop  oDopobooobooo|ojooo;o | ooo;o|ooio:o

Urinary Incontinence Genital Pain
MUSCULOSKELETAL Muscle Pain Joint Swelling
Joint Pain Joint Stiffness
INTEGUEMENTARY Skin Rash Scarring
Discolorafion Edema
NEUROLOGICAL Syncope Incontinence
Dizziness Headaches
Difficulty Walking Tremor
Weakness Seizure
Numbness Memory Loss
Tingling Frequent Falls
PSYCHIATRIC Depression Anxiety
Suicidal Thoughts Hallucinations
ENDOCRINE Diabetes Heat Intolerance
Thyroid Disease Cold Intolerance
HEMATOLOGY/LYMPHATIC | Bleeding tendencies Excessive Bleeding
Immunosuppression Excessive Bruising
CANCER

O ooooOooooouooooop  OoDopobooo|oooo|ojooo;o | ooo;o|ooo:o

o ooooopooooooon0 b oo oDooojooooooio | ooooioo oo




A g~ GREENWICH HEALTH
@/ PAIN|VENOUS | COSMETIC | REGENERATIVE
DARIEN | GREENWICH | MANHATTAN

ClPregnant  [CINursing / Breastfeeding

The above information is frue and accurate to the best of my knowledge.

Patient Signature Date

PATIENT EDUCATION

Blood Pressure: / R / L

[0 Hypertension > 140/90 or Pre-Hypertension 120/80 to 139/89

1 Smoking Cessation < 24 Months: Smoking Dangers (fobacco use):

Smoking and second hand smoke are harmful to your health. If you smoke, STOP! If you are around others who smoke,
encourage them to stop. Smoking leads to chronic obstructive pulmonary disease, and increases risk of heart disease, cancer,
and stroke. There are many medications and aids available to help you stop smoking. For additional help and/or information,
call 1-800-NO-BUTTS (1-800-662-8887) or 1-800-LUNG-USA (1-800-586-4872). (99406)

Staff Signature: Date:

Physician Signature: Date:

Greenwich Health, PLLC
15 East Putnam Avenue, Suite 502, Greenwich, CT 06830
Phone (203)900-39%96 * Fax (203)902-0166 or (203) 900-3998

Manhattan Office Darien Office and
152 West 57th Street AAAASF Accredited Procedure Suite
8th Floor - MCM 1472 Post Road
New York, NY 10019 Darien, CT 06820
Tel: 203-900-3996 » Tel: 203-900-3996
Fax: 203-902-0166 or 203-900-3998 Fax: 203-902-0166 or 203-900-3998
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